Screening for Adverse Childhood Experiences (ACEs) and Referral Pathways
Position Statement of the American Heart Association
Introduction
An estimated 64 percent of adults in the United States report a history of adverse childhood experiences
(ACEs), defined as potentially traumatic events, either single, acute events or sustained over time, that
have a direct and synergistic impact on health and well-being throughout the life course. 1,2
The role of ACEs in predicting future adverse adult health outcomes is being widely recognized by
policymakers and public health experts. Screening for ACEs, in particular in clinical practice and in school
settings, has the potential to identify unaddressed key social issues that can influence current health risks,
morbidity, and mortality. The American Heart Association (AHA) supports incorporating universal ACEs
screening in routine care and in schools to ensure early identification of childhood adversities and the
development of targeted preventative strategies, including referral pathways.
Background
ACEs occur regularly with children aged zero to 18 years across all races, socioeconomic statuses, and
geographic regions; however, childhood adversity is disproportionally prevalent among low-income and
minority populations. 3 Research suggests a dose-response effect between the occurrences of ACEs and
various negative health outcomes, including risk for cardiovascular disease (CVD). 4,5,6,7,8 The range of
stressors and experiences that contribute to such outcomes include: exposure to emotional, physical, or
sexual abuse; environmental hazards; and medical traumas such as childhood cancer. 9 Recent studies have
expanded the definition of ACEs to include household dysfunction, described as exposure to interpersonal
violence in the home, living with a person with mental illness or substance abuse problems, parental
separation, and incarceration of a household member, in addition to poverty. 10,11 Poverty is not only
described as an ACE itself, but is shown as a strong reinforcing factor in the accumulation of ACEs. 12,13
Initial work by Felitti and colleagues with a patient population (n=17,000) from California Kaiser
Permanente determined that current health risk behaviors, morbidities, and chronic diseases were predicted
by the number of childhood exposures. 14 Results of the landmark ACEs study concluded that more than
one in five adults report three or more ACEs and 12.4 percent report four or more ACEs. 15
Without early intervention, childhood adversity can be transmitted from one generation to the next with
significant health and financial consequences for individuals and society. 16 There is evidence that supports
universal screening for various aspects of social risk within routine clinical care as part of a wider continuum
of strategies for enhancing population health and equity. Further, research recommends systematic
screening for ACEs in schools, particularly among younger adolescents involved in victimization and
perpetration. Early identification of ACEs can facilitate referrals and interventions to help mitigate the
potential lifelong adverse health consequences of ACEs.

Screening in clinical practice
Screening for ACEs, either in a targeted manner or over time in the course of continuous relationships with
patients, has been proposed or put into practice in some pediatric health settings in the U.S. 17,18,19 Given the
serious health implications of ACEs and subsequent toxic stress, screening children for ACEs promotes
healthy development by identifying children who require more support in primary care. Further, screening
children for ACEs early and regularly enables providers and their behavioral health partners to implement
primary prevention strategies to educate caregivers about the impact of adversity on their children’s
developing brains and bodies. 20 As a result, early identification of the child’s odds of illness or disease can
lay the foundation for the development of targeted interventions.
Research, however, suggests screening for ACEs in clinical settings is limited. In a survey of 833
Massachusetts family providers, less than one-third reported regularly screening patients for childhood
adversity. 21 Barriers to screening included limited time to evaluate or counsel childhood abuse victims,
competing primary care recommendations, and lack of clear recommendations about screening.22 Current
measures in practice are either limited to specific ACE categories such as child abuse (i.e. the Childhood
Trauma Questionnaire), or contain items that assess trauma more generally (i.e. the Traumatic Events
Screening Inventory). Research shows an age-appropriate tool that assesses cumulative adversity exposure
is necessary for identifying children at risk of developing poor health outcomes and tailoring appropriate
interventions. 23
Screening in schools
Among the school-aged population, childhood adversity and trauma are associated with lower
achievement, truancy and dropout, behavioral problems, mental illness, neurological changes, and
difficulty managing emotions and social relationships. 24 Research suggests schools provide an ideal setting
for identifying and responding to at-risk students due to their central role in children’s lives, their continued
assessment of children’s learning abilities, and relationships with peers and school staff. School districts
have considered the use of universal screening to aid in early identification of adversity and trauma among
students and to use this data to guide the delivery of interventions and supports at school.
However for educators, students who have experienced multiple adversities (20 to 50 percent of all
students) can be more difficult to engage consistently as these students require additional support and
often need more attention, thereby reducing instructional time for other students. 25 Further, with many
students and families experiencing adversity, schools may lack the necessary resources to address these
issues without local partner services and support from the larger community and other systems. 26
AHA Position Statement on Screening for ACEs and Referral Pathways
•

AHA supports universal screening for ACEs in both clinical practice and school settings. Due to the
synergistic impact of ACEs on health and well-being throughout the life course, screening for ACEs
should be a continuing process. In addition, any screening programs for ACEs should also ensure
that sufficient evidence-based treatment resources are available to handle likely referrals.
Research shows screening for any condition in isolation without the capacity to ensure referral and
linkage to appropriate treatment is ineffective. 27
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•

•

AHA supports the development of clinically efficient, standardized tools for screening and
assessment of children in clinical care settings. Identifying a standardized method is important to
accurately evaluate the effects of ACEs on children’s outcomes as well as to better understand how
ACEs assessment might inform or improve broader efforts to promote children’s health and wellbeing. As such, screening tools should reflect real-world settings; validated screening tools in
research settings may not reflect real-world scenarios. Currently, there is no consensus on a
framework for evaluating ACEs measures, due in part to ACEs measurement only recently being
used in clinical practice, where standardization of methods is most critical. 28
AHA encourages schools to develop the infrastructure to increase access to trauma-informed
intervention services. Research shows trauma-informed schools build resilience by preparing
schools to be responsive to the needs of the students. 29 This is particularly important when working
with low-income and minority student populations who are more susceptible to ACEs. The
Substance Abuse and Mental Health Services Administration (SAMHSA) has developed a
framework to help organizations, including in the education sector, to develop a working concept
of trauma and a trauma-informed approach.30
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