
Paediatrics & Child Health, 2023, 28, 377–384
https://doi.org/10.1093/pch/pxad025
Position Statement

Position Statement
From ACEs to early relational health: Implications for  

clinical practice
Robin C. Williams MD

Canadian Paediatric Society, Early Years Task Force, Ottawa, Ontario, Canada

Correspondence: Canadian Paediatric Society, 100–2305 St Laurent Blvd, Ottawa, Ontario K1G 4J8, Canada. Telephone 613-526-9397, fax 613-526-3332, e-mail journal@
cps.ca, website: www.cps.ca

All Canadian Paediatric Society position statements and practice points are reviewed regularly and revised as needed. Consult the Position Statements section of the CPS 
website www.cps.ca/en/documents for the most current version. Retired statements and practice points are removed from the website.

A B ST R A CT 

Children grow and develop in an environment of relationships. Safe, stable, nurturing relationships help build resilience and buffer the negative 
impact of adverse experiences. Promoting relational health in clinical practice shifts the focus from adverse childhood experiences (ACEs) to 
positive childhood experiences (PCEs). This approach evaluates a family’s strengths and assets, and can be incorporated into both well-child 
and subspecialty care. While the optimal window for such interventions is in the prenatal period or as early as possible within the first 3 years 
of life, it is never too late to start. This statement describes how clinicians can bring a relational health approach to any medical encounter 
by understanding: what toxic stress is and how it can affect the developing brain, family relationships, and child development; how positive 
relationships, experiences, and behaviours can help buffer such effects and build resilience; observable signs of relational health and risk in par-
ent–child interactions; the attributes of trustful, therapeutic relationships with families; and how to optimize these benefits through conversation 
and clinical practice.
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I N T RO D U CT I O N : F RO M  FA M I LY  D E F I CI TS  TO 
R E L AT I O N A L  ST R E N GT H

Since Felitti and Anda’s (1) ground-breaking study on ad-
verse childhood experiences (ACEs) nearly a quarter-century 
ago, paediatricians and other professionals caring for young 
children are increasingly aware of the negative, potentially 
lifelong effects that early life events can have on physical and 
mental health. As the literature connecting ACEs and health 
outcomes has grown, many clinicians working with adults 
have incorporated questions about childhood experiences into 
history-taking, adopting or adapting the original ACEs ques-
tionnaire to ask about the incidence of abuse, neglect, and 
household dysfunction in childhood (2,3) (see Figure 1). The 
cumulative ACEs ‘score’ is then used as a proxy measure of 
risk and a tool to raise awareness that early experiences affect 
adult health and behaviour. Some paediatric clinics have also 
adopted this approach, asking not just about the experiences 
of patients but their parents (legal guardians, or other primary 

caregivers) as well, recognizing the impact that ACEs may have 
on parenting (4–6).

If ACEs help explain health or developmental challenges, 
early relational health (ERH) provides a proactive pathway to 
mitigating them. A relatively new term for a not-so-new-concept, 
‘early relational health’ describes the emotional connections be-
tween children and trusted adults that promote health and devel-
opment, lead to positive experiences, and can buffer the negative 
effects of trauma and adversity (7–10). These safe, stable, and 
nurturing relationships (SSNRs) are foundational for building 
resilience, which is the ability to recover from stressors and neg-
ative experiences (8,9).

In addition to SSNRs, all children need to:

• Live, develop, play, and learn in safe, stable, protective, and 
equitable environments.

• Have opportunities for constructive social engagement to 
develop a sense of connectedness.
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• Learn social and emotional competencies from caring 
adults (11).

These foundations of development depend on parenting skills, 
healthy routines, and community connections. Because par-
enting behaviours can be learned and modified, every visit is an 
opportunity to promote ERH (12). ERH promotion involves 
strategies already used by paediatric health care providers such 
as directed history-taking, observing relationships (13), and ac-
tive listening. It starts with evaluating a family’s strengths and 
assets, takes an antiracist and anti-oppressive perspective (14), 
and embraces these principles:

• The family—most broadly defined—is the child’s primary 
source of strength, support (15), and early learning (8).

• Paediatric health care providers are responsible for screen-
ing, assessing, and referring parents for physical, emotional, 
or social problems, or health risk behaviours that may ad-
versely affect children, or family life (15–18).

• Open, unbiased communication is key to a trusting ther-
apeutic relationship (12) and involves: non-judgmental, 
empathetic listening and acceptance (8,19); and eliciting 
parental observations, preferences, and input on what 
works best for their child (15,19,20).

• Clinicians should support parents’ involvement in children’s 
care management and decision-making (14) and in rela-
tional health care (8,9).

• Clinicians must continually mitigate their personal biases 
(13,21) by practicing cultural humility (14,20), honouring 

every family’s cultural identity and socio-economic back-
ground (Box 1), and considering them in health care 
planning and delivery. This type of care is collaborative 
and allows the family’s perspectives to become part of the 
health care plan (8,15,22).

Ideally, relational health care process begins in the prenatal/
perinatal period or during an early well-child visit, because the 
sooner a primary care provider can mitigate or prevent risk, the 
better the outcomes for children, and families (9). The optimal 
window for such interventions is early, within the first 3 years of 
life (23), but it is never too late to start (19,24).

This statement describes how clinicians can bring a relational 
health approach to all medical encounters by:

• Understanding what toxic stress is; how it can affect the 
developing brain, family relations, and child development; 
and how positive relationships, experiences, and behaviours 
can help buffer such effects (10).

• Watching for signs of relational health—and risk—in par-
ent–child interactions.

• Appreciating the attributes of trustful, therapeutic 
relationships with families, and optimizing these benefits 
through conversation and practice.

• Identifying each family’s needs and referring them to com-
munity supports.

B I O P H Y S I C A L  E F F ECTS  O F  TOX I C  ST R E S S 
A N D  P O S I T I V E  R E L AT I O N S H I P S

Life stressors are not always negative for children. With the help 
and support of caring adults, challenging experiences can help 
build resilience, teach coping strategies, strengthen family ties, 
and have positive impacts on family life. Brief periods of stress 
(such as the first day with a new caregiver or an immunization), 
when accompanied by the support of a caring and trusted adult, 
can positively affect children by building resilience (25).

But stress that is prolonged, persistent, and unbuffered by 
protective relationships with a caring adult can accentuate and 
reinforce toxic stress responses in children (26).

Unlike positive or tolerable stress (see Box 2), ‘toxic’ stress 
activates ‘freeze, fight, or flight’ responses for sustained periods, 
which can change the brain by altering networks in the amyg-
dala, hippocampus, and prefrontal cortex. Over time, sustained 
exposure to toxic stress can lower the threshold for activating the 
stress response, causing it to respond more frequently than nec-
essary or to remain stressed long after a threat has passed (27). 
The brain becomes accustomed to scanning the environment for 
potential threats, releasing adrenalin and cortisol as it remains 
‘on alert’. Chronic activation of the stress–response system can 
affect both the brain and the body, including the endocrine, im-
mune, and nervous systems (4,28,29). Areas of the brain related 
to executive function—memory, learning, decision-making, and 
stress response—can also become impaired (4).

However, brain imaging has also shown the development of 
a highly protective ‘biobehavioural synchrony’ between infants 
and parents, where close, social contact results in a dynamic ex-
change of hormonal, physiological, and behavioural cues that 

Figure 1. Adverse childhood experiences. Reference (3).

BOX 1. CULTURAL SAFETY AND CULTURAL 
HUMILITY

Cultural safety is defined as what results when patients 
feel respected and safe in the health care system and in 
interactions with providers.

Cultural humility involves personal reflection to under-
stand one’s own biases. It’s a lifelong process of learning to 
develop and maintain respectful processes and relationships 
based on mutual trust.

Reference 14
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support children’s physical and social growth (30). Positive re-
ciprocal experiences—exchanges of gaze, touch, vocalizations, 
and affect between parent and infant—predict a child’s ability to 
self-regulate, manage stress, and feel empathy (30), and support 
other key aspects of development including secure attachment, 
autonomy, perspective-taking, and problem-solving.

H O W  CH I L D H O O D  E X P E R I E N CE S  A F F ECT 
PA R E N T I N G

A parent’s capacity for nurturing behaviours depends in part on 
nervous system and hypothalamic–pituitary–adrenal (HPA) 
axis function, and living with the sequelae of multiple ACEs 
can negatively affect both (4). Chronic toxic stress can overload 
an individual’s stress response system (28), causing them to be 
more likely to misperceive threats and react angrily to, or with-
draw emotionally from, challenging child behaviours or stressful 
family situations (28,29).

Multiple studies have associated significant adversity experi-
enced in childhood with suboptimal parenting skills in later life 
(12,31):

• Adults who have experienced 4 or more ACEs are at 
increased risk for mental health problems and parenting 
difficulties (18,32,33), including a four-fold greater risk for 
depression (4,34).

• Mothers living with multiple ACEs or depression (which 
is in turn associated with ACE history [35–37]) may be 
less attuned and responsive to the needs of their infants, 
and less available psychologically or emotionally to young 
children (32,35–39).

• Maternal ACE exposure can lead to attachment insecu-
rity, with negative effects on social-emotional function in 
infants and young children (17). (While most of the evi-
dence in this area involves mothers, the effects of ACE ex-
posure may be similar for all primary caregivers, including 
fathers.)

Parents who experienced ACEs may not be aware of how their 
history affects current family life and relationships (5), but 
making this connection can break cycles of negativity. A parent 
who experienced trauma in childhood may be less able to prac-
tice adequate self-care, recognize when they need help and ask 
for it, provide developmentally appropriate discipline, model 
appropriate conflict resolution at home, or even play with their 
child (6). Parents who have difficulty modulating their own 
stress responses may have trouble helping children adapt to 
life’s stressors (25,32). Finally, adults who experienced harsh 
parenting (e.g., shouting, physical punishment) as children are 
more likely to engage in harsh parenting themselves (6,40).

Evidence is growing that family-based interventions to pro-
mote parental sensitivity can help mitigate or interrupt the in-
tergenerational effects of ACEs and extend a parent’s own early 
life resilience to their children (17,31). HPA axis function and 
stress hormone regulation in children have been shown to re-
spond positively to early interventions, and even to normalize 
when parenting practices have changed (12). Positive child-
hood experiences have been shown to help mitigate the effect 
of ACEs (10).

E F F ECTS  O N  CH I L D  D E V E LO P M E N T
Even before children are born, a persistently hyperactive ma-
ternal stress response during pregnancy may increase fetal devel-
opmental risk via epigenetic and neurobiological mechanisms 
(17,32,41). For example, infants whose mothers experience 
chronic stress from racial discrimination may be at risk for poor 
outcomes such as low birth weight, or infants born preterm or 
small for gestational age (42,43).

In early childhood, parental ACEs can negatively affect de-
velopment in areas such as problem-solving, communication, 
and personal-social and motor skills (17,29). The number of 
parental ACEs has been directly correlated to a child’s develop-
mental screen results at age 2 years (29).

Developmental risk in children is associated particularly 
strongly with maternal ACEs, and can be compounded further 
by maternal depression (44,45). Two Canadian studies directly 
associated maternal ACEs with delayed achievement of children’s 
milestones at 12 months and increased risk for parent–child re-
lationship difficulties in infancy (32,46). Researchers have also 
found a dose–response relationship between the number of ma-
ternal ACEs and risk for developmental delay in communication 
and gross and fine motor skills at 24 months of age, particularly 
if family protective factors were low (17). More maternal ACEs, 
which can undermine mental health, have also been associated 
with infant emotional dysfunction at 6 and 18 months of age 
(17), and risk of missing well-child visits in the first 2 years, with 
consequent delays in developmental screening, guidance, and 
referral for services (47).

There is increasing evidence that family resilience and con-
nection, and positive relational experiences, build resilience 
throughout childhood, even in the face of adversity (9,10). 
Resilience includes individual capacity, nurturing relationships, 
access to resources, systems, and personal skills that allow 
children and families to respond to adversity in healthy, adaptive 
ways (9,10). Personal-social skills such as emotional regula-
tion and executive function (e.g., impulse inhibition, working 

BOX 2. TYPES OF STRESS

Positive stress is brief, and can result from common or 
unfamiliar experiences such as starting child care or getting 
a vaccine. The body may respond with a brief increase 
in heart rate, and mild to moderate increases in stress 
hormones like adrenaline and cortisol.

Tolerable stress can last longer and result from more 
serious life events, such as injury, death or divorce, or nat-
ural disaster. Supportive, caring adults can maintain a safe 
environment and help children cope by ensuring that their 
physical and emotional responses to more serious events  
remain tolerable.

Toxic stress typically arises from situations such as abuse 
or neglect, where children do not receive support from car-
ing adults. Toxic stress may be frequent or chronic and—in 
the absence of relationships that buffer the impact—can  
affect brain development.

Reference 27
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memory, cognitive flexibility, planning, and problem-solving) 
can be modeled, taught, learned, practiced, reinforced, and cele-
brated in children, and parents (9).

A S S E S S I N G  R E L AT I O N A L  H E A LT H  I N 
CL I N I C A L  P R A CT I CE

Multiple studies have demonstrated the benefits of pre-emptive 
parental assessment and guidance. For example, inquiry and 
counselling during pregnancy and the perinatal period around 
effective parenting skills (4,48,49), especially when reinforced 
by evidence-based home visiting services (e.g., by public health 
nurses) (19,24), has been shown to decrease parental stress, en-
hance maternal mental health, and help break intergenerational 
transmission of risk for ACEs (48–51).

Relational health assessment should always begin with re-
flective self-assessment by primary care providers. Recognizing 
the personal biases that they may bring to practice is an essen-
tial first step (19,20,52), and is discussed in more detail below. 
Next, the relational assessment checks that children have at 
least one caring, supportive, and emotionally available adult 
in their life (11,19,20), and builds from there. In a clinical set-
ting, a secure parent–child attachment may be implied through 
mutual parent–child attraction, vocal communication, facial 
expressions, and sensitivity/reciprocity of response (13,52), 
remembering that positive affect and interactions—especially 
non-verbal behaviours—can look somewhat different across 
cultures or when a child has a developmental disorder that 
affects communication (22). Secure attachment will be most ev-
ident when a child is hurt, sick, or afraid, turns to their adult, and 
the adult responds with warmth and comfort.

Relational assessment involves observing and talking about 
positive aspects of a parent’s past and family history and can be 
inherently therapeutic (33). See Box 3 for an example of this ap-
proach (53). Being attentive over time to the family’s capacity to 
provide safe, stable, nurturing relationships and environments 
can reinforce their strengths, promote relational health, and 
help mitigate or prevent stress (8). These conversations also 
help clinicians build supportive, trustful practitioner–parent 
relationships, improve the quality of health care interactions 
overall, enhance understanding of any underlying causes of 
physical and mental health problems, and ensure more effective 

treatment planning (4,5,12,17,33,54). Understanding to what 
degree families are part of communities, and what support they 
receive, could be another opportunity for connection.

Relational, trauma-informed care underscores the impor-
tance of actively listening to parents without bias. With input 
from parents, clinicians should assess for:

• Safe, stable, and nurturing relationships (e.g., warm parent–
child interactions every day) (23,48,55).

• Positive relationships with second caregivers, extended 
family, or other caring adults (48), which can buffer against 
the intergenerational transmission of maltreatment (41).

• Family-specific strengths, such as closeness, support, loy-
alty, protection, and love (48).

• Community engagement (e.g., library programs, child care 
centres, recreational facilities, schools, culturally specific 
programs) (23). Local public health departments often 
have links to community resources.

Each clinical encounter is an opportunity to promote parenting 
behaviours that will help children develop secure attachment, au-
tonomy, self-regulation, perspective-taking, and problem-solving—
all of which are strongly predictive of later well-being (53).

B U I L D I N G  R E L AT I O N A L  H E A LT H  T H RO U G H 
G U I DA N CE , T R E AT M E N T, A N D  

P R A CT I CE  C U LT U R E
While it is increasingly recognized that ACEs may affect not 
only the individuals who live them, but subsequent generations 
(4,16,25,32,36,54), evidence also suggests the parent–child rela-
tionship is a leading and modifiable mechanism for transmitting 
both risk (4) and resilience (10,19). ACEs, patient- and family-
centred, and relational models all recommend taking a two-
generation approach to care (9,31,36), with the experiences of 
children as a constant, central focus (4,8).

Reassuring messages to counsel and reinforce with parents 
and caregivers include the following:

• Caring parents can buffer stress and build resilience in 
children, even in difficult circumstances or when they have 
experienced ACEs themselves (10,12,56,57).

• Challenging behaviours in both parents and children may 
be survival or adaptive coping strategies against early 
stressors (19).

• Although healthy family routines may differ culturally, they 
typically build resilience by making children feel safe and 
providing parents with perspective and a sense of auton-
omy. They have also been shown to mitigate toxic stress and 
neuroendocrine activation in young children (measured by 
salivary cortisol levels) (12).

• Shared reading nurtures relational health in myriad ways 
(58).

• Healthy sleep routines—which may look different across 
cultures—appear to protect children’s social-emotional 
and behavioural development even when maternal mental 
health is problematic (55).

• Parent–child relationships are built on connective 
moments: not only of spontaneous delight, but the 

BOX 3. DISCUSS, MODEL, PRAISE

Developers of the Keystones of Development curric-
ulum recommend a three-step approach to promoting 
ERH in clinical practice:

1. Discuss the specific parenting behaviours that sup-
port the concept (e.g., noticing and responding to 
baby’s cues helps promote secure attachment).

2. Model the behaviours during the visit (e.g., through 
warm, back-and-forth interactions).

3. Praise what you observe (e.g., the baby calms down 
when the parent holds them).

Adapted from reference 54
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 intentional sharing of comfort and meaning in times of dis-
ruption and repair (52).

• Feeling frustrated is a normal part of parenting, but knowl-
edge and coping strategies such as physical exercise, mindful-
ness, deep breathing, psychotherapy, cognitive behavioural 
therapy (CBT) techniques, community connections, and 
healthy family routines can help (4,12,13,59–61).

• Parental self-care is important (12). Sleep routines, self-
settling strategies, and stress management techniques (55) 
are opportunities to pause, relax, and refresh, and are skills 
to model for children (62).

Relational health care also depends on flexible office practices that 
involve parents and ensure they have opportunities to talk about 
difficulties with health care providers and staff (4,12,19,20,29). 
Trauma-informed approaches should be learned, practiced, and 
modelled for families by all staff. For example:

• Recognize, acknowledge, and validate specific family 
struggles—even when they are difficult to modify or in-
fluence, such as racism, systemic oppression, and poverty 
(8,63).

• Respect parents as experts in their lived experience, and 
invite them to guide discussion, establish boundaries, and 
choose next steps for care management or treatment plan-
ning (4,20,22,54).

• Promote protective family factors (e.g., SSNRs, healthy 
routines, culture, community [13,15,19,20,24,29,62]) 
as empowering, supportive, and predictive of resil-
ience. Consider siblings, extended family, peers, teach-
ers, neighbours, elders, and other community leaders 
(18,20,48).

• Ensure that health care information is clear, complete, 
objective, inclusive, and unbiased, as well as useful and 
affirming (15). Involve a professional translator or cultural 
navigator when needed.

• Health information and updates should be shared in a 
family’s chosen language, with compassion, in culturally 
safe and respectful ways, and at a level compatible with pa-
rental health literacy (15).

The relational health model proposes working across sectors and 
teams, integrating mental health and behavioural counselling 
into clinic settings, and making space for cultural practices when-
ever possible (19,20). To treat suspected attachment disorders 
or attachment insecurity, anxiety, oppositional defiant disorder, 
or post-traumatic stress disorder in young children, consider 
referral for: attachment and biobehavioural catch-up (ABC), 
parent–child interaction therapy (PCIT), child-parent psycho-
therapy (CPP), or attachment-focused parent psychoeducation 
groups like Circle of Security (9).

Maintaining updated listings for community-based services 
and parenting programs to facilitate referrals (4,12) is essen-
tial. Public health and municipal services can be useful places 
to start.

Community-based agencies that serve children, such as 
schools, libraries, and early intervention programs (61) can 
help families build connections with others of similar cultural 
or linguistic background, find peer-to-peer support, and access 

targeted services such as home visiting programs (15,19,24). 
To encourage parental well-being, counsel on options such as 
local parenting groups, mindfulness or exercise classes, psycho-
therapy, or engagement with friends and family (61). Holistic, 
team-based care approaches with links to community could 
allow more time and space for health promotion (52), or the de-
livery of services and programs that have been co-developed by 
the families and communities they serve (8,20).

R ECO M M E N DAT I O N S

For clinical practice
Over time, paediatricians and other primary care providers can 
assess and build on family strengths to help prevent and mitigate 
risk from ACEs. They should support and promote key drivers 
of ERH and development for all children, in all families, in all 
settings. These drivers include:

• Safe, stable, nurturing relationships (SSNRs) with parents, 
alternate caregivers, siblings, and extended family. SSNRs 
are signaled by a secure attachment or serve-and-return 
interactions.

• Parental health and well-being.
• Breastfeeding, positive parenting, early literacy, quality 

child care and education, and developmentally appropriate 
play.

• Connection with community resources, including pre- and 
post-natal home visiting programs, early child development 
programs, libraries, cultural networks, and play groups.

Health care professionals should use each clinical encounter to 
discuss, model, and praise specific parenting behaviours that 
promote ERH and contribute to the development of secure at-
tachment, autonomy, self-regulation, perspective-taking, and 
problem-solving.

After considering their own biases, primary care providers 
should assess relational health by observing parent–child 
interactions, listening closely to parents, and asking about:

• Parental, family, and community history;
• Their experience of parenting;
• Healthy relationships between parenting partners;
• Child behaviours and how they respond;
• Positive, protective family routines and parenting practices; 

and
• Any stressors at home (e.g., financial, food insecurity, hous-

ing, violence).

When the family raises relationship concerns, consider the fol-
lowing interventions:

• Counselling on healthy parenting strategies.
• Connecting parents with culturally safe community services, 

pre- and post-natal home visiting programs, peer-to-peer 
support groups, and parenting programs. Contact local pub-
lic health for information on community resources.

• Screening and appropriate referrals for postpartum mood 
disorders, intimate partner violence, mental health risk, or 
substance misuse.
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For health care settings
Physicians and staff should be trained to deliver family-centred, 
antiracist, anti-oppressive, and trauma-informed care at every  
interaction by:

• Integrating mental health counselling (including commun-
ity partners such as psychologists and social workers) with 
clinic settings whenever possible,

• Acknowledging and addressing personal biases and barriers 
to health care facing the families they serve,

• Being compassionately available and easily accessible, 
and

• Being culturally sensitive, responsive, and inclusive.

For medical education
Medical school and residency curriculums as well as continuing 
education programs should provide enhanced training in early 
child development, specifically:

• The importance of ERH for child development and parent-
ing behaviours.

• Family environments and parenting behaviours that foster 
ERH and strengthen resilience by promoting secure attach-
ment, autonomy, self-regulation, perspective-taking, and 
problem-solving.

• ACEs and toxic stress effects on physical health and mental 
well-being, in childhood and longer term.

• Evidence-based strategies to mitigate or prevent the risks 
associated with ACEs.

One example of an evaluated program to teach the relational 
approach to both learners and physicians in practice is the 
Keystones of Development (https://parenting.mountsinai.org/
providers/).

For health policy
Provincial and territorial governments can support ERH pro-
motion by:

• Encouraging the development of and providing funding for 
local programs and services that support parents and prior-
itize relational health.

• Adjusting payment structures to support extra in-clinic 
time for targeted conversations with families.
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