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The Past, Present, and Promise
of Adverse Childhood Experiences

(ACEs) Science

Sharon G. Portwood, Michael J. Lawler,
and Michael C. Roberts ®

Childhood is a tricky business. Usually something goes wrong.

Since its introduction in the landmark work by
Felitti et al. (1998), the construct of adverse
childhood experiences, or “ACEs,” has been
embraced by scientists and practitioners across a
variety of disciplines. Among health and other
human service professionals, as well as policy-
makers and the general public, awareness of
ACE:s and their potential to impact an individu-
al’s mental and physical health not only in child-
hood, but rather throughout the lifespan,
continues to expand. The extent to which ACEs
has resonated with such a broad audience is per-
haps attributable to two fundamental truths that
underlie this construct: (1) All of us are shaped
by our experiences in childhood, and (2) All of us
experience at least some “bad things” as children.
While variations in the degree of adversity we
encounter, as well as our reactions to it, are
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extreme, this shared experience may nonetheless
serve as a common point of understanding from
which more united efforts to improve health and
well-being can be developed and implemented.
To this end, it is important to articulate a unifying
framework from which various stakeholders, rep-
resenting diverse fields and perspectives, can
approach understanding, applying, and advanc-
ing the empirical knowledge base on ACEs.
Over the past two decades, numerous public
and private health agencies have recognized the
value of adopting a public health approach to
ACE:s. This approach reflects a four-step process
aimed at enhancing quality of life at the individ-
ual, community, and population levels, specifi-
cally: (1) define and monitor the public health
problem; (2) identify risk and protective factors;
(3) develop and test prevention strategies; and (4)
implement strategies widely. In contrast with
clinical approaches, which emphasize individual
diagnosis and treatment, a public health approach
to ACEs aims to mitigate the broader impact of
ACESs and underscores the importance of preven-
tion efforts. It further emphasizes the need to
focus on health disparities and the unique chal-
lenges faced by vulnerable populations. Yet
another important feature of a public health
approach is that it brings together experts across
communities and  disciplines, including

© The Author(s), under exclusive license to Springer Nature Switzerland AG 2023 3
S. G. Portwood et al. (eds.), Handbook of Adverse Childhood Experiences, Issues in Clinical Child

Psychology, https://doi.org/10.1007/978-3-031-32597-7_1


http://crossmark.crossref.org/dialog/?doi=10.1007/978-3-031-32597-7_1&domain=pdf
https://orcid.org/0000-0003-1955-8672
mailto:sgportwo@uncc.edu
https://doi.org/10.1007/978-3-031-32597-7_1

S. G. Portwood et al.

medicine, psychology, social work, public health,
education, and other human services to shape
theory, research, practice, and policy, taking into
consideration the roles of biological, socioeco-
nomic, environmental, and behavioral factors.
Such an interdisciplinary, multilevel approach is
essential to addressing complex problems such as
ACE:s.

While the construct of ACEs was introduced
in the medical literature, it has now been studied
extensively across a wide range of disciplines,
and applied across an equally broad range of
fields, including psychology, health care, educa-
tion, social work, and criminal justice. This work
highlights the promise of ACEs for advancing
efforts to improve health and well-being for indi-
viduals, families, and communities. However, the
development of multiple lines of research, result-
ing in multiple bodies of literature across disci-
plines, can make it difficult to identify
consistencies across studies and settings, thus
presenting a significant barrier to the effective
translation of science to practice and policy.

Ilustrative of the inconsistencies that charac-
terize the current literature are the discrepancies
in the number of “original ACEs” found across
studies, with authors routinely referencing either
7 or 10 depending on how they choose to count
the events studied by Felitti et al. (1998). More
specifically, the ACEs Questionnaire focused on
10 individual items: (1) physical abuse, (2) sex-
ual abuse, (3) emotional abuse, (4) physical
neglect, (5) emotional neglect, (6) exposure to
adult incarceration, (7) exposure to mental ill-
ness, (8) exposure to substance abuse, (9) expo-
sure to violence in the household, and (10)
parental separation or divorce. However, many
authors group those same items into seven cate-
gories, which they label as “the seven original
ACEs”: (1) abuse (i.e., physical, sexual, and
emotional abuse), (2) neglect (i.e., physical and
emotional neglect), (3) exposure to adult incar-
ceration, (4) exposure to mental illness, (5) expo-
sure to substance abuse, (6) exposure to violence
in the household, and (7) parental separation or
divorce. More recently, others have opted for
three categories: (1) abuse, (2) neglect, and (3)
household dysfunction (comprised of exposure to

adult incarceration, mental illness, substance
abuse, and violence in the household, along with
parental separation or divorce). Such fundamen-
tal inconsistencies in what is intended to be the
same ACEs concept can create needless confu-
sion and/or inaccuracies.

Varying approaches to and interpretations of
research have also impeded meaningful organiza-
tion of emerging ideas and findings into a cohe-
sive body of knowledge on ACEs. Professionals
have observed that there are “hundreds of stud-
ies” examining the association of exposure to
childhood adversity to negative effects, creating
complexity in synthesis (Evans et al., 2013;
McLaughlin, 2016). Clearly, there need to be
intentional efforts to integrate findings across
studies.

Recognizing the widespread interest in ACE:s,
accompanied by the rapidly expanding number
of efforts to apply the relevant science within a
range of settings, in 2018, the American
Psychological Association Committee on
Children, Youth, and Families (CCYF), for
which each of these authors served as Chair,
undertook an initiative to advance efforts to
ensure the effective translation of ACEs science
to practice. Among the activities generated was
the August, 2021, publication of a special issue
of American Psychologist, entitled “Adverse
Childhood Experiences: Translation to Action,”
for which these authors served as guest editors.
This special issue featured 16 empirical and
scholarly articles highlighting current ACEs
research, practice, programs, and policy in psy-
chology and allied disciplines. In selecting these
manuscripts, we prioritized reports of novel
empirical findings, measures, and models.
However, the additional need to provide a source
of broader, foundational knowledge on the ACEs
science and its application was plain, prompting
the development of this volume. Notably, this
book does share two goals with the Special Issue,
specifically, (1) to demonstrate the significance
and relevance of psychological research and
practice and (2) to catalyze further interdisci-
plinary and/or collaborative efforts to develop
effective programs and policies informed by cur-
rent ACEs science.
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In this introductory chapter, we begin by pro-
viding a brief summary of the established knowl-
edge on ACEs. We then provide a review and
analysis of current research, aligned with three
critical questions we have previously suggested
as the basis for a framework for organizing and
synthesizing current and future work on ACEs:
“(1) How should ACEs be defined?; (2) How
should ACEs be assessed?; and (3) How can
ACEs science inform high quality services?”
(Portwood et al., 2021, p. 183). We conclude by
laying a foundation to guide the development of
an ACEs framework based on public health prin-
ciples that can serve to consolidate knowledge
and to guide future work across disciplines and
relevant study areas in a way that maximizes the
quality of empirical findings and the effective
translation of science to practice and policy.

Overview of Current Knowledge
on ACEs

Given that the history of ACEs is a relatively
short one, much is still unknown; however, a core
set of facts has emerged from the empirical find-
ings to date. Foremost among these is the clear
association of ACEs with a wide range of physi-
cal, mental, and behavioral health outcomes
across the lifespan. Over two decades of research
have now demonstrated the negative impact of
ACEs on health outcomes in childhood, adoles-
cence, and adulthood, establishing that adversity
in childhood can translate to adversity across the
lifespan. Global research efforts have concluded
that at least one-third of mental and behavioral
disorders can be attributed to ACEs (American
Academy of Pediatrics, 2014; Green et al., 2010;
Kessler et al., 2010; McLaughlin, 2017;
McLaughlin et al., 2012). Negative outcomes in
childhood include externalizing disorders (e.g.,
conduct problems) and internalizing disorders
(e.g., anxiety, depression), cognitive issues, and
substance use and abuse (e.g., McLaughlin, 2016;
Scully et al., 2020). Documented outcomes mani-
festing in adulthood extend to both physical and
mental health, including cancer, stroke, heart dis-
ease, severe obesity, diabetes, depression, and

suicide (Centers for Disease Control and
Prevention [CDC], 2022). Other health risk
behaviors associated with ACEs across the lifes-
pan include smoking, alcoholism, and drug use.
ACEs further impact additional indicators of
well-being, such as academic underachievement,
unemployment, and incarceration (see Portwood
et al., 2021 and articles in special issue of
American  Psychologist, 2021,  “Adverse
Childhood Experiences: Translation to Action”).

The high prevalence of ACEs is also undis-
puted. Since 2009, all but 2 of the 50 states (i.e.,
Massachusetts and Wyoming) have used the
Behavioral Risk Factor Surveillance System
(BRFSS) to collect some annual data on ACEs
from their (noninstitutionalized) adult residents.
Consistent with Felitti et al.” (1998) original
study of ACEs, BRFSS data confirm that almost
two-thirds of adults have experienced at least one
ACE, with almost a quarter of all respondents
experiencing three or more ACEs (CDC, 2022).
While ACEs are common across communities, it
is notable that certain groups, including women,
Blacks, and members of other minority racial and
ethnic groups, demonstrate heightened levels of
risk for ACEs (Briggs, Brownlow, Hargrove,
Mathies Dinizulu, Tunno, & Woods-Jaeger,
Chap. 11, this volume; Merrick et al., 2019;
Richards, Schwartz, Gilbert, & Wright, Chap. 12,
this volume).

Consistent and compelling findings from the
ACE:s research have further established that dif-
ferent forms of ACEs frequently co-occur and
that the accumulation of risk from multiple ACEs
increases the likelihood of negative outcomes in
both children and adults (Anda et al., 2006; Hunt
et al., 2017). A recent CDC study documented
that ACEs are related to no fewer than five of the
top ten leading causes of death in the United
States, including heart disease, respiratory dis-
ease, cancer, and suicide (Merrick et al., 2019). It
follows that prevention efforts targeting ACEs
extend to the prevention of other, significant
health conditions and risks. In addition, since so
many individuals can relate their own experi-
ences to an ACEs framework, it has the potential
to reduce the stigma often associated with mental
health diagnosis and treatment and thus to erode
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a significant barrier to individuals’ seeking care
(Portwood et al., 2021).

Other empirical findings support yet another
fundamental truth, and one that is widely
acknowledged among experts and laypeople
alike — “history is not destiny.” In fact, many peo-
ple thrive despite experiencing adversity in child-
hood. Accordingly, effective approaches to
prevention entail not only minimizing adversity
but also building resilience.

Current Directions in ACEs Research
and Practice

As noted, current work on ACEs and the persis-
tent questions that remain can be organized
according to three broad themes: Definition,
Assessment, and Application.

Definition

ACEs are generally defined as “potentially trau-
matic events in childhood” (CDC, 2022). Given
the inherently subjective nature of ACEs (i.e.,
individuals differ on what they experience as
traumatic), more precise definitions have been
elusive. As McLaughlin (2016) emphasized,
“childhood adversity is a construct in search of a
definition” (p. 363). To date, researchers have
frequently “worked backwards” to designate a
specific type of event as an ACE after first estab-
lishing a link between that event and a negative
physical, mental, and/or behavioral health out-
come or outcomes. Based on this criterion (and
their inclusion in the original ACEs study [Felitti
et al., 1998]), the events universally recognized
as ACEs are: physical, sexual, and emotional
abuse; physical and emotional neglect; exposure
to adult incarceration, mental illness, substance
abuse, or violence in the household; and parental
separation or divorce. However, if the sole crite-
rion for labeling an event as an ACE is its poten-
tial for negative outcomes, it is clear that many
more events should qualify for the label of
“ACEs.” For example, some experts contend that
poverty, bullying, and exposure to community

violence should be recognized as an ACE (see
Cronholm et al., 2015; Finkelhor et al., 2015).
There is a particularly strong case to be made that
adversities experienced by minority racial and
cultural groups, including discrimination and his-
torical trauma, should fall within the purview of
ACEs (see Hampton-Anderson et al.,, 2021;
Woods-Jaeger et al., 2021).

Importantly, any expansion of the definition of
ACEs must necessarily be balanced with a need
for precision. Were ACEs to include any event
with any negative outcome for any individual, the
term would lose much of its value. A clear and
precise definition is essential to the development
of good theory, as well as effective intervention
and prevention strategies, including sound
policies.

Another major advantage to outlining a clear
ACEs framework is the potential for leveraging
the science in more established areas of study,
including child trauma and child maltreatment.
However, in order to assess the generalizability
of findings across areas of inquiry, the similari-
ties and distinguishing characteristics between
ACEs and these constructs must first be clearly
delineated. These efforts are still in their infancy.
For example, Weems et al. (2021) have suggested
that using the term “TRACES+” to designate a
distinct class of ACEs involving trauma could
facilitate the transfer of findings on children’s
exposure to trauma from the field of
neuroscience.

Assessment

The ACEs Questionnaire continues to be the
most popular screening tool and is used widely in
both research and practice. Indeed, a significant
advantage to the ACEs questionnaire is the ease
with which it can be administered and scored.
Respondents are asked to indicate whether they
have experienced any of the ten life events
included, and their score is then calculated sim-
ply by totaling the number of types of ACEs
experienced. Selected cut-off points ranging
from 1 to 4+ ACEs have been used to designate
an individual as at risk. Criticisms of the ACEs
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Questionnaire highlight the fact that it is limited
to the assessment of the ten events on which
Felitti et al. (1998) focused on their initial study.
Notably, these researchers did not aim to develop
a comprehensive, or even representative, list of
specific experiences that might be characterized
as ACEs; rather, they included events from their
observations of a subset of their weight loss
patients, who were primarily White and middle
class. Given the now extensive body of research
evidencing that a range of other experiences are
associated with the same or similar outcomes as
were associated with the events included in that
original study, many (e.g., Karatekin & Hill,
2019; Hamby et al., 2021) have criticized the
utility of continuing to rely on the ACEs
Questionnaire. The summative scoring approach
of the ACEs Questionnaire has also been a focus
of criticism. In effect, this approach treats all
ACE:s as equal, despite the wide range of events
included; for example, few, if any, would con-
sider sexual abuse and parents’ divorce as equiva-
lent experiences. Beyond the type of event, an
extensive body of research establishes that the
frequency, duration, and severity of an event, as
well as the interactions between and/or among
these factors, significantly impact risk and out-
comes (Briggs et al., 2021; Hughes et al., 2017;
McLaughlin & Sheridan, 2016). One alternative
to the ACEs Questionnaire, the Adverse Life
Experiences Scale developed by Hawes et al.
(2021), also includes age of exposure as an
important dimension in the assessment of whether
an experience is adverse.

Despite its limitations, the fact that the ACEs
Questionnaire has been so widely used in both
clinical and community settings would seem to
ensure its continued appeal. Not only does the
empirical method (and the peer-review process)
encourage the selection of measures used in prior
research, but practitioners and other community
agencies and organizations also prefer measures
that have been widely used, in part, because
funders and other stakeholders tend to view such
measures as credible. Importantly, the field needs
assessment tools with strong empirical support
that are culturally and developmentally appropri-
ate. Such instruments can assist primary care-

health professionals as practice screeners, aid
clinical investigators with consistent measure-
ment in their research, and provide clinicians
with necessary information to implement and to
evaluate preventive and therapeutic
interventions.

Application

As previously noted, a relatively unique aspect of
ACEs science is the speed with which it has been
integrated into practice. This, of course, raises the
paramount questions of how effectively research
is being translated to practice and how best to
ensure that the integrity of empirical findings is
preserved. This already complex task is necessar-
ily complicated by the fact that efforts to assess,
to mitigate, to treat, and to prevent ACEs are
occurring across disciplines and settings, each of
which has its own unique characteristics, per-
spectives, and, often, language. As a result, while
a primary strength, the interdisciplinary nature of
the work on ACEs can also threaten its successful
application in the absence of a clear and unifying
framework.

Researchers and practitioners are still in the
early stages of developing, implementing, and
evaluating responses to ACEs, as well as
approaches to preventing ACEs and/or their neg-
ative impact. Numerous aspects of intervention
and prevention strategies must be considered,
including access, content, delivery methods, and
timing (see Portwood et al., 2021). There is also
a great deal of work to be done to identify the
unique needs of diverse service populations (see
Briggs et al., Chap. 11, this volume; Hampton-
Anderson et al., 2021; Woods-Jaeger et al., 2021).
Professionals working in ACEs sciences and
applications will need to draw from dissemina-
tion and implementation sciences to advance
these efforts.

A strong evidence-base and properly framed
advocacy efforts can foster the development of
appropriate policies at the local, state, federal,
and even international levels that intersect with
the numerous systems impacted by ACEs and
their outcomes. These systems include the child
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social welfare system, the education system, the
juvenile justice system, law enforcement, and the
health care and mental health-care systems
(which are often bifurcated). There is a corre-
sponding need for significant attention and
improvement to the education and preparation of
health-care and teaching professionals to ensure
the availability of competently trained clinical
and developmental scientists, preventionists, and
interventionists to form collaborative, interpro-
fessionally integrated teams for research and
clinical services. Well-founded policies and ade-
quately funded community programs are also
needed. These include not only screening, but
also coordinated systems of care, adequately
funded and organized to provide effective follow-
up services for those identified as requiring
assistance.

Developing a Unified ACEs
Framework

Past and current work on ACEs demonstrates that
there are expansive opportunities for researchers,
clinicians, other service providers, and policy-
makers to collaborate across disciplines to
advance science, practice, and policy. However, a
clear framework is needed to facilitate such a col-
laborative, interdisciplinary enterprise.
Considerations related to the definition, assess-
ment, and application of ACEs are central to the
development of such a framework. Accordingly,
this book is organized around these elements.
Another critical consideration is the role of resil-
ience, which is specifically addressed in the
introductory section of this book and appears
regularly in later chapters.

All of the chapters included in this volume
were designed to provide readers with a broad
understanding of the science and application of
ACEs within specific topic areas, as well as to
advance discussions on how to catalyze further
interdisciplinary and/or collaborative efforts to
develop effective programs and policies informed
by science. Each chapter includes a review of the
foundations and development of the relevant sci-
ence, current examples of research and applica-

tions of ACEs science, and suggestions for
continued advancement of the field.

Part I aims to provide the reader with an intro-
duction to key concepts, including the impor-
tance of resilience in any conversation regarding
ACE:s. Following the current chapter, Narayan
(Chap. 2) describes a conceptual framework for
pathways of family resilience as protective and
health-promoting factors for children’s develop-
ment. This chapter reviews the developing
research base evidencing that negative conse-
quences of intergenerational ACEs can be pre-

vented through developmental resilience,
“salutogenic,” and trauma-informed
perspectives.

The chapters included in Part II address the
definition and measurement of ACEs and other
indicators of adversity in childhood. Expanding
on the ideas introduced in this chapter regarding
the need to apply a public health approach to
childhood adversity, Karatekin et al. (Chap. 3)
emphasize how the ways in which ACEs are con-
ceptualized influence whether prevention efforts
can be successful. Following a scoping review of
the sizable, and growing, research literature
focusing on how ACEs and outcomes have been
assessed, these authors conclude that, although
no consensus exists, future research and policy
activities need to shift priorities to upstream
events to prevent the “roots” of the problem. In
order to provide a broad perspective on issues of
assessment, we next present two discussions of
these issues, each focused on a different setting.
In Chap. 4, Gabrielli, Bennett, Clement,
Corcoran, and Nelapati explore assessment
within a range of health and human service set-
tings. While emphasizing the importance of early
identification of ACEs through screening, these
authors highlight the multiple barriers to proper
assessment that must be overcome to ensure
interventions are able to remediate and to prevent
future problems. Shifting the focus to the assess-
ment of ACEs in school settings, Stacheli, Mason,
and Asby (Chap. 5) review how ACEs and child-
hood trauma-informed efforts can provide sup-
port for school staff, reduce negative events, and
facilitate positive interactions and relationships.
They then provide a detailed examination of the
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School Compassionate Cultural Analytical Tool
for Educators (S-CCATE), an initiative to train
personnel how to alleviate the effects of ACEs
and childhood trauma and to enhance learning,
which seeks to transform schools into trauma-
skilled and resilience-building communities for
children.

The sections that follow focus on applica-
tions of ACEs science, beginning with Part III,
which addresses applications across a range of
health and human service settings. Beginning
with medical settings, in Chap. 6, Huth-Bocks
et al. characterize pediatric primary care as the
ideal setting where childhood adversity can be
addressed through screening and trauma-
informed care. These authors present key prin-
ciples and care practices. They also review
implementation projects, presenting evaluation
research and “lessons learned” from these
efforts. Briggs, Carpenter, and MacLaughlin
examine the pediatric medical setting further in
Chap. 7, shifting the attention to the importance
of universal screening for ACEs. Despite objec-
tions and barriers, they suggest that universal
screening enhances opportunities for interven-
tions for prevention and amelioration of identi-
fied problems, providing examples of innovative
policies and procedures from the American
Academy of Pediatrics and HealthySteps, in
particular. Turning to educational settings,
Gherardi, Chafouleas, and Koslouski (Chap. 8)
review current efforts to implement trauma-
informed interventions in pre-kindergarten
through 12th grades. These authors propose that
such efforts can be integrated with other initia-
tives, attending to school systemic issues for a
more holistic approach to student support that is
trauma-informed  and  resilience-focused.
Highlighting yet another important setting in
which children and adolescents present,
Baglivio and Wolff (Chap. 9) examine the juve-
nile justice system, noting that the experience of
the justice system involvement may itself serve
as an ACE. They provide a detailed exploration
of the implications for policy, screening, assess-
ment, and trauma-focused intervention, along
with training for personnel in juvenile justice
and child welfare systems.

Part IV moves the focus to ACEs as they relate
to current policy and public health issues, with an
emphasis on framing issues according to specific
populations of interest, particularly historically
underrepresented groups. In Chap. 10, Valdez
et al. integrate ACEs science into social justice
and equity considerations as they examine the
experiences of Latinx children in immigrant fam-
ilies in the United States. The authors’
Immigration-Related =~ Adverse Childhood
Experiences Framework conceptualizes ways to
support Latinx children and to prevent ACEs
through comprehensive community, school, and
clinical programs. In Chap. 11, Briggs et al.
review the impact of racial stressors on the health
and well-being of Black Americans, including
historical trauma, racial trauma, and ACEs. After
describing several interventions for the multiple
traumas that impact children and promote posi-
tive development, they detail important recom-
mendations for clinicians working with Black
youth. In Chap. 12, Richards, Schwartz, Gilbert,
and Wright note the limited research on ACEs
among Native Americans and consider the his-
torical trauma and oppression that have had long-
term effects on Native children and adolescents.
They consider the record of oppression and
resulting trauma as ACEs in the context of more
traditionally defined adverse experiences. This
chapter further discusses culturally appropriate
applications of evidence-based interventions for
prevention and intervention with members of
Native communities. In Chap. 13, Bryant, Oo,
Azcevedo, and Damian examine the COVID-19
pandemic and the role of ACEs science in under-
standing and addressing the associated health,
psychological, and educational challenges.

Part V focuses on prevention and policy, high-
lighting important directions for future work on
ACEs. In an innovative conceptualization,
Harper, Treves-Kagan, and Kennedy (Chap. 14)
highlight the value of applying a health equity
lens to the prevention of ACEs by focusing on
changes to social and structural determinants of
health, including financial security, housing,
childcare and early childhood education,
education and juvenile justice policies, and
access to social services. They then offer strate-
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gies for community organizing and mobilizing
action for primary prevention of ACEs. Ottley
et al., the authors of Chap. 15, are affiliated with
the Centers for Disease Control and Prevention
(National Center on Injury Prevention and
Control), and offer an important perspective on
current and future directions in ACEs research
and prevention activities. More specifically, they
describe technical packages and funding initia-
tives for local and state efforts to effect commu-
nity change in response to ACEs. Highlighting
gaps between the scientific foundations and pub-
lic policy development, Dodgen and Anderson
(Chap. 16) examine how to fill these gaps and to
respond to the needs posed by ACEs, promoting
greater understanding of policymakers’ positions
and challenges on the part of scientists and clini-
cians. Dodgen and Anderson also provide infor-
mation on how expert professionals can translate
their work and expertise into useful communica-
tion to inform policy formation from an evidence-
base and, thus, impact childhood adversity.
Importantly, while each individual chapter
provides a comprehensive discussion of an
important topic related to ACEs, it also serves as
an important piece of a broader ACEs frame-
work. Accordingly, in Chap. 17, we conclude
our examination of ACEs by distilling critical
concepts across the preceding chapters and using
these to develop a cohesive ACEs framework.

Conclusion

The body of scientific evidence to date clearly
establishes that ACEs are important. However,
beyond concluding that (1) ACEs can have nega-
tive effects in childhood, adolescence, and/or
adulthood, (2) as adversity increases, so does the
risk of negative outcomes, and (3) although ACEs
are common, members of some groups are at dis-
proportionate risk of ACEs, it becomes difficult
to reconcile and to apply findings across disci-
plines and settings. In addition, the outstanding
questions are so numerous that a clear framework
is needed to organize the areas of inquiry and
both current and future findings. Through the
development of this framework, we hope to facil-

itate future discussions that will advance the field
of ACEs and help it to reach its full promise for
improving the lives of individuals and their
families.
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Intergenerational Resilience
in the Context of Adverse
Childhood Experiences (ACEs)

Angela J. Narayan

A growing body of research on adverse child-
hood experiences (ACEs) focuses on understand-
ing the extent to which the intergenerational
transmission of ACEs from parents to children
occurs (Dube, 2020; Hays-Grudo et al., 2021;
Merrick & Guinn, 2018). Within this line of
inquiry, it is equally important to consider factors
that increase risk for ACEs across generations,
and factors that promote family resilience in the
context of ACEs (Narayan et al., 2021). It is par-
ticularly important to understand how to protect
against the effects of parents’ family-of-origin
ACEs so that ACEs in the next generation may be
prevented entirely.

The concept of ACEs and the goal to prevent
ACEs in current and future children inherently
have intergenerational implications, yet mecha-
nisms responsible for the continuity of or protec-
tion against ACEs across generations are not well
understood. ACEs were originally operational-
ized to focus on adults’ family-of-origin experi-
ences (Felitti et al., 1998). ACEs reflect a form of
cumulative risk tabulated as the sum of a set of
individual childhood adversities. Although the
individual adversities comprising ACEs have var-
ied and expanded in recent years, ACEs typically
include various experiences of childhood mal-
treatment (emotional, physical, and sexual abuse,
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and emotional and physical neglect) and various
experiences reflecting childhood exposure to
family/household dysfunction (parental separa-
tion/divorce and domestic violence, and parental/
household member substance use, mental illness,
and incarceration) (CDC, 2021). The first ACE
studies found that higher levels of adults’ reported
ACEs were linked to higher risk for contempora-
neous physical and mental health problems, ele-
vated health risk behaviors, and earlier morbidity,
as well as higher risk for teen pregnancy and
paternity (Anda et al., 2002; Felitti et al., 1998;
Hillis et al., 2004). Yet, the original ACE studies
did not extend inquiry beyond unintended preg-
nancy to explore links between adults’ reported
ACEs and the ACEs of their children. Efforts
have begun to document continuity in ACEs
across generations and to identify the protective
role of parents’ contemporaneous positive rela-
tionships with children, romantic partners, or
other supportive adults as buffers against inter-
generational ACEs (Merrick & Guinn, 2018;
Narayan et al., 2017; Schofield et al., 2013), yet
much work remains to be done.

Since the original ACEs studies, recent
research endeavors and national public health
efforts have also shifted to translating science
into practice and preventing ACEs in children
(CDC, 2019; CDC, 2021; Portwood et al., 2021).
Given this prevention focus, it is critical to use a
developmental and trauma-informed perspective
in understanding resilience in the context of
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intergenerational ACEs, beyond exclusive focus
on parents’ contemporaneous protective factors.
Because the concept of ACEs refers to childhood
experiences, it is also important to reflect back on
the childhoods of parents when understanding
how to prevent ACEs in their children. That is,
greater focus is needed to understand how posi-
tive experiences in parents’ childhoods have sup-
ported their adjustment into adulthood and
buffered against the transmission of ACEs to
their offspring (Bethell et al., 2019; Crouch et al.,
2019; Narayan et al., 2021). In other words, the
origins of children’s risk for ACEs, and an opti-
mal understanding of how to prevent them, stem
from their parents’ legacy of childhood adversity,
as well as their parents’ resilience factors during
childhood, across their development into adult-
hood, and before or during parenthood.

Parents”  resilience across their own
early development is critical to understand as a
process that may buffer against the very malad-
justment that in turn becomes ACEs for the next
generation of children. This maladjustment
includes parents’ mental health problems, rela-
tionships characterized by violence or victimiza-
tion, high-risk or criminal behaviors, and negative
or abusive parenting practices, all of which have
high potential to become ACEs for children
(Dube, 2020). Without an intergenerational lens
that examines the origins of risk and resilience
for children’s ACEs beginning in the childhoods
of their parents, the goal to prevent ACEs in chil-
dren cannot be fulfilled. Optimal prevention of
ACE:s in children comes from understanding sev-
eral windows within the intergenerational path-
way of ACEs that may be opportunities to protect
children against the consequence of parents’
ACEs and prevent ACEs in children entirely
(Hays-Grudo et al., 2021; Merrick & Guinn,
2018; Narayan et al., 2021).

The purpose of this chapter is to apply a devel-
opmental and trauma-informed perspective and
resilience and health-promoting frameworks to
identify these windows of opportunity that may
inform strategies to prevent ACEs and their con-
sequences in current and future generations of
children. The first part of this chapter provides an
overview of the resilience and health-promoting

frameworks, which were running parallel to, but
largely separate from the ACEs literature over the
past several decades. The second part identifies
several under-recognized risk pathways in the
intergenerational transmission of ACEs that also
serve as opportunities to promote parent and fam-
ily resilience with concrete strategies (see
Fig. 2.1). This section describes three pathways
that are opportunities to buffer the effects of
ACE:s across generations: (1) parents’ childhood
experiences to their adulthood functioning
(before they became parents); (2) adults’ func-
tioning before pregnancy or parenthood, or dur-
ing pregnancy before childbirth; and (3) the most
commonly studied pathway, i.e., parents’ func-
tioning during parenthood in the context of the
parent—child relationship. This chapter focuses
on the first two pathways since they are less
developed in the literature. The third part of this
chapter concludes with a summary underscoring
the importance of considering all parts of these
intergenerational pathways as those involving
risk for ACEs but also opportunities to promote
healthy, resilient functioning in children and fam-
ilies. Conclusions emphasize the need to leverage
resilience and health-promoting perspectives
continually within the context of ACEs by imple-
menting preventive resources as early as possible
for young people, ideally before pregnancy or
parenthood.

Part I: Overview of the Resilience
and Health-Promoting Frameworks

The Resilience Framework

The earliest waves of research on child resilience
emerged in the clinical child and developmental
psychopathology literatures in the latter half of
the twentieth century when investigators began to
take notice of children who seemed to “beat the
odds,” or show favorable outcomes despite expe-
riencing various forms of adversity (Garmezy,
1987; Rutter, 1987). Researchers noted that many
children who experienced adversities that would
later be conceptualized as ACEs (e.g., having a
parent with serious mental illness, experiencing



2 ACEs and Intergenerational Resilience

15

G1 Childhood GI1 Adulthood

Adutand Perinatal
Maladjustment

Mental Health
Problems

Traumatic/Stressful
Life Events

ACEs

\ Health-Risk Behaviors
\ and Risky
\ Reproductive Actions

/
\vs .,

G1 Pregnancy

G1 Parenthood / G2 Childhood

Child

SN

1 ACEs Maladjustment

/ 7
/ P s
/ 7
e
e
e
e
e
e
e

Opportunities for Resilience (R) with Concrete Strategies:
R1: Build knowledge that positive childhood experiences are health-promoting and they may a) support adaptation
independently from ACEs, and b) directly counteract the effects of ACEs on adult maladjustment.

R2: Leverage pregnant and early postpartum individuals’ positive childhood memories, coping skills, and social
support to ameliorate the negative consequences of parental ACEs and buffer against the risk for child ACEs.

R3: Implement trauma-informed, relationship-based interventions to help parents recover from traumatic stress,
optimize their psychological functioning, nurture their relationships with children, and support child wellbeing.

Fig. 2.1 Opportunities to promote resilience (R) within pathways of intergenerational ACEs

abuse or neglect) developed well and did not
necessarily succumb to psychopathology or mal-
adaptation (Cicchetti et al., 1993; Masten et al.,
1990; Werner & Smith, 1992). This first wave of
resilience research was devoted to identifying
and understanding the positive experiences,
resources, or assets that helped these at-risk chil-
dren thrive. For instance, resilience researchers
drew from historical accounts that following
WWII, children seemed to fare better during
severe ongoing adversity such as war (e.g., expo-
sure to armed conflict, bombings, and destruction
of cities) if they could rely on at least one sup-
portive caregiver (Freud & Burlingham, 1943).
These early observations of child resilience
echoed over time to illustrate that the presence of
at least one warm, supportive, and consistent
caregiver often buffers children against the effects
of risky environments (Masten et al., 2023).

Definitions, Key Terms, and Models
of Resilience

From this early research, definitions of resilience
developed, as did identification of additional
influences and processes that seemed to explain
why children thrive in adverse contexts.
Resilience is now defined as the capacity of a
dynamic system (e.g., an individual organism; a
unit such as a parent—child dyad or a family; or a
broader ecological system) to adapt in the midst
or aftermath of adversity that threatens system
function or survival, and manifest positive adap-
tation (Masten et al., 2023; Narayan et al., 2021).
A critical assumption of resilience is that it can-
not be manifested without the presence of risk.
Around the same time that the original ACE
studies were first published at the end of the
twentieth century, the child resilience literature



16

A.J. Narayan

underwent a second wave that delineated explan-
atory factors, mechanisms, and models for
resilient outcomes (Masten & Coatsworth, 1998;
Luthar et al., 2000; Sameroff, 1999). Promotive
factors became defined as assets, resources, or
attributes that predict favorable outcomes for
most individuals or systems, regardless of the
presence or level of risk. Classic examples of
promotive factors include warm and supportive
parenting, good cognitive ability or self-
regulation skills, and high socioeconomic level.
Promotive factors are often associated with com-
petence, defined as favorable outcomes in the
absence of adversity. While promotive factors
predict better outcomes for most people, protec-
tive factors predict better outcomes particularly
when adversity is elevated. Examples of protec-
tive factors include those that only become help-
ful in high-risk situations (e.g., a seatbelt or
helmet during a crash, a vaccination during expo-
sure to a virus), or those that are helpful for most
people but become particularly helpful during
adversity (e.g., warm and supportive parenting in
the context of violence). Child resilience
researchers assume that certain factors, such as
positive parenting or good self-regulation skills,
are generally helpful for everyone and are pro-
motive, but become even more essential during
adversity, and are also protective. Models of child
resilience therefore assume that there are several
plausible processes associated with observations
of resilient functioning in an individual. For
instance, promotive factors, such as good atten-
dance and high motivation in school, could
directly predict favorable outcomes, such as high
educational and vocational achievement. These
promotive factors could operate independently of
other risk factors (e.g., illness, injury, stressful
life events) that may also threaten the same posi-
tive outcomes. Alternatively, a safe and involved
caregiver could operate in interaction with other
risk factors (e.g., family or community violence,
residential instability) by directly protecting
against (i.e., moderating) the effects of violence
exposure or inconsistent school attendance on
achievement (Masten et al., 2023; Narayan,
2015).

The Salutogenic Model of Health
Promotion

Models of child resilience are highly compatible
with other strengths-based frameworks for long-
term health and well-being. For instance, the
Salutogenic Model of Health Promotion was
expanded upon at the end of the twentieth cen-
tury as a counterpoint to medical models that
focused on the pathogenic origins of disease. The
Salutogenic Model instead emphasized that
healthy functioning is not just the absence of risk
factors or pathogenic processes but rather, active
engagement with positive, health-promoting fac-
tors. These factors may include engaging in phys-
ical exercise, eating nutritious food, and
abstaining from substances; as well as relying on
resources, such one’s internal capacities (e.g.,
motivation, persistence, cognitive control), cop-
ing strategies (e.g., relaxation skills, religious
faith), and social support (Antonovsky, 1996;
Idan et al., 2017).

Child resilience researchers called this collec-
tion of positive experiences, resources, and assets
the “short list” (Masten & Coatsworth, 1998),
which reflect factors that may independently pro-
mote positive functioning, similar to health-
promoting or salutatory factors within the
Salutogenic Model (Antonovsky, 1996). Many of
the items on the short list include experiences and
resources within a developing child’s ecology,
including internal assets (e.g., a sense of belong-
ing and predictability in home life, positive self-
esteem, and strong beliefs), supportive
relationships (e.g., with caregivers, teachers,
friends), and community assets (e.g., connections
to neighbors or mentors; Masten, 2007). The
Salutogenic Model also proposed a similar set of
resources reflecting both internal factors (e.g.,
identity, self-esteem, faith and core beliefs,
knowledge and intelligence) and external factors
(e.g., material resources, support, family and
community traditions). These Salutogenic fac-
tors were together termed “generalized resistance
resources (GRRs)” and also ranged on a contin-
uum, with higher levels of resources associated
with more favorable functioning (Antonovsky,
1996; Idan et al., 2017).
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Although developed independently from one
another, models of child resilience and health
promotion both emphasize that the accumulation
of positive behaviors, experiences, resources, and
assets are important for healthy development,
both to promote well-being and to counteract
risk. Both models also underscore that health and
resilience are processes that require an individu-
al’s active and ongoing engagement with their
surrounding environment. Furthermore, these
models converge in agreement that health and
resilience cannot be measured or quantified as
singular points in time or finite outcomes because
promotive and protective factors, and their rela-
tion to risk factors, often operate as dynamic
transactional processes (Antonovsky, 1996;
Masten, 2007; Rutter, 1987). Indeed, several
decades of resilience research have documented
that favorable experiences and resources reflect-
ing the “short list” (which could also be concep-
tualized as GRRs) serve as promotive and
protective factors that interact with or counteract
various types of ACEs, including exposure to
violence and maltreatment (Jaffee et al., 2013;
Masten et al., 2023; Narayan et al., 2019).

As the ACEs literature progresses through its
third decade, it is critical that it incorporates and
integrates the resilience and health-promoting lit-
eratures, which were both developed before the
original ACEs studies but in separate fields.
Original developers of the ACEs literature largely
came from the medical and public health fields
(Anda et al., 2002; Dube et al., 2002; Felitti et al.,
1998). Alternatively, leaders in the child resil-
ience and health promotion literatures have
largely come from the social sciences, such as the
disciplines of clinical and developmental psy-
chology and sociology (Antonovsky, 1996;
Masten et al., 2023; Luthar et al., 2000; Werner &
Smith, 1992), with additional major contributors
from child psychiatry (Rutter, 1987). This divi-
sion has likely contributed to the lack of integra-
tion of factors responsible for intergenerational
resilience in the context of ACEs. For instance, in
the original ACE studies and in subsequent repli-
cations using the Brief Risk Factor Surveillance
System (BRFSS), approximately two-thirds of
all surveyed adults reported one or more ACEs,

yet a large proportion of surveyed adults did not
display negative outcomes (CDC, 2021; Dube,
2020). These observations first suggest that
approximately one-third of adults may have had a
preponderance of positive life experiences (e.g.,
reflecting factors on the “short list” or GRRs) in
the absence of ACEs. They also suggest that even
for those with ACEs, salutatory or health-
promoting factors may have accounted for why
many individuals in the original ACE studies did
not experience negative outcomes. Yet, in the
original ACEs studies, only two empirical papers
examined adults’ resilience or salutatory factors
in the context of ACEs (Dube et al., 2013; Hillis
et al., 2010), and no study from the original ACE
cohorts examined resilience in the next genera-
tion. This gap highlights key questions, namely,
what factors might explain why some adults/par-
ents with histories of ACEs avoid the negative
consequences associated with them, and relat-
edly, why might their children avoid ACEs
entirely? Efforts that identify the extent of pro-
motive/salutatory and protective factors present
in adults’ childhoods may inform why some
adults do not experience negative outcomes fol-
lowing ACEs and why in many cases, ACEs are
not transmitted across generations to their
children.

Part Il: Opportunities to Promote
Resilience Within Pathways
of Intergenerational ACEs

Positive Childhood Experiences
to Adulthood Adjustment

This section reviews efforts to identify promo-
tive/salutatory and protective factors in the early
lives of adults, before they became parents, as
competence or resilience processes responsible
for helping adults to avoid the negative conse-
quences of ACEs and to avert the transmission of
ACEs to children in the next generation. This
pathway represents the first opportunity to pro-
mote resilience (Fig. 2.1, “R1”) against the inter-
generational transmission of ACEs. Along with
ACEs, positive childhood experiences (PCEs) in
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adults’ families of origin are an equally important
predictor of long-term outcomes but have
received less attention (Bethell et al., 2019;
Narayan et al., 2018).

Recent studies have begun to highlight the
role of adults’ PCEs above and beyond the effects
of ACEs. One of the two resilience-focused stud-
ies from the original ACE cohort documented
that several childhood family strengths, such as
perceiving family closeness, support, loyalty, and
responsiveness to health needs; and feeling
important and protected directly reduced the
odds of adolescent pregnancy, later onset of sex-
ual initiation, and occurrence of several other
negative adult outcomes, including family con-
flict, uncontrollable anger, and financial strain
(Hillis et al., 2010). This paper was the first of the
original ACE studies to identify that early protec-
tive factors could buffer against several adult-
hood outcomes that in turn could become ACEs
reflecting dysfunction for the next generation of
children.

Since Hillis and colleagues’ (2010) study, sev-
eral other investigators have uncovered how
PCEs may offset the effects of ACEs on adults’
maladjustment, echoing the resilience literature.
For instance, the Protective and Compensatory
Experiences (PACEs) questionnaire was devel-
oped to reflect several positive childhood rela-
tionships and resources from the “short list” of
promotive and protective factors. Findings
showed that adults who reported higher numbers
of these cumulative positive relationships (e.g.,
having a supportive caregiver, friend, and men-
tor; identifying with a social group and volun-
teering in the community) and resources (e.g.,
having access to a clean and safe home with a
predictable routine and high-quality education;
and being involved in physical activity, organized
sports, and a hobby) reported more nurturing par-
enting attitudes, suggesting a promotive effect of
higher PACEs on positive parenting. Additionally,
higher levels of PACEs buffered against the
effects of ACEs on harsh parenting attitudes, also
illuminating the protective effect of PACEs
(Morris et al., 2021)