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Adverse Childhood Experiences: 
A Call to Action for Osteopathic Medicine
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It has been nearly 20 years since the first Adverse Childhood Experiences (ACEs) study 
was published. It is time for the osteopathic profession to embrace these findings – that 
adversity and trauma in childhood foster ill health in adults and children. We need to 
champion a well-informed work force of medical providers who practice trauma-informed 
care. This should be completely intuitive for us, as our credo of mind, body and spirit aligns 
perfectly with this knowledge.
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INTRODUCTION

In 1998, Felitti et al. published the ground breaking article, “Rela-
tionship of Childhood Abuse and Household Dysfunction to Many 
of the Leading Causes of Death in Adults: The Adverse Childhood 
Experiences (ACE) Study.”1  With this publication and the more than 
1,500 published studies that followed,2 Felitti et al. scientifically 
substantiated what we have all observed and “known” for years 
from our own anecdotal observations: when traumatic events 
happen in people’s lives, they experience a multitude of medical, 
psychological and social ills.1 However, nearly 20 years later, ACEs 
continue to be under-addressed in clinical practices, public health-
care, and medical education,3-5 despite affecting as many as 1 in 8 
children.6 In our current state of exorbitant healthcare costs and 
an unresolved opioid epidemic, we cannot afford to ignore the con-
nection between ACEs, chronic disease1 and chronic pain.7

As osteopathic physicians and followers of A.T. Still, we are called to 
enact his entreaty for considering “first the material body, second 
the spiritual being, third a being of mind which is far superior to all 
vital motions and material forms, whose duty is to wisely manage 
this great engine of life. This great principle known as mind, must 
depend for all evidences on the five senses.”8  In treating the whole 
person, as we have been trained to do, we already embrace the 
concept that our patients are a product of their environment (their 
five senses). Therefore, we are uniquely prepared and perfectly 
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positioned to lead a reform of the practice of medicine in which 
it becomes routine to consider our patients’ trauma histories and 
practice trauma-informed care throughout their lifespans. Fur-
thermore, we must ensure our student physicians are educated, 
self-aware and ready from day one to meaningfully interact with 
patients who have experienced ACEs.

THE IMPACT OF TRAUMA & ACES

The term “trauma” can refer to a wide variety of experiences, rang-
ing from emotional/psychological to strictly physical contexts. 
The Substance Abuse and Mental Health Services Administration 
(SAMHSA) Division of the United States Department of Health 
and Human Services provides a comprehensive definition: “In-
dividual trauma results from an event, series of events, or set of 
circumstances that is experienced by an individual as physically 
or emotionally harmful or life threatening and that has lasting ad-
verse effects on the individual’s functioning and mental, physical, 
social, emotional, or spiritual well-being.”9

In Felitti’s study of almost 10,000 adults who answered questions 
related to seven categories of ACEs (such as abuse, intimate part-
ner violence, substance abuse or mental illness in the home and 
a household member incarcerated), researchers found that the 
higher the exposure to these adversities, the greater the risk for 
serious medical problems and death in the adults (See Figure 1). 
Fifty-two percent of respondents experienced one or more ACEs 
and 6.2% experienced four or more. The most common ACE was 
substance abuse in the home at 25.6%.1 Later studies added three 
more categories of adverse experience to include loss of a parent 
and two types of neglect.2
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The effect of ACEs can also be dose-dependent. When compar-
ing people who experienced four or more ACEs to those who had 
none, there was a four- to twelve-fold increase in health risks of 
substance abuse, depression and suicidality and a two- to four-fold 
increase in smoking and sexually transmitted infections, to name a 
few. The authors concluded: “persons with multiple categories of 
childhood exposure were likely to have multiple health risk factors 
later in life.”1

Further study has shown these adverse effects can be observed 
as early as childhood.11,12 Flaherty et al.’s study of child health after 
early childhood adversity looked at over one thousand children at 
high risk for child abuse and neglect. They found that one adverse 
exposure almost doubled the risk of poor health while four adverse 
events or more almost tripled the risk of illness requiring medical 
attention by the age of six years.11

Cronholm and colleagues studied a more socioeconomically and 
racially diverse urban population13 – compared to Felitti’s study 
of an insured, not racially diverse population1 – and created an ex-
panded list of ACEs which included the following:  witnessing vio-
lence, feeling discrimination, unsafe neighborhood, experiencing 
bullying and living in foster care. Their study involved almost 1800 
respondents, 14% of whom experienced only the expanded ACEs 
and would not have been recognized as experiencing adversity us-
ing conventional ACEs.13

These studies addressing general categories of adversity have 
been shored up by extensive research regarding the mechanism 
of the toxic effect of ACEs on the developing brain, also referred 
to as the neurobiological consequences of trauma. These studies 
are well summarized in the American Academy of Pediatrics (AAP) 
Technical Report: The Lifelong Effects of Early Childhood Adver-
sity and Toxic Stress.3 Namely, the plasticity of the young brain 
makes it sensitive to stress and the chemical influences created by 
toxic stress which in turn can interrupt normal brain development 
in a structural way. As an example, glucocorticoid receptors found 
in the hippocampus, amygdala and prefrontal cortex, when over-
stimulated, can influence the size and architecture of these areas 
of the brain with resultant pathologic functioning.3

In addition to the degree of impact that ACEs have on individu-
als, it is striking how prevalent these adversities are. As Felitti et 
al. discussed, 52% of respondents had one ACE, and one-quarter 
of respondents experienced substance abuse in the home.1 Stud-
ies on child maltreatment, such as the JAMA Pediatrics article 
“The Prevalence of Confirmed Maltreatment Among US Children, 
2004-2011” by Wildeman et al., suggest that 12.5%, or one in eight 
children, will experience confirmed maltreatment by the age of 18 
years.6  The deep, lasting impact of ACEs, coupled with their mark-
edly high prevalence, therefore demand significant attention both 
in our medical practice, and in our training of future medical pro-
fessionals. 

ADDRESSING TRAUMA & ACES

While the prevention of the initial occurrence of ACEs is a worth-
while endeavor14 that may occur through methods such as home 
visitation programs15 and the Safe Environment for Every Kid 
(SEEK) Model,16 osteopathic physicians are also in the position of 
screening for ACEs and addressing their sequelae within our own 
offices. The identification of ACEs and individuals at high risk for 

FIGURE 1: 

Proposed mechanism of the relationship between ACEs and health 
consequences over the lifespan (adapted from Felitti et al.1 and the CDC).10

 

toxic stress naturally leads to supportive efforts for our patients.17 

Furthermore, adults receiving care in overcoming the sequelae of 
their ACEs may be better able to cope with the stresses of raising 
children, reducing the trauma their children experience. There-
fore, it is imperative to routinely screen patients for ACEs and 
trauma exposure, whether through non-judgmental, open-ended 
questions or even brief checklists given in the waiting room.16

SAMHSA explains that a trauma-informed care system “realizes 
the widespread impact of trauma and understands potential paths 
for healing; recognizes the signs and symptoms of trauma in staff, 
clients and others involved with the system; and responds by fully 
integrating knowledge about trauma into policies, procedures, 
practices, and settings.”9 Machtinger et al., a national strategy 
group, published an instructive article on the promise of trauma-
informed primary care (TIPC) for women in 2015.18 They recom-
mend that all staff be trauma trained and the physical space be 
calm, safe and welcoming. Confrontations should be avoided and 
empowerment should be supported. It is likely that interdisciplin-
ary teams will be necessary to properly progress the healing of 
these patients. Practices should screen for trauma histories and 
be prepared in response to disclosures both personally and profes-
sionally, being aware of available community programs and safety 
planning. Machtinger et al. stress the need for a strong organiza-
tional foundation with trauma-informed values, partnerships and 
champions. As always, there should be support for providers and 
staff as well as monitoring success and quality improvement.18

SAMHSA’s statement9 notes that trauma-oriented clinical teams 
must be self-aware; they must attend to the traumas of not only 
their patients, but also those experienced by staff members. 
Therefore, beyond treating our patients and educating our teams, 
we are called to acknowledge the effects of traumas and ACEs on 
the members of our healthcare teams and promote self-care, in-
cluding in physicians and medical students. Educating medical stu-
dents about understanding, screening, preventing, and intervening 
in ACEs, and even having them calculate their own scores during 
their education,5 we may create better prepared, healthier, more 
resilient and compassionate physicians.
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Seriously addressing what we now know about ACEs does not only 
decrease the number of children affected by a downward trajec-
tory of mental and physical health, but also improves the quality of 
all of our lives since criminality has been linked to ACEs.19 A study 
of 22,575 delinquent youth referred to juvenile justice suggests 
that “each additional adverse experience…increases the risk of be-
coming a serious, violent, and chronic juvenile offender by 35%.19 
Therefore, addressing ACEs in the clinic may lead to a safer, more 
productive society.

Even more astounding, the effect of trauma and ACEs can tran-
scend generations. Recent research in epigenetics reveals that our 
DNA can be altered by stress, and those changes can be passed 
from one generation to another.20  However, not every child who 
experiences trauma will suffer adverse health outcomes, as resil-
ience is a major component in a child's individual ability to cope.1 

There is therefore hope that if we screen for ACEs and provide 
proper interventions while supporting resilience in our clinics, 
these changes can be reversed.21  Once again, Still’s faith in the hu-
man organism to heal from within is validated.8

As stated in the AAP’s Technical Report: “this growing scientific 
understanding about the common roots of health, learning and 
behavior in the early years of life presents a potentially transfor-
mational opportunity for the future of pediatrics.”3 This is true for 
all systems of care. In addition to being informed and humane, this 
approach helps clinicians effectively instruct caretakers in trauma-
informed behavior modification for children22 and can help mo-
tivate adult patients in need of behavior modification in order to 
control or improve their disease, and reduce instances of abuse 
and neglect. The gains for patients and families make the effort to 
become trauma-informed well worth the effort.23

CONCLUSION

We should no longer question nature versus nurture but under-
stand that nurture directly influences nature, whereby childhood 
trauma can turn on or off genetic predispositions and alter genetic 
material.24  Whereas in the past we looked for broken bones, bruis-
es and burns to assess whether children were safe in their homes, 
this body of research tells us the lasting psychological injury of 
adverse events impacts children in profound ways. Therefore, we 
need to redefine what a safe, healthy home looks like and begin to 
consider early trauma and adverse experiences in our clinical deci-
sion-making. The knowledge gained from these studies should in-
form our professional roles and be incorporated into the education 
of our medical students. We must add extensive course work on 
ACEs and trauma recognition, prevention, and treatment to medi-
cal curricula, including trauma-informed care, lifestyle medicine 
and self-care within trauma-informed offices. 

Creating trauma-informed medical systems has the potential to 
help children and adults who receive care in overcoming the se-
quelae of their ACEs and should be a priority for physicians. This 
research and the need for trauma-informed care plays to our 
osteopathic strengths. Let us make the effort and take charge in 
creating trauma-informed practices in every corner of osteopathic 
care.
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