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Introduction
Adverse childhood experiences, referred to as ACEs,
are defined by the Centers for Disease Control and
Prevention (CDC) as “potentially traumatic events
that occur in childhood (0–17 years).”1 One common
example of an ACE witnessed by Comprehensive
Opioid, Stimulant, and Substance Abuse Program
(COSSAP) grantees is growing up in a household
with substance use; other examples include parental
separation or experiencing abuse or neglect. An
estimated one-half to two-thirds of U.S. adults have
experienced at least one ACE, and 15 percent to 25
percent report experiencing three or more.1-3 This is
critical, because a greater number of ACEs directly
correlates with a greater frequency and severity of
negative health and well-being outcomes. Studies
show that people with six or more ACEs die nearly 20
years earlier than their peers without ACEs.4
In this two-part series, we will examine the unique
relationship between ACEs and substance use
throughout the life cycle. Each installment will discuss
the impact of substance-related ACEs on one life
stage and the ways that public entities, funders,
and grantees can support those who are adversely
affected. The first part will detail substance use as an

ACE from infancy through childhood, emphasizing
specific developmental stages.

ACEs in Utero
Unborn infants are particularly susceptible to the
adverse effects of parental substance use. Although
there is some variation in impacts, maternal use of
substances such as tobacco, alcohol, marijuana,
cocaine, opiates, and methamphetamine while
pregnant can all have a multitude of detrimental
effects, including damage to the umbilical cord
structure, increased risk of ectopic pregnancy,
increased risk of pre-term delivery, low birth weight,
miscarriage, respiratory complications, toxemia,

post-natal growth deficiency, microcephaly,
gestational hypertension, pre-eclampsia, placental
abruption, intrauterine fetal death, fetal alcohol
spectrum disorders, sudden infant death syndrome,
neurodevelopmental disorders, central nervous system
issues, and executive functioning.5-7
In addition, sociocultural attitudes toward the
substances used during pregnancy may isolate
a pregnant mother dealing with substance use,
negatively affecting her and her unborn child. She
may avoid friends and family out of fear they will
judge her for her present substance use. Such
separation from one’s social support can inhibit
emotional, financial, or instrumental provision for
both parent and child.5 A mother may also avoid
personal and prenatal health care out of fear of drug
testing or physician intervention, resulting in adverse
fetal development. Similarly, new mothers who
smoke tobacco before getting pregnant may cease
breastfeeding prematurely in order to resume smoking
after the child is born.5 Such decisions may limit the
developmental and financial advantages of a longer
period of breastfeeding.

ACEs in Infancy and Toddlerhood
Infants and toddlers of parents who use
substances are especially vulnerable to neglect
and abuse resulting from the impact of substances
on their families. Parents suffering from addiction
are often preoccupied with obtaining a regular
supply of their substances, which may result in
frequent trips to purchase opioids, stimulants,
or other substances.8 Given the frequency of
this habit, infants and toddlers may be left home
alone without milk, water, food, diaper changes,
and other necessary provisions. Alternatively,
a parent may bring his or her infant or toddler
along to obtain substances, putting the child in
a potentially hazardous situation and, at the very

least, exposing the child to parental substance
purchasing.8
Neglect may also result from periods of
intoxication and withdrawal. After using some
substances, a parent may be inhibited from
performing typical parenting obligations, perhaps
even entering a stupor that renders him or her
physically and emotionally unavailable for the
child. Similarly, withdrawal from some substances
can sometimes be experienced as soon as 4–6
hours following last use and may present as a
flu-like sickness. This could incapacitate a parent,
causing him or her to neglect regular parental
duties such as feeding or changing diapers. In
both intoxication and withdrawal, children may
be left unattended around harmful substances
and paraphernalia, ingestion of which could be
fatal.9 Merely being around parents who are
using substances can influence negative infant
health outcomes, such as increased risk for
respiratory and ear infections, sudden infant death
syndrome, behavioral dysfunction, and cognitive
impairment.5
Intoxication from other substances may cause
parents to experience greater difficulty regulating
their own emotions, potentially leading to panic
attacks, irritation, or delusions, any of which
could place a child in a dangerous situation.10
Withdrawal can also produce heightened
irritability, violent outbursts, and other irrational
behaviors. If a parent is around his or her child
while experiencing withdrawal, the parent may
unintentionally or intentionally cause harm to the
child in a manner that otherwise could have been
avoided.9
Both intoxication and withdrawal further limit
a parent’s ability to nurture healthy attachment
to his or her child. The absence of an
emotionally present relationship is considered
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emotional neglect, which can have detrimental
consequences, as shown in the literature.9 Large
portions of the parent’s time may instead be spent
obtaining, using, and recovering from substances,
all of which inhibit the parent’s ability to bond with
the child:
Consequently, the intricate attachment
system that is built on hundreds of
thousands of reciprocal and implicit
interactions between infant and
attachment figure will be affected. Eye
contact, tone, volume and rhythm of
voice, soothing touch, and the ability
to read the needs of the infant are all
intricate building blocks of attachment.
Healthy attachment is a psychological
immune system of sorts. Just as humans
need a physiological immune system to
fight off disease and illness, likewise, the
relational attachment system provides
protection against psychological
problems and illness. Without a healthy
attachment system, a child is much more
vulnerable to stress and therefore more
susceptible to having problems with
trauma, anxiety, depression, and other
mental illness.8

ACEs in Childhood and
Adolescence
In later childhood and adolescence, children may
continue to experience many of the same detrimental
effects of having a parent who uses substances.
However, other difficulties arise too. Maintaining
substance use can take a large financial toll on families.
Parents may divert finances to continue funding their
addictions, resulting in absent or inadequate housing,
food, clothing, and medical care. Prolonged economic
instability exposes children to a consistently chaotic

environment, creating an elevated stress response that
can affect physical and emotional well-being.11
When being raised by a parent struggling with
substance use, a child may have fewer opportunities to
develop healthy emotional attachments.8 In addition
to the increased likelihood of mental illness, such
children often show early signs of helplessness and
defeatism, hindering their autonomy and exploration.12
Children of parents who are emotionally unavailable
because of substance use have an increased likelihood
of presenting symptoms of depression and posttraumatic stress disorder, exhibiting internalizing
behaviors, and initiating tobacco and illicit substance
use in their own lives.13
As mentioned, exposure to substances and substance
paraphernalia puts children at increased risk of
accidental ingestion. However, as children age, they
become more likely to intentionally experiment with
the substances made available to them. Witnessing
frequent substance use in their homes can normalize
the act, enhance the perceived benefits, and lessen
the perceived risks.14, 15 However, since adolescents
are not fully physically or cognitively mature, their
substance use can be especially harmful to their
development.16

Considerations on How COSSAP
Grantees Can Support Individuals
Impacted by ACEs in Infancy,
Childhood, and Adolescence
Given the multigenerational nature of substance use
effects, it is essential that local, state, and national
entities and funders develop solutions that support
each involved party. This requires a family-centered
approach that encourages collaboration across
multiple systems.17 As described in the previous
COSSAP article, Highlights from the 2020 National
Forum: Law Enforcement Collaborations to Support
Children Affected by the Opioid Epidemic, COSSAP
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grantees may start locally by meeting key community
stakeholders, including the following:
 Medical providers: providers who serve adults
during pregnancy and children from birth through
adolescence, particularly ob-gyns and pediatricians
 Mental health providers: social workers, therapists
who provide pre- and post-natal care, and
therapists who serve children
 Advocacy services: child advocacy centers and
child protective services
 School representatives: superintendents and
principals
 First responders: law enforcement, emergency
medical services (EMS) personnel, and firefighters
 Substance use disorder treatment providers
Through connections with each stakeholder group,
COSSAP grantees can:
 Ensure a comprehensive understanding of a
family-centered approach to substance use
treatment, trauma-informed care, and ways to
support pregnant individuals, babies, children, and
adolescents through substance-use related ACEs.18
 Identify gaps in identification and service provision
for individuals in these age groups impacted by
substance use–related ACEs.
 Brainstorm opportunities for improved service
provision.
If contingency management has not already been
implemented, grantees should actively consider it as
an adjunct to other treatments because it has been
shown to increase treatment attendance, participation,
and adherence.

allocated to the provision of contingency management
in treatment programs may increase parents’ success
in achieving sobriety, which benefits the whole family.5
With well-funded comprehensive care models in place,
both parents and children can receive the support they
need to flourish.18
One COSSAP grantee, Florida’s Family Dependency
Drug Court Enhancement Project, focuses much of its
effort on supporting children and families affected by
the opioid epidemic. The project prioritizes evidencebased, trauma-informed interventions in its work with
families. Its primary strategies for assisting substanceaffected families are offering substance use disorder
prevention services for children of participants and
providing parent-child relationship-strengthening
interventions.20 These efforts respond to two crucial
needs of families with parental substance use:
protecting children from possible addiction and
restoring relationships within families.
By increasing opportunities for collaboration across
the agencies with which they work, “. . . the likelihood
of effectively addressing all the needs of a child
increase as different systems contribute distinct
forms of assistance.”21 Grantees can also support
substance-affected families by strengthening access
to comprehensive health care in their communities,
particularly for mothers and infants.19 They can
also create avenues for communication between
community agencies, who will likely benefit from
established, structured dialogue. This can occur
more easily if communication plans, data-sharing
agreements, and other systems are in place. With a
thorough understanding of the impact of substances
on children and families, grantees can redirect their
efforts toward comprehensive, collaborative, family
centered care.

Additional funding provided to the systems involved,
particularly social support services and child welfare
systems, can greatly enhance their ability to provide
adequate support to children and families.19 Funding
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