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What are Adverse Childhood Experiences?
Adverse Childhood Experiences, or ACEs, are potentially traumatic events that occur in childhood (0-17 years) such as
experiencing violence, abuse, or neglect; witnessing violence in the home; and having a family member attempt or die
by suicide.1,2 Also included are aspects of the child’s environment that can undermine their sense of safety, stability,
and bonding such as growing up in a household with substance misuse, mental health problems, or instability due to
parental separation or incarceration of a parent, sibling or other member of the household.1,2
Traumatic events in childhood can be emotionally painful or distressing and can have effects that persist for years.2
Factors such as the nature, frequency and seriousness of the traumatic event, prior history of trauma, and available
family and community supports can shape a child’s response to trauma.2

Preventing ACEs is a priority for CDC
An estimated 62% of adults surveyed across 23 states reported that they had experienced one ACE during childhood
and nearly one-quarter reported that they had experienced three or more ACEs.3 ACEs can have negative, lasting
effects on health, wellbeing, and opportunity. These exposures can disrupt healthy brain development, affect
social development, compromise immune systems, and can lead to substance misuse and other unhealthy coping
behaviors.4-9 The evidence confirms that these exposures increase the risks of injury, sexually transmitted infections,
including HIV, mental health problems, maternal and child health problems, teen pregnancy, involvement in sex
trafficking, a wide range of chronic diseases and the leading causes of death such as cancer, diabetes, heart disease,
and suicide.1,10-16 ACEs can also negatively impact education, employment, and earnings potential.17 The total
economic and social costs to families, communities, and society is in the hundreds of billions of dollars each year.18-21
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How ACEs influence health and opportunity
The childhood years, from the prenatal period to late adolescence, are the “building block” years that help set the stage
for adult relationships, behaviors, health, and social outcomes. ACEs and associated conditions such as living in underresourced or racially segregated neighborhoods, frequently moving, experiencing food insecurity, and other instability
can cause toxic stress (i.e., prolonged activation of the stress-response system4). Some children may face further exposure
to toxic stress from historical and ongoing traumas due to systemic racism or the impacts of multigenerational poverty
resulting from limited educational and economic opportunities.
A large and growing body of research indicates that toxic stress during childhood can harm the most basic levels
of the nervous, endocrine, and immune systems, and that such exposures can even alter the physical structure of
DNA (epigenetic effects).4,5 Changes to the brain from toxic stress can affect such things as attention, impulsive
behavior, decision-making, learning, emotion, and response to stress.5 Absent factors that can prevent or reduce
toxic stress, children growing up under these conditions often struggle to learn and complete schooling.5,22 They
are at increased risk of becoming involved in crime and violence,23,24 using alcohol or drugs,6,7 and engaging in other
health-risk behaviors (e.g., early initiation of sexual activity; unprotected sex; and suicide attempts).9,13,16,23 They are
susceptible to disease, illness, and mental health challenges over their lifetime.5,14,15 Children growing up with toxic
stress may have difficulty forming healthy and stable relationships. They may also have unstable work histories as
adults and struggle with finances, family, jobs, and depression throughout life—the effects of which can be passed
on to their own children.5,12,17

Disrupted
neurodevelopment
Adverse
Childhood
Experiences

Social,
emotional,
and cognitive
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Adoption of
health risk
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Disease, disability,
and social
problems
Impacts on
life potential
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What can be done to prevent ACEs?
ACEs and their associated harms are preventable. Creating and sustaining safe, stable, nurturing relationships and
environments for all children and families can prevent ACEs and help all children reach their full health and life
potential. CDC has produced a suite of technical packages to help states and communities take advantage of the
best available evidence to prevent violence, including the many types of violence and social, economic, and other
exposures in the home and community that adversely affect children. 25-29
A “technical package” is a select group of strategies to achieve and sustain substantial reductions in a specific risk
factor or outcome.30 Technical packages help communities and states prioritize prevention activities with the greatest
potential for impact. A technical package has three parts. The first component is the strategy or the preventive direction
or actions to achieve the goal of preventing ACEs. The second component is the approach. The approach includes the
specific ways to advance the strategy. This can be accomplished through programs, practices, and policies. The third
component is the evidence for each of the approaches in preventing ACEs or its associated risk factors.
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Across the CDC Technical Packages there are several strategies that can prevent ACEs from happening in the first place
as well as strategies to mitigate the harms of ACEs. The evidence tells us that ACEs can be prevented by:
• Strengthening economic supports for families
• Promoting social norms that protect against violence and adversity
• Ensuring a strong start for children and paving the way for them to reach their full potential
• Teaching skills to help parents and youth handle stress, manage emotions, and tackle everyday challenges
• Connecting youth to caring adults and activities
• Intervening to lessen immediate and long-term harms

		

Preventing ACEs

Strategy

Approach

Strengthen economic
supports to families

• Strengthening household financial security
• Family-friendly work policies

• Public education campaigns
Promote social norms that protect • Legislative approaches to reduce corporal punishment
against violence and adversity
• Bystander approaches
• Men and boys as allies in prevention
Ensure a strong start for children

• Early childhood home visitation
• High-quality child care
• Preschool enrichment with family engagement

Teach skills

• Social-emotional learning
• Safe dating and healthy relationship skill programs
• Parenting skills and family relationship approaches

Connect youth to caring adults
and activities

• Mentoring programs
• After-school programs

Intervene to lessen immediate
and long-term harms

•
•
•
•
•

Enhanced primary care
Victim-centered services
Treatment to lessen the harms of ACEs
Treatment to prevent problem behavior and future involvement in violence
Family-centered treatment for substance use disorders

These strategies focus on changing norms, environments, and behaviors in ways that can prevent ACEs from
happening in the first place. The last strategy focuses on mitigating the immediate and long-term physical, mental,
and behavioral consequences of ACEs. By addressing the conditions that give rise to ACEs and simultaneously
addressing the needs of children and parents, these strategies take a multi-generation approach to prevent ACEs
and ensure safe, stable, nurturing relationships and environments. Together, these strategies are intended to work in
combination and reinforce each other to prevent ACEs and achieve synergistic impact.
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Strengthen Economic Supports for Families
Research shows that parents facing financial hardship are more likely to experience stress, depression, and conflict in
their relationships and family, all of which compromise parenting and increase the risk for violence and other ACEs.31,32
Parents facing financial hardship also have fewer resources to invest in their children and face difficult choices when
trying to balance work and family responsibilities. About 4 in 10 children under the age of 18 in the United States live in
a low-income household* including more than half of African American and Hispanic children.33 Nearly 1 in 10 children
in the U.S. live in deep poverty.33 Strong evidence consistently links low income to ACE exposures and children’s longterm health, educational, and social outcomes.5,34 Addressing the social and economic underpinnings of ACEs is critical
to achieving lasting and sustainable effects.
Policies that strengthen household financial security (e.g., tax credits, childcare subsidies, other forms of temporary
assistance, and livable wages) and family-friendly work policies, such as paid leave and flexible and consistent work
schedules, can prevent ACEs by increasing economic stability and family income, increasing maternal employment, and
improving parents’ ability to meet children’s basic needs and obtain high-quality childcare.27,28 These types of policies
can also prevent ACEs by reducing parental stress and depression and by protecting families from losing income to care
for a sick child or family member.27,28 Strengthening economic supports for families is a multi-generation strategy that
addresses the needs of parents and children so that both can succeed and achieve lifelong health and well-being.

Evidence
Tax credits, such as the Earned Income Tax Credit (EITC) and Child Tax Credit (CTC) help increase income
for working families while offsetting the costs of childcare. The EITC has been shown to lift families
out of poverty35,36 and has demonstrated impacts on infant mortality, health insurance coverage,37
school performance,38,39 maternal stress, and mental health problems.40 CTC’s have also been shown to
reduce child behavioral problems (e.g., physical aggression, anxiety, and hyperactivity)41—factors that
are linked to later perpetration of violence toward peers and intimate partners.26,28
Parents who receive childcare subsidies tend to access higher quality childcare,42 which increases
the likelihood that children will experience safe, stable, nurturing relationships and environments.
Access to affordable childcare also reduces parental stress43 and maternal depression,44 which are
risk factors for child abuse and neglect31 and other risk behaviors associated with ACEs.45
Research suggests that women who receive paid maternity leave are more likely to maintain their
current employment46 and that access to paid leave may be protective against depression47 and
pediatric abusive head trauma.48 Paid maternity leave also may be protective against intimate
partner violence (IPV),49 which is another ACE exposure. Apart from the trauma of witnessing IPV,
children growing up in homes with IPV are at increased risk for experiencing violence themselves
and at increased risk for later involvement in crime and violence.26,27
Flexible and consistent work schedules provide parents with a predictable pattern of work (e.g.,
consistent beginning/ending times to the workday; flexibility in the number of hours worked or
location) which makes it easier for parents to access quality childcare. Children whose parents work
unpredictable schedules have more cognitive deficits (e.g., with memory, learning, and problemsolving) than children whose parents have more predictable schedules.50-52 Parents who work
irregular shift times are also more prone to work-family conflict and stress,53 which are risk factors for
multiple forms of violence.
*The low-income category includes both the poor and the near poor. Poor is defined as income below 100% of the Federal Poverty
Threshold (FPT), and near poor is between 100% and 199% of the FPT. Deep poverty is below 50% of the FPT.
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Promote Social Norms that Protect
Against Violence and Adversity
Norms are group-level beliefs and expectations about how members of the group should behave.25,27 Changing social
norms that accept or allow indifference to violence and adversity is important in the prevention of ACEs.25-29 There are
a number of norms that can protect against violence and adversity, including those that:
• Promote community norms around a shared responsibility for the health and well-being of all children27
• Support parents and positive parenting, including norms around safe and effective discipline;27
• Foster healthy and positive norms around gender, masculinity, and violence to protect against violence towards
intimate partners, children, and peers;25,26,28
• Reduce stigma around help-seeking;29 and
• Enhance connectedness to build resiliency in the face of adversity.29
Public education campaigns are one way to shift social norms and reframe the way people think and talk about ACEs,
and who is responsible for preventing them.27 They can help shift the narrative away from individual responsibility to
one that engages the community and draws upon multiple solutions to promote safe, stable, nurturing relationships
and environments for all children.27 Such a narrative can also normalize protective factors by enhancing connectedness
and reducing the stigma around seeking help with parenting or for substance misuse, depression, or suicidal
thoughts.27,29 Legislative approaches to reduce corporal punishment can help establish norms around safer, more
effective discipline strategies to reduce the harms of harsh physical punishment, particularly if paired with public
education campaigns.27 Bystander approaches and efforts to mobilize men and boys as allies in prevention can be
used to change social norms in ways that support healthy relationship behaviors.25,28 Such approaches work by fostering
healthy norms around gender, masculinity, and violence with the goal of spreading these social norms through peer
networks.25,28 They also work by teaching young people skills to safely intervene when they see behavior that puts
others at risk and reinforcing social norms that reduce their own risk for future perpetration.25,28

Evidence
Research suggests that public education campaigns to help parents understand the cycle of abuse
and campaigns specifically targeting child physical abuse positively impact parenting practices,
reduce children’s exposure to parental anger and conflict, reduce child behavior problems, and
improve parental self-efficacy and knowledge of actions to prevent child abuse.54
Legislative approaches to reducing corporal punishment are associated with decreases in support of
and use of harsh physical punishment as a child discipline technique.55,56 Experiencing harsh physical
punishment as a child increases the risk for involvement in crime and violence in adolescence57 and
later perpetration of violence toward a partner and one’s own children.32 Experiencing harsh physical
punishment as a child is also associated with mental health problems, lower academic performance,
and lower self-esteem.58,59
Bystander approaches and efforts to mobilize men and boys as allies in prevention change the social
context for violent and abusive behavior.25,28 Programs such as Green Dot and Coaching Boys into
Men®, for instance, have been shown to reduce violence against dating partners, negative bystander
behaviors (such as laughing at sexist jokes or encouraging abusive behaviors), as well as sexual
violence perpetration and victimization.60-62
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Ensure a Strong Start for Children
A child’s relationship with others inside and outside the family plays a role in healthy brain development, as well as in the
development of physical, emotional, social, behavioral, and intellectual capacities.26,27 Parents may struggle to provide
the care and nurturing necessary for children to develop these capacities and thrive for a number of reasons, including
health, substance misuse, mental health, financial issues, or access to resources or support. Early childhood home
visitation can prevent ACEs by providing information, caregiver support, and training about child health, development,
and care to families in their homes to build a safe, stable, nurturing and supportive home environment.26-28 High-quality
childcare and preschool enrichment programs with family engagement26-28 help children build a strong foundation
for future learning and opportunity by improving their physical, social, emotional and cognitive development, language
and literacy skills, and school readiness. These approaches also help by strengthening connections between home
and school environments, and can be especially beneficial to economically disadvantaged children who may not have
educational resources at home or the support to help them learn and thrive.26-28

Evidence
Effective home visiting models,63 such as the Nurse Family Partnership Program® (NFP), have
demonstrated many benefits for children and parents. NFP is associated with a 48% relative
reduction in rates of child abuse and neglect.64 Children participating in the program have better
cognitive and language development, better academic achievement, fewer behavioral problems,
lower rates of substance use, and fewer arrests, convictions, and parole violations by age 19.65-67
For mothers, NFP is associated with better pregnancy outcomes, improved parenting practices,
reductions in the use of welfare and other government assistance, greater employment, lower rates
of substance use, and reduced exposure to intimate partner violence.64,65,68,69
Research suggests that access to affordable, high-quality childcare can buffer against a lower quality
home environment and reduce child behavior problems, parental stress and depression, and rates
of child abuse and neglect.27 Difficulties finding quality childcare, for instance, have been linked to
self-reported child neglect among mothers with substance use problems.70 Access to affordable,
high-quality childcare may also reduce child abuse deaths associated with having to leave children
at home in the care of unrelated adults.71
Children enrolled in preschool enrichment programs that actively involve and support parents have
better math, language, and social skills as they enter school; require less special education services
as they grow older; are less likely to be held back a grade in school; are more likely to graduate
high-school and attend college; and are more likely to be employed and have higher earnings as
adults.72-75 In addition to these documented benefits, programs such as Child Parent Centers are also
associated with lower rates of substantiated reports of child abuse and neglect and out-of-home
placements; youth depression and substance use; and arrests for violent and nonviolent offenses,
convictions, and incarceration well into adulthood.73-76
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Teach Skills
Skill-based learning is an important part of a comprehensive approach to prevent ACEs. Decades of research shows
that teaching children and youth skills to handle stress, resolve conflicts, and manage their emotions and behaviors
can prevent violence victimization and perpetration, as well as substance misuse, sexually transmitted infections,
including HIV, and teen pregnancy.25,26,28,29 Strengthening parenting skills and promoting nurturing and supportive
family environments can build a strong foundation for children and protect them from multiple forms of violence,
substance misuse, and other negative health outcomes across developmental periods and into adulthood.25-29
There are a number of approaches to teach skills. Social emotional learning approaches (also referred to as
universal school-based programs when delivered to all students in a particular classroom, grade or school) are widely
used across the United States to enhance interpersonal skills.25,26,28,29 This includes skills related to communication,
problem-solving, alcohol and drug resistance, conflict management, empathy, coping, and emotional awareness and
regulation. Safe dating and healthy relationship skill programs address similar skills within the context of dating
and intimate partner relationships with the goal of promoting caring, respectful, and non-violent relationships.25,28
Parenting skills and family relationship approaches cover developmentally appropriate expectations for child
behavior; teach behavior management, monitoring, and problem-solving skills; safe and effective discipline; healthy
relationship behaviors; and work with parents to enhance parent-child communication and ways to support children
and youth.25-29

Evidence
Systematic reviews of the evidence for social emotional learning approaches finds that they
significantly reduce peer violence across grade levels, school environments, and demographic
groups.77,78 In addition to impacts on aggression and violent behavior,79-86 programs such as Life
Skills® Training, the Good Behavior Game, and Promoting Alternative THinking Strategies® (PATHS)
have demonstrated other benefits as well, including reductions in youth alcohol, tobacco, and
drug use, depression and anxiety, suicidal thoughts and attempts, delinquency, and involvement
in crime.80,83-85,87 Social emotional learning approaches are also associated with improvements in
reading, writing, and math proficiency, paving the way for future academic success.79,88
Unhealthy relationships can start early and last a lifetime, especially for teens who display aggression
towards peers, engage in early sexual activity, and witness or experience violence in the home.25,28
Programs such as Dating Matters®, Safe Dates and the Fourth R, which teach healthy relationship
skills to adolescents, have been shown to significantly reduce teen dating violence.89-91 Dating
Matters® and the Safe Dates program are also associated with reductions in peer violence and
weapon carrying.92-94
The evidence is also strong for skill-based parenting and family relationship approaches in reducing
known risk factors for child abuse and neglect and protecting children and youth from multiple
forms of violence and other health compromising behaviors.25-29,79 For instance, programs such as
The Incredible Years® and Strengthening Families 10-14 decrease child behavior problems,79,95
youth substance use (including prescription opioid misuse),97-99 physical fighting and involvement in
crime;96 reduce parental stress, depression, and family conflict;96,100 and improve parenting practices
related to child discipline, monitoring and supervision.100
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Connect Youth to Caring
Adults and Activities
Relationships with caring adults who are positive role models can prevent ACEs and improve future outcomes for
young people.26 Caring adults could include teachers, coaches, extended family members, neighbors or community
volunteers. Connecting youth to caring adults and activities helps to ground them, improve their engagement in
school, and establish positive networks and experiences.25,26 It is an important preventive strategy to buffer against
parental absence or other difficulties at home, frequent moves, and exposure to negative influences at school and
in the community. It can also buffer against the impact of ACEs for youth who have already experienced ACEs.
Mentoring and after-school programs are ways to connect youth to other caring adults and activities.26 Mentoring
programs pair youth with an adult volunteer with the goal of fostering a relationship that will contribute to the
young person’s growth opportunities, skill development, academic success, and future schooling and employment
outcomes.26,101 Mentoring programs may be delivered in a school or community setting and to youth of all ages,
from early childhood through adolescence.101
After-school programs are a way to provide opportunities for youth to strengthen their behavioral, leadership,
and academic skills and become involved in positive school and community activities.25,26 Programs range from
those offering tutoring and homework assistance to more formal skill-based programming and structured learning
activities.26 These programs also address other key risk and protective factors for high-risk behavior by providing
adult supervision during critical periods of the days, such as between 3:00 to 6:00 p.m., when youth crime and
violence peaks.102 Mentoring and after-school programs can reduce the prevalence of crime, violence, and other
adolescent risk behavior and pave the way for positive outcomes in adulthood.25,26

Evidence
Research suggests that mentoring programs improve outcomes across behavioral, social,
emotional and academic domains.103,104 Big Brothers, Big Sisters is the oldest and best known
example of a one-on-one mentoring program.105 Evaluations of the program show that
mentored youth are less likely to skip classes, skip school, initiate drug and alcohol use, or
engage in physical fighting.106 Other benefits include improvements in academic performance,
parent-child and student-teacher relationships, and parental trust.106-108
Opportunities to develop and practice leadership, decision-making, self-management,
and social problem-solving skills are important components of after-school programs with
documented benefits.104,109 One example is the After School Matters program, which offers
apprenticeship experiences in technology, science, communication, the arts, and sports to highschool students.110 Rigorous evaluations of the program show many program benefits, including
improved attitudes toward school, fewer course failures, and higher graduation rates.111,112 Youth
in the program are also less likely to sell drugs or participate in gang activity.112
Another example is Powerful Voices, which helps adolescent girls build confidence and develop
individual leadership skills as a way to strengthen their future education and employment
outcomes and reduce risk for sexual and other forms of violence.25 Evaluation results show
improvements in girls’ job skills, motivation to excel at school, connections to their cultural
identity and values, and ability to develop healthy relationships with peers and adults.113
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Intervene to Lessen Immediate
and Long-term Harms
Children and youth with ACE exposures may show signs of behavioral and mental health challenges. They may be
irritable, depressed, display acting-out behaviors, have difficulty sleeping or concentrating, and show other traumatic
stress symptoms.25-28 They may be struggling with school, associating with delinquent peers, and already engaging
in other health compromising behaviors (e.g., alcohol use, opioid misuse, high-risk sexual behavior).25-28 Continued
exposure to violence and other adversity increases the risk that these patterns will continue in adulthood potentially
affecting their own future and their children’s future.25-28 Timely access to assessment, intervention, and effective care,
support, and treatment for children and families in which ACEs have already occurred can help mitigate the health
and behavioral consequences of ACEs, strengthen children’s resilience, and break the cycle of adversity.25-29
There are a number of approaches to lessen the immediate and long-term harms of ACE exposures. Enhanced
primary care may be used to identify and address ACE exposures with brief screening assessments and referral to
intervention services and supports.27-29 For children, assessments may be used with parents or caregivers to identify
risks in the family environment such as parental alcohol or drug use, depression, stress, the use of harsh punishment,
as well as intimate partner violence.27 For adults, assessments may be used to identify a history of ACE exposures
to assist with risk mitigation and improve treatment outcomes.28,29 Follow-up intervention services are tailored to
assessment findings and coordinated with local community agencies.
For children and adult survivors of violence, victim-centered services can be both lifesaving and helpful in reducing
the harms of violence.25,28 Such services include crisis intervention, hotlines, medical and legal advocacy, housing
support, social support, and access to community resources.25,28 For children of survivors, such services also include
meeting their needs around recreation, school supports, and material goods.28
Treatment to lessen the harms of ACEs may be used to address depression, fear and anxiety, post-traumatic
stress disorder (PTSD), problems adjusting to school, work, or daily life, and other symptoms of distress.25-29 These
symptoms can be successfully reduced with therapeutic treatments that are trauma-informed (i.e., delivered in a
way that is influenced by knowledge and understanding of how trauma affects a survivor’s life and experiences
long-term28) and tailored to the specific circumstances and needs of children, youth, and families.2,25-28 Treatment to
prevent problem behavior and future involvement in violence is another approach to mitigate consequences.25-28
This includes therapeutic interventions and other supports to address the social, emotional, and behavioral risks
associated with ACE exposures.25-28 Evidence-based treatments are provided by trained clinicians in the home or clinic
setting and typically include multiple components (e.g., individual and family counseling, parent training, and school
consultation).25-28 Referrals may come from social services, the juvenile justice system, schools, or other community
organizations working with children, youth, and families.25-28
Finally, family-centered treatment approaches for substance use disorders may be used to simultaneously address
substance misuse by parents and the needs of their children with this ACE exposure.114 Parents with alcohol or drug
use problems may have difficulty regulating stress, processing emotions, and fulfilling the many childrearing tasks that
are essential for children’s healthy social and emotional development.114 These approaches utilize integrated program
models that combine evidence-based treatments for substance use disorders (e.g., medication-assisted treatment
for opioid use disorder115) with a range of preventive services (e.g., mental health services, parenting education and
training, medical and nutrition services, education and employment assistance, childcare, children’s services, and
aftercare). Programs may be delivered in residential or outpatient settings.
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Evidence
Primary care settings offer a unique opportunity to identify and address ACE exposures. Randomized
trials of the Safe Environment for Every Kid (SEEK) model (which screens for ACE exposures in the
family environment), have demonstrated a number of positive effects including fewer reports to
child protective services, fewer reported occurrences of harsh physical punishment by parents,
better adherence to medical care, and more timely childhood immunizations.116 SEEK is also
associated with less maternal psychological aggression,117 fewer minor maternal physical assaults,117
and improvements among providers in addressing depression, substance misuse, intimate partner
violence, and serious parental stress.118
Women receiving victim-centered services report less abuse from former intimate partners, less
depression, decreased feelings of distress, and overall improvements in self-esteem, safety and wellbeing119-121 —outcomes that help to ensure safe, stable, nurturing relationships and environments
for their children. Many victims of partner violence have a history of ACEs. Victim-centered services
in this regard also help women cope with their own history of ACEs and access support.
Effective treatments such as Trauma-focused Cognitive Behavioral Therapy® (TF-CBT) have demonstrated
many benefits for children, youth, and families with ACE exposures.25-28 TF-CBT effectively reduces
symptoms of PTSD, depression, fear, anxiety, shame, and behavioral problems.122-126 It also reduces
parental emotional distress and depressive symptoms and is associated with improvements in
parenting behaviors.125,126 For children who may face treatment barriers, such as stigma and access
to services, Cognitive Behavioral Intervention for Trauma in Schools (CBITS) is another treatment
option that is associated with improvements in symptoms of PTSD, depression, and parent-reported
behavioral problems.127,128
Children with a history of ACE exposures are at increased risk of becoming involved in crime
and violence, using alcohol or drugs, and engaging in other health-compromising behaviors.25-28
Effective treatments such as Multisystemic Therapy® (MST) have demonstrated both short- and longterm benefits in reducing these risks and strengthening protective factors.129 MST, for example,
effectively reduces rates of arrests for violent felonies and other crime,129-132 problematic sexual
behavior,133-135 and out-of-home placements.136,137 MST has also demonstrated beneficial impacts on
family functioning, parenting practices, youth substance use, peer relations, academic performance,
mental health, involvement in gangs, and sibling criminal behavior.129,130
Available evidence suggests that integrated programs that combine evidence-based treatments
for substance use disorders (e.g., medication-assisted treatment for opioid use disorder) with a
range of preventive services benefit both children and parents and that pairing effective parenting
interventions with substance use treatment has benefits that go beyond substance use treatment
alone.138,139 Integrated programs are associated with improvements in child development and
emotional and behavioral functioning.139 They are also associated with positive impacts on maternal
mental health, birth outcomes, parent-child attachment, and positive parenting behaviors.138,140-142
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Sector Involvement
Public health can play an important and unique role in preventing ACEs. Public health agencies, which typically place
prevention at the forefront of efforts and work to create broad population-level impact, can bring critical leadership and
resources to bear on this problem. For example, these agencies can serve as a convener, bringing together partners and
stakeholders to plan, prioritize, and coordinate prevention efforts.25-29 Public health agencies are also well positioned
to collect and disseminate data, implement preventive measures, evaluate programs, and track progress.25-29 Although
public health can be a lead in preventing ACEs, the strategies and approaches outlined here cannot be accomplished
by the public health sector alone.
Other sectors vital to preventing ACEs and mitigating the immediate and long-term harms of ACEs include, but are
not limited to, education, government (local, state, and federal), social services, health services, business and labor,
public safety, justice, housing, media, and organizations that comprise civil society such as faith-based organizations,
youth-serving organizations, domestic violence and sexual assault coalitions, foundations and other non-governmental
organizations.25-29 Collectively, these sectors can make a difference in preventing ACEs by impacting the various contexts
and underlying risks that contribute to violence and adversity and by supporting safe, stable, nurturing relationships
and environments for all children.
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Monitoring and Evaluation
Monitoring and evaluation are necessary components of the public health approach to prevention. Timely and reliable
data are essential for monitoring the extent of the problem, determining how best to utilize resources, and evaluating
the impact of prevention efforts. Data are also necessary for program planning and implementation.
Surveillance data can help researchers and practitioners track changes in the burden and consequences of ACEs.
There are a number of surveillance systems that collect information related to ACE exposures and consequences at the
federal, state, and local levels. For example, the Behavioral Risk Factor Surveillance System (BRFSS) is an example of a
surveillance system that provides state data on previous exposure to ACEs among adults aged 18 and older reporting
on their childhood. The system also gathers information on a range of health conditions to assess the impact of ACE
exposures on health. The Youth Risk Behavior Surveillance System (YRBSS) collects information on multiple forms of
violence among high-school students in the United States, including information about lifetime and past year sexual
violence victimization, past year physical and sexual teen dating violence victimization, youth violence (including
bullying), and suicidal behavior. It also collects lifetime and current use of alcohol and other substances. YRBS data are
available at the local, state, and national levels.
Other sources of data include the National Survey of Children’s Exposure to Violence (NatSCEV), the National Intimate
Partner and Sexual Violence Survey (NISVS), the National Survey of Children’s Health (NSCH), and the National Crime
Victimization Survey (NCVS). NatSCEV provides self-reported data on violence against children through a nationally
representative random-digit dial survey of children (aged 0-9) and youth (aged 10-18). Youth report on their own
past year and lifetime victimization experiences across five general areas (i.e., conventional crime, child abuse and
neglect, peer and sibling victimization, sexual victimization, and witnessing violence). Caregivers report on these
victimizations for children. NISVS collects lifetime and past year information on intimate partner violence, sexual
violence, and stalking victimization at both the state and national level, including data on characteristics of the
victimization, demographic information on victims and perpetrators, impacts of the violence, age at first experiences
of these types of violence, and health conditions associated with the violence. The NSCH is a nationally representative
survey that gathers information on the physical and emotional health of children aged 0-17 and the child’s family,
neighborhood, school, and social context. The survey includes several ACE exposures as well as information on family,
school, and neighborhood protective factors. The NCVS gathers information from a nationally representative sample
of households on the frequency, characteristics, and consequences of criminal victimization among persons aged 12
and older in the United States.
National, state, and local data are available from other sources as well. The National Child Abuse and Neglect Data System
(NCANDS) provides official reports of child abuse and neglect made to Child Protective Services. The National Violent
Death Reporting System (NVDRS) is a state-based surveillance system that combines data from death certificates, law
enforcement reports, and coroner or medical examiner reports to provide detailed information on the circumstances of
violent deaths such as homicide and suicide, including intimate partner violence, mental health problems and treatment,
and recent life stressors. Information about violent offenses, victimization, and involvement with the justice system are
also available from the Department of Justice’s Bureau of Justice Statistics, the Federal Bureau of Investigation’s Uniform
Crime Reports, and the Office of Juvenile Justice and Delinquency Statistical Briefing Book.
No matter the data source, it is important that routine and ongoing monitoring align with the work of multiple federal,
state-level, and local partners and agencies to achieve a more comprehensive understanding of ACE exposures,
their consequences, and effective prevention efforts in this area. It is also important to track progress of prevention
efforts and to evaluate the impact of those efforts. Evaluation data, produced through program implementation and
evaluation, is essential in providing information on what does or does not work to prevent ACEs and associated risk
and protective factors.
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Conclusion
ACEs are a serious public health problem with far-reaching consequences across the lifespan. They are also
preventable. The strategies outlined here, drawn from the CDC Technical Packages to Prevent Violence, are intended to
change norms, environments, and behaviors in ways that can prevent ACEs from happening in the first place as well
as to lessen the immediate and long-term harms of ACEs. To maximize impact, these strategies and approaches are
intended to be used in combination as part of a comprehensive effort to help ensure that all children have safe, stable,
nurturing relationships and environments in which to thrive and achieve lifelong health and success. The hope is that
multiple sectors, such as public health, health care, education, public safety, justice, social services, and business will
use this information as a guide and join CDC in efforts to prevent ACEs.

Learn More
CDC’s Technical Packages to
Prevent Violence
https://www.cdc.gov/
violenceprevention/
communicationresources/pub/
technical-packages.html
CDC’s Violence Prevention in
Practice is a resource to help
state and local health agencies
and other stakeholders with
their violence prevention efforts
https://vetoviolence.cdc.gov/apps/
violence-prevention-practice/#!/
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For more information
To learn more about preventing adverse childhood
experiences, call 1-800-CDC-INFO or visit CDC’s violence
prevention pages at www.cdc.gov/violenceprevention.
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