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Executive summary 
Exposure to adversity in childhood is widespread and can pose a serious threat to individual health and 
well-being over the life course. By age 18, nearly half (45 percent) of children in the United States have 
had at least one adverse experience; among young children and other vulnerable subgroups, the 
prevalence is much higher.1,2,3,4 Childhood adversity is defined as one or more stressful events or 
conditions that can threaten a child’s sense of safety and negatively affect the child’s developing brain, 
physical and mental health, and behavior.5 Examples of common childhood adversities include abuse and 
neglect, living with a parent with mental illness or a substance abuse disorder, or witnessing violence.  

Amid increasing public awareness and concern about the harmful 
consequences of early adversity, policymakers in a number of states 
are calling for routine screening of individual children—in pediatric care, 
home visiting programs, early care and education, schools, and other 
child and family service settings—using the short list of adversities 
included in the original Adverse Childhood Experiences (ACEs) study.6 
As this movement gains traction, it is essential for policymakers to 
understand the limitations of this approach, as well as its potential for 
unintended consequences. These include:  

• The potential for re-traumatizing children and families 
• Contributing to stigma and a deficits focus  
• The lack of age- and culture-sensitive screening tools  
• A misleadingly narrow conception of adversity 

Policy recommendations 
Given the limitations of a screening-only approach, we recommend that policymakers instead adopt the 
following strategies for addressing childhood adversity:  

• Train service providers across child and family service systems in trauma-informed care (TIC).7 TIC 
includes a wide range of approaches to identifying and addressing childhood adversity and lays a 
critical foundation for comprehensive screening and follow-up. Training in TIC has been shown to 
increase trauma knowledge and skills among service providers, family members, and foster parents, 
and to promote positive behaviors and mental health outcomes among children with symptoms of 
posttraumatic stress (e.g., problem behaviors, problems forming healthy attachments).8,9,10,11  

 
• Promote adversity screening only as one component of a comprehensive, trauma-informed, 

strengths-based approach to addressing childhood adversity. Essential elements of this approach 
include the following: 

o Service providers who are trained to sensitively conduct screening for adversity, without 
traumatizing or re-traumatizing the child and family, and without drawing faulty assumptions 
about a child’s future prospects 

o High-quality screening tools shown to be valid for the child’s age and culture, and which 
account for social inequities (e.g., poverty, homelessness, discrimination, community violence, 
adversity related to immigration) 

o Screening that assesses not only a child’s exposure to adversity (i.e., the types of adversity a 
child has experienced), but also a child’s reactions (i.e., trauma symptoms and related 
behaviors), which vary widely and require different types of intervention—or no intervention 
at all 
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o Service systems that can facilitate a family’s access to evidence-based treatment and supports,
when needed

o Screening that is accompanied by comprehensive assessment across multiple domains of
development (e.g., social-emotional, cognitive, language, physical development); such
assessments can identify delays and other potential barriers to children’s healthy
development, as well as promotive and protective factors in the household and community
that can prevent or mitigate the harmful effects of early adversity

• Support research to develop more sensitive tools for assessing adversity exposure in young children. 
Children’s reactions to adversity vary widely. Personal characteristics such as age and developmental 
stage, along with family and environmental stressors and supports, shape each child’s adjustment 
following exposure. Few screening tools are appropriate for infants and toddlers, despite the fact that 
their risk of exposure to many types of adversity (e.g., child abuse and neglect, domestic violence, 
unintentional injuries) is greater than for older children, and that they are especially vulnerable to the 
negative effects of trauma.12,13,14

• Increase the availability and accessibility of evidence-based therapies. There are a number of 
effective treatments for childhood trauma following adversity (e.g., Child-Parent Psychotherapy,15 

Parent-Child Interaction Therapy,16 Trauma-Focused Cognitive Behavioral Therapy17). Yet current 
demand far exceeds capacity, and children—particularly infants and toddlers—often face lengthy waits 
before they can access treatment because few trained providers are available in their community. 
Increasing the number of professionals trained to deliver evidence-based treatment—in addition to 
increasing families’ access to such professionals—is essential for children whose well-being may be 
compromised in the absence of such support.

• Implement preventive strategies that reduce the likelihood of early adversity and its harmful effects 
on children and promote resilience in development. Prevention and early intervention are the most 
effective strategies for avoiding the negative effects of childhood adversity on children, families, and 
society. Making economic opportunity more inclusive, particularly for population groups who 
experience multiple disadvantages, should be part of this agenda; it is especially important to reduce 
poverty among children. Reducing children’s exposure to violence; and supporting safe, stable, 
nurturing relationships in families, schools, and other settings also represent essential overarching 
strategies. 

Conclusions 
We view growing public recognition of the importance of childhood adversity as a monumental 
development in the promotion of child well-being. However, it is also critical to guide policymakers toward 
the most effective, evidence-based strategies. Policymakers should not presume that screening as a 
standalone strategy is an adequate response to addressing the needs of children and their families. Thus, 
we join a number of experts18,19 cautioning against oversimplified adversity screening strategies, 
particularly those that employ tools such as the ACEs study index.20 Rather, we need more comprehensive, 
trauma-informed21 approaches that account for social-structural adversity and are aligned with current 
science on recognizing, understanding, responding effectively to—and preventing—childhood adversity.  
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Glossary 

Adverse childhood experience (ACE) – A term introduced by the Adverse Childhood Experiences (ACE) 
study (Centers for Disease Control and Prevention, and Kaiser Permanente, 1995-1997) to refer to the 
specific types of household challenges assessed in that study, occurring prior to an individual’s reaching 
age 18. 

ACE study index – The measure used in the ACE study to assess childhood exposure to the following 
adversities: physical, emotional, and sexual abuse; parental mental illness; substance abuse in the 
household; incarceration of a household member; and witnessing violence against a mother. Two 
additional adversities—child neglect (emotional or physical) and parental separation or divorce—were 
added to the study in follow-up investigations. 

Childhood adversity – One or more events or circumstances (including, but not limited to, those used in 
the ACE study) that can be harmful to a child’s short- and long-term physical and psychological health. 

Trauma – An individual’s experience of one or more events or circumstances as psychologically and/or 
physically harmful or life-threatening.  

Toxic stress – An over-activation of the body’s stress response system, accompanying trauma, which can 
lead to lasting impairments in physical and mental health, brain development, and genetic structure. 

Trauma-informed care – A service system, program, or intervention in which all participations, practices, 
and policies reflect an understanding of the far-reaching impact of trauma, identify its signs and symptoms 
in individuals, provide pathways for recovery, and avoid re-traumatizing the individuals affected. 
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Introduction 

Policymakers, practitioners, and the public have shown an exceptional level of 
interest in research findings on childhood adversity. A greater understanding of how 
widespread these experiences are—and how harmful their long-term effects can be—
has already fundamentally changed conversations about adversity’s risks to early 
development, the intersection of physical and mental health, and the ways in which 
trauma can be transmitted across generations. The existing research has also 
prompted new policy responses to the threats that adversity experienced in 
childhood poses to well-being over the lifespan.  

As with any breakthrough in knowledge, an overly hasty response can have 
downsides. This brief addresses the implications—both promising and troubling—of integrating adversity 
screening into child and family service settings that are not exclusively focused on mental health, such as 
pediatric care, early care and education settings and schools, child welfare agencies, and home visiting 
programs. We briefly summarize how the research has both informed work with vulnerable children and 
families, and inadvertently provided a rationale for a strategy that could do harm. Specifically, we are 
concerned about the singular use of screening to address the negative effects of childhood adversity. We 
recommend steps to minimize the unintended consequences of screening and provide a more 
comprehensive, holistic response to children who have experienced adversity. 

Changing the frame from adverse childhood 
experiences (ACEs) to childhood adversity 
Childhood adversity should be defined broadly enough to represent the range of potentially harmful 
exposures that children and families may experience. Here, we define childhood adversity as one or more 
stressful or traumatic events or conditions that can threaten a child’s sense of safety and disrupt their 
developing brain, physical and mental health, and behavior.22 (See Glossary for further definition of 
childhood adversity, ACEs, trauma, and toxic stress). 

We are concerned 
about the singular 
use of screening to 
address the 
negative effects of 
childhood adversity. 
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The Adverse Childhood Experiences (ACEs) Study, a seminal 
investigation conducted from 1995 to 1997,23 operationalized 
early adversity as a relatively short list of experiences that may 
occur within a household. The study found a consistent 
relationship between the cumulative number of reported ACEs 
and poor outcomes in adulthood—that is, a greater number of 
ACEs was associated with more negative outcomes, including 
poor academic and work performance, and risky health behaviors 
(e.g., smoking, financial stress, heart disease, cancer, and mental 
illness).24,25,26 For additional information, see Box 1. The study’s 
findings likely represent an underestimate of the prevalence of 
adversity, given the limited number of adversities included. And 
since the study’s participants were mostly middle-class, white, and 
well-educated—and generally had health insurance coverage—the 
sample was not nationally representative. 

The types of adversity captured in newer ACEs-based screening 
instruments vary widely,27 and many now include one or more early life experiences that reflect social-
structural or policy-related conditions, such as forced separation of a child from a parent; severe poverty; 
discrimination based on race, ethnicity, or sexual orientation; and historical or community-level experience 
of violence and trauma. Broadening the original list of adversities is an important step toward 
acknowledging the diverse challenges that children and families may face every day and responding 
appropriately to a family’s particular needs. 

Because many policymakers and practitioners mistakenly assume that the experiences included in the 
original ACEs study are synonymous with early exposure to trauma, we recommend the term childhood 
adversity, rather than ACEs, to refer to stressful or traumatic experiences that occur prior to adulthood.  

 
Box 1: Studies of Adverse Childhood Experiences (ACEs)  

The landmark study of ACEs28 listed adverse experiences including physical, emotional, and sexual abuse; 
parental mental illness; parental substance abuse; parental incarceration; and witnessing violence against 
one’s mother. This list was subsequently expanded by the Centers for Disease Control and Prevention to 
include parental separation or divorce and emotional or physical neglect. The original study yielded several 
key findings: 

• The prevalence of ACEs was unexpectedly high, even with the study’s relatively advantaged 
population. More than two thirds of the sample reported experiencing one ACE, and almost one 
quarter reported three or more ACEs. 

• Cumulatively, ACEs were associated with an elevated lifetime risk for poor health and well-being. 
There was a dose-response relationship between the cumulative number of reported ACEs and poor 
well-being, meaning that more negative outcomes were associated with a higher number of ACEs. For 
example, compared to individuals with one ACE, those with four or more ACEs were more likely to 
experience substance abuse, smoking, sexually transmitted diseases, heart disease, diabetes, obesity, 
depression, poor academic performance, and early death. Stress on the developing child that rises to 
harmful levels, affecting multiple body systems (including brain development, as well as immune, 
endocrine, and epigenetic effects), appears to be the underlying mechanism for these effects.29 

  

Given the growing trend among 
policymakers and practitioners 
to conflate the experiences 
included in the original ACEs 
study with all forms of early 
adversity, we recommend using 
the term childhood adversity, 
rather than ACEs, to refer to 
stressful or traumatic 
experiences that occur prior to 
adulthood. 
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Since then, numerous studies using the ACEs index, along with parallel work in neuroscience and biology, 
have confirmed this overall picture while adding important elaborations:  

• Some populations—including clinic-referred youth,30 children in foster care,31 young mothers,32 
children in poverty,33,34 children who experience homelessness,35 racial or ethnic minority 
children,36,37,38 justice system-involved youth,39 and military veterans40—have exceptionally high levels 
of cumulative adversities. 

• Adversity can have detrimental effects in childhood, as well, including health and behavior 
problems.41,42,43,44  

• The effects of childhood adversities can be transmitted to the next generation through epigenetic 
changes and impaired parental behavior.45,46,47,48 

• Problems with social-emotional skills, including self-regulation and other executive functions, are 
common symptoms of exposure to unhealthy levels of adversity.49,50,51 

• An estimated 16 percent of children who experience these events develop post-traumatic stress 
disorder (PTSD).52 

• Individuals can show remarkable resilience, especially in the face of a single adversity. But even 
children who encounter multiple adversities can exhibit resilient responses53 if they have caring, 
consistent support from a loving caregiver who buffers them from unhealthy levels of stress. Other 
protective factors can also maintain positive development in the face of adversity.54,55,56,57   

• Many interventions with children and families exposed to multiple adversities can improve the odds of 
positive outcomes58,59,60—again, attesting to the human capacity for resilience, given the right 
conditions.61  

Multiple reasons to identify childhood adversity  
Identifying childhood adversity at a community or larger population level to monitor public health is 
markedly different from identifying adversity in the life of an individual child to make decisions regarding 
what services to provide them and their families. The first use contributes to the larger picture of how 
well-being is distributed (on the basis of geography, race/ethnicity, income, etc.), and is essential for both 
policymakers and a well-informed public.a The second use informs 
how care decisions are made by, or on behalf of, specific individuals—
for example, in a family, school, or clinic setting.  

This brief focuses on screening for adversity to identify and provide 
services to individual children. However, there can be value in 
collecting data for each of these purposes. In a previous effort to 
describe and monitor population health, for example, Child Trends 
used data from the National Survey of Children’s Health (NSCH) to 
highlight—for the nation and for each state—the prevalence of, and 
disparities within, the adversities listed in that survey.62,63 However, 
the NSCH list, while more inclusive than the original ACEs Index, still 
omits many social-structural adversities. Regarding the second 
purpose, we spotlight some examples of how adversity screening can 
be incorporated into a comprehensive clinical decision-making 
process, in Box 2 on pages 11-12. 

                                                        

a For example, federal legislation signed in October 2018 authorized support to states for collecting and reporting data on ACEs (see 
endnote 33). 

Policymakers should distinguish 
between identifying childhood 
adversity in the context of 
monitoring population health 
versus making decisions regarding 
services for individual young 
children and their families. The 
former can inform community and 
systems-level responses to 
adversity, while the latter can 
improve outcomes for individuals. 
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Unfortunately, some of the current calls for expanding ACEs screening confuse these two very different 
purposes. Although the interest in screening individual children for ACEs generally reflects a well-
intentioned response to the concerns surfaced by the new science of stress, the use of screening by itself 
can be harmful. Widespread screening of individual children for early adversity as a single strategy for 
supporting their well-being, or for addressing the negative effects of childhood trauma, is misguided. Many 
other experts agree.64,65,66 We are especially concerned about the current push to focus already-limited 
resources for infant and early childhood mental health on screening children using flawed tools. 

As a single approach, screening for childhood 
adversity is flawed  
Those who adopt any screening tool should be clear about its purpose and the appropriate use of its 
results.67 Screening can be an efficient way to select individuals for a more thorough assessment. 
However, screening can neither predict how a given child will develop over time, nor specify an 
appropriate strategy for supporting that child. In our view, the idea that screening alone should be the 
primary means for addressing childhood adversity is mistaken. 

Many current ACEs-based screens are blunt instruments that omit 
important experiences. There is no scientific consensus about which 
adverse experiences are most important to children’s developmental 
outcomes. A typical ACEs screening tool includes a brief checklist of items 
that are counted equally, despite the fact that their impact on children 
may vary considerably. For instance, a relatively amicable divorce is likely 
to be less harmful to a child than sexual abuse, yet these experiences are 
considered the same when determining a child’s adversity score (i.e., the 
total number of such events an individual has experienced in childhood). 
Indeed, it is impractical for any list of adversities to represent the full 
spectrum of potentially traumatic experiences in childhood. As noted in 
this brief, the screen developed for the original ACEs study omits many circumstances that can have 
lifelong negative consequences for an individual’s well-being: forced displacement, separation from a 
parent (other than through marital dissolution or death), exposure to wartime or community violence, 
bullying, natural disasters, and homelessness. As a result, screening inevitably underestimates these 
exposures, especially for specific groups of vulnerable children.  

A higher score on an adversities screen does not necessarily indicate more exposure to trauma, nor does it 
necessarily identify all children who would benefit from intervention. As the Substance Abuse and Mental 
Health Services Administration notes, “Positive screens only indicate that assessment or further evaluation 
is warranted, and negative screens do not necessarily mean that an individual doesn’t have symptoms that 
warrant intervention.”68 Policymakers who use screening results to inform the allocation of resources 
should not rely on a tool that fails to identify many children in need of support. 

Screening for childhood adversity raises concerns about validity and ethical practice. The typical options 
for obtaining reports of adversity also have important limitations. Having children self-report adversity is 
practicable, especially at older ages, but may lead to distress for both child and family—and, in some cases, 
to re-traumatization. Such screening could be considered unethical unless there are adequate supports at 
hand and the screen is administered by a well-trained interviewer.69,70  

Parental report (or report by another primary caregiver) of a child’s exposure to adversity can be biased. 
For example, an abusive parent might refuse screening altogether or have reason to be untruthful. 
Alternatively, a parent may be unaware that the child has been maltreated by another adult.71 

In our view, the idea 
that screening alone 
should be the primary 
means for addressing 
childhood adversity is 
mistaken. 
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Furthermore, when an untrained interviewer asks parents to identify harmful events their child has 
experienced, this may raise barriers of guilt and shame, exacerbate post-traumatic stress, or lead to re-
traumatization (for example, a mother may feel responsible for being unable to protect her child from an 
abusive partner while she herself is a victim of domestic violence).  

As a result, even a valid screening tool may introduce bias and ethical problems if used inappropriately. At 
the least, screening should be conducted by someone who has had comprehensive, culturally sensitive 
training in trauma-informed care.72 The tool should be appropriate for the child’s age and skills and have 
been validated and normed on a population that represents the child.73 A one-size-fits-all approach to 
screening is definitely ill-advised. These concerns are particularly important in the case of very young 
children, for whom the types and symptoms of adversity exposure may be difficult to recognize, and high-
quality screening tools are not readily available.74,75 

Screening for adversity alone provides a simplistic and unbalanced picture of children’s development. The 
impact of childhood adversity depends on a multitude of factors, such as age at exposure, the severity of 
the experience, its duration, the presence or absence of a caring adult and other protective factors, and 
whether the adversity has persisted over generations.76,77,78, 79 Furthermore, while adversities occur among 
children from all geographic, socioeconomic, racial, and ethnic backgrounds, little is known about how 
adversities are defined and how their consequences may differ across cultures80 (recall that the seminal 
ACEs study was based on a white, middle-class sample).  

In addition, exposure to adversity represents only one aspect of a child’s experience and does not provide 
information on overall well-being, including (importantly) their strengths. Screening should include 
functioning across multiple domains of development—social, emotional, cognitive, language, and physical. 
It should also identify family, school, community, and broader environmental factors that can either 
promote resilience or place a child at further risk.  

Because children’s reactions to adversity vary widely, screening may not support recovery and well-
being.81 While screening for adversity may identify a child’s exposure, it does not provide information on 
the child’s reactions or symptoms—critical information for determining the specific types of supports and 
services the child needs.82 If two children have experienced the same adversity, one may develop PTSD 
and require treatment while the other returns to normal activities on their own. Often, the presence or 
absence of protective factors (e.g., the consistent presence of a caring adult) accounts for these 
differences. 

Labeling an individual based on a single cumulative adversity score may cause more harm than good. 
While exposure to adversity is a risk factor for healthy development,83 there is considerable variability in 
how individuals fare in response to exposure. In the worst-case scenario, a singular focus on young 
children’s cumulative adversities could lead to stigmatization of children and their families—especially 
those already experiencing considerable stress—by schools or other child-serving institutions.84 Just as we 
worry that widespread sharing of personal medical information could be used to discriminate against 
people, so too could a person’s ACEs score. Unfortunately, there are already disturbing signs that various 
measures of risk (including, conceivably, ACEs scores) are being used by health insurers and providers to 
shape their policies and procedures in ways that do not benefit children and families affected by trauma 
(e.g., higher costs of care).85 

Any screening requires a commitment of resources, which are typically scarce in the context of primary 
care and other child- and family-serving systems. Basic developmental screening is more likely to identify a 
broader range of health problems—and thus have a greater impact on well-being—than screening for 
adversity alone. However, parents of less than one third of infants and toddlers86 report completing a 
pediatrician-provided screening tool. We cannot expect that many providers and parents will participate in 
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a childhood adversity screen when most do not use the basic screenings that are critically important for 
identifying young children (not just those with exposure to adversities) in need of services and supports.b 

Despite a burgeoning awareness of childhood adversities, communities currently lack the necessary 
infrastructure to support universal screening in the context of routine physical and behavioral health care. 
Moreover, they lack the resources necessary to respond to children’s needs; many children and families 
have poor access to adequate food, housing, income, or child care, let alone trauma-informed and 
evidence-based mental health services developed for young children. In particular, few child- and family-
serving providers are trained in evidence-based trauma assessments and treatments for infants and 
toddlers,87 whose trauma symptoms are frequently overlooked due to myths that they are immune to the 
effects of adversity, or because they are misdiagnosed with developmental delays when they are actually 
exhibiting symptoms of trauma.88 

Moving toward a more comprehensive approach to 
identifying and addressing childhood adversity 
Given the limitations of a screening-only approach, we offer some basic principles for a more thoughtful 
strategy: 

• Screening for childhood adversity should be just one component of a comprehensive, trauma-
informed, and community-based system of care.c, 89 

• To promote their resilience, children need safe, stable, and nurturing relationships and environments. 
Foster caregivers’ skills in promoting attachment, attunement, self-regulation, and safety.90  

• Individual screening results should be followed up with more detailed assessments. When indicated, 
practitioners should refer children to appropriate services to help them and their families heal from the 
effects of trauma, including interventions to help them manage symptoms and gain skills to reduce the 
impact of adverse experiences. For example, participation in evidence-based trauma treatment (e.g., 
Child-Parent Psychotherapy,91 Parent-Child Interaction Therapy,92 Trauma-Focused Cognitive 
Behavioral Therapy93) has been found to be effective when children have difficulty recovering from an 
adverse experience.  

• Finally, professionals who work with children should have a system to follow up on and monitor 
children’s well-being over time to ensure the effectiveness of any interventions the family receives.  

As part of a comprehensive, trauma-sensitive, strengths-based approach to identifying and addressing 
childhood adversity, screening can be conducted effectively not only in mental health settings, but also in 
pediatric care, early care and education settings and schools, child welfare agencies, and home visiting 
programs, among others (see Box 2 on page 11 for examples of comprehensive approaches in different 
child- and family-serving systems).  

                                                        
b In a sample of practicing general pediatricians, only a tiny fraction (2 percent) reported using an adversities screening tool, and 
nearly half did not know that such a tool existed. Four percent routinely asked about seven adversities, 32 percent did not usually 
inquire about any, and less than 11 percent were familiar with the ACEs study. Kerker, B. D., Storfer-Isser, A., Szilagyi, M., Stein, R. E. 
K., Garner, A. S., O’Connor, B. S., …Horwitz, S. M. (2016). Do pediatricians ask about adverse childhood experiences in pediatric 
primary care? Academic Pediatrics, 16(2), 154-160. 
c A system of care can be defined as a coordinated network of mental health services and supports that is community-based, family-
driven, and youth-guided. See Center for Mental Health Services. (2011). The Comprehensive Community Mental Health Services for 
Children and Their Families Program: Evaluation findings. Annual Report to Congress. Substance Abuse and Mental Health Services 
Administration, U.S. Department of Human Services. Retrieved from https://store.samhsa.gov/system/files/pep13-cmhi2011.pdf; and 
National Technical Assistance Center for Children’s Mental Health. (n.d.) System of care definition and philosophy. Retrieved from 
https://gucchd.georgetown.edu/products/Toolkit_SOC_Resource1.pdf  
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Policy recommendations for addressing childhood 
adversity 
Screening should be part of a comprehensive approach to identifying and addressing childhood adversity. 
Below, we provide specific recommendations to policymakers to promote more comprehensive and 
effective strategies: 

• Train service providers across child and family service systems to increase their capacity for trauma-
informed care (TIC). Investments in professional development are needed to increase trauma 
knowledge and skills among service providers. Such investments will allow providers to conduct 
screening as part of a comprehensive approach to assessment, referral, and follow-up in two-
generation programs (e.g., Early Intervention [IDEA Part C], home visiting, Head Start/Early Head 
Start),94 early care and education,95 pediatric care settings,96 child welfare,97,98,99 mental health, and 
other services for children and their families.100 Research shows that training in TIC not only improves 
providers’ skills and knowledge, but also improves behavior and mental health outcomes among 
children with posttraumatic stress.101,102,103,104 Recently enacted federal legislation supports states’ 
efforts to increase access to trauma-informed services.105  
 

• Promote screening for adversity only as one component of a comprehensive, trauma-informed, 
strengths-based approach to addressing childhood adversity.  
o Screening should be conducted using a high-quality tool that is culturally sensitive, age-

appropriate, reliable, and valid, and that accounts for adversity related to social inequities (e.g., 
poverty, homelessness, discrimination, historical trauma, community violence, adversity related 
to immigration or refugee status) in addition to household-level challenges. The tool should 
identify both a child’s exposure and related reactions (i.e., symptoms).106   

o Providers should be able to administer the screen without causing undue stress or re-
traumatizing children and families.  

o To avoid drawing erroneous conclusions about a child’s prospects based on deficits alone, 
additional assessments should be conducted that identify each child’s strengths and challenges 
across multiple areas of development.  

o Increasing providers’ use of child developmental screening,107 along with obtaining a 
comprehensive developmental history,108 may be equally or more valuable in developing a care 
plan than screening for exposure to adversity alone. Because most providers still do not 
conduct basic developmental screening, incentives will likely be required.109   

o Screening for adversity should not be conducted unless programs and service providers have 
developed the capacity to follow up by facilitating a family’s access to evidence-based 
treatment and supports. 
 

• Support research to develop more sensitive tools for assessing the effects of early adversity and 
informing individualized responses for infants and toddlers. To promote long-term well-being, we 
must not only identify children’s exposure to adversity, but also address their symptoms. Presently, 
there are few assessments that are appropriate for use with the youngest children.110 Tools for that 
age group should identify children’s exposure and reactions to adversity, but also assess infant/toddler 
behavior111 and the quality of parent-child interactions, and collect other age-relevant information that 
can guide an effective response.112  
 

• Increase the availability and accessibility of evidence-based treatments and services. The number of 
effective interventions that address childhood trauma and adversity (many of which are cited here) has 
grown considerably in recent years.113 This is due in part to public114 and private initiatives115 that 
have invested in evaluation. Because some therapies for children who experience severe adversity 
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may be ineffective or even harmful, care providers should identify interventions that are supported by 
evidence and, ideally, designed for the appropriate population. For example, in efforts to improve 
school climate, states may be able to use funding from the Every Student Succeeds Act (ESSA) for 
trauma-informed strategies.116 In addition, efforts are needed to increase the workforce’s capacity to 
provide evidence-based trauma interventions for infants, toddlers, and their families; currently, our 
youngest, most vulnerable children wait the longest for services or, in some instances, receive none at 
all.117 The majority of mental health providers have limited knowledge or skills to address the impact of 
trauma on very young children.118  

 
• Implement primary prevention strategies that reduce the likelihood of early adversity and its harmful 

effects on children and promote resilience in development. Sources of widespread childhood adversity 
(e.g., poverty, abuse and neglect, intimate partner violence, unintended injuries) should be reduced. 
For children already exposed to adversity, policymakers’ focus should be on preventing subsequent 
exposure. Act to strengthen the characteristics of children, families, schools, and communities that 
protect against harm, promote recovery, and lead to flourishing lives. Promising approaches to this 
goal include establishing a medical home for all young families;119 reducing families’ financial stress 
through expansion of programs shown to be effective, such as the Earned Income Tax Credit (EITC), 
the Child Care Tax Credit, Supplemental Nutrition Assistance Program (SNAP), paid parental leave, and 
increased minimum wage; and expanding access to high-quality, trauma-informed Early Intervention 
(IDEA Part C), early care and education, and home visiting.120  

 

Box 2: Current Initiatives that Integrate Screening for Childhood Adversity into a 
Comprehensive System of Trauma-Informed Care 

The following are a few representative examples, within settings that serve families, of responses to 
adversity that go beyond identification to create more comprehensive strategies. 

Pediatric and other medical settings. Pediatric and general practice clinics can integrate a range of trauma-
related services, delivered either in-house or referred to an external provider.121,122 These  places are 
critical because children with mental health issues, including those related to trauma, are more likely to be 
seen in medical settings than in specialized mental health clinics.123 In Marin County, California, community 
clinics offer a wide range of services (access to a local food pantry, individual therapy, parenting groups, 
support groups, stress management classes) to all patients with a positive ACEs screen.124  

Family-based prevention programs.d Family-based prevention programs include home visiting,125 as well as 
a number of parent-focused interventions effective in improving the social-emotional skills critical to 
parenting (e.g., Child-Parent Psychotherapy,126 Family Check-Up, Parent-Child Interaction Therapy,127 
Triple-P).128 A number of states have begun to implement trauma-informed strategies with families who 
receive home visiting services. The Wisconsin Family Foundations Home Visiting program, for example, 
uses a comprehensive approach that includes training for staff and supervisors on a range of screening and 
assessment tools, monthly groups facilitated by a mental health consultant, peer-to-peer learning through 
communities of practice, and integrating activities and resources into home visits. Washington state has 
implemented a toolkit (Neuroscience, Epigenetics, Adverse Childhood Experiences, and Resilience, or 
NEAR) for home visitors to address adversities with families.129,130 

                                                        
d It can be important to understand not only the child’s history of adversity, but also the parents’ history. The consequences of a 
parent’s experience can affect the current parent-child relationship. In this context, it is important to emphasize inclusive compassion 
over intergenerational blame. 
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Early care and education (ECE). Policies and strategies relevant to ECE settings include integrating trauma-
sensitive strategies into programs; developing strong partnerships with community social service agencies 
that specialize in responding to the needs of children negatively affected by adversity; and promoting 
professional development for mental health consultants, teachers, and others in the ECE workforce.131 
Specific programs include Trauma Smart and infant and early childhood mental health consultation.132,133  

Schools. School-based prevention largely focuses on social-emotional learning and includes evidence-
based programs such as the Good Behavior Game.134 Other approaches follow a community-schools 
model.135 For example, at Newark’s BRICK Academy, the Greater Newark Healthcare Coalition screens 
students in Kindergarten through third grade. Depending on results and other information from school 
personnel, children are referred to a tiered set of services—some provided in-house and others 
externally.136 School-community partnerships are also active in Cincinnati, Ohio; and in Portland137 and 
Deschutes County in Oregon.138  

Child welfare systems. States’ child welfare systems are natural places to infuse the principles and 
practices of trauma-sensitive care.139,140 These settings represent the front lines of primary, secondary, and 
tertiary prevention with children and families. Several trauma-informed approaches have been brought 
into child welfare systems and found to have positive results, including foster home retention, placement 
stability, and reduction of children’s behavior problems and post-traumatic stress symptoms.141,142,143,144  

Community-based approaches. Community approaches represent another model for reducing the harmful 
effects of childhood adversity.145,146 These strategies may be particularly appropriate where historical 
and/or cultural trauma is prevalent, and where whole communities have been stigmatized and deprived of 
opportunity on the basis of race or ethnicity. One example of trauma-informed community building in San 
Francisco incorporates multiple levels of action: individual, interpersonal, community, and systems.147 
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