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ABSTRACT

Previous research indicates that screening for parental Adverse Childhood
Experiences (ACEs) is a significant tool for identifying children at risk for maltreatment,
in order to intervene and prevent the long-term effects of ACEs. Pediatricians have been
tasked with screening for parental ACEs at well child visits, as first line of defense.
Studies show that less than half of pediatricians are screening for ACEs (Szilagyi et al.,
2016) and there was no literature found on the screening practices of mental health
providers.

The purpose of the current study was twofold, 1) to increase our understanding of
licensed mental health provider’s familiarity with the seminal ACE study and their
endorsement of the impacts of parental adverse childhood experiences (ACEs), and 2) to
understand the influence that these factors and licensed mental health provider’s personal
exposure to ACEs have on their practice of screening for parental ACEs. A total of 277
mental health providers, licensed in the Midwest, completed a web-based survey
consisting of a demographic questionnaire, an adapted version of the American Academy
of Pediatrics (AAP) 85" Periodic Survey (PS85) (AAP, 2013), and an ACE questionnaire
that included both traditional and expanded ACE items for the present study.

Through the employment of three separate simple linear regressions, the results of
this study indicated that 1) degree of familiarity with the seminal ACE study was not a
significant predictor of frequency of screening for parental ACEs, 2) degree of

endorsement of the impacts of parental ACEs is a significant predictor of frequency of
iii



screening for parental ACEs, and 3) personal exposure to ACEs was a significant
predictor of frequency of screening for parental ACEs. However, previous literature and
descriptive statistics of this study indicate that mental health providers are screening for
parental ACEs more than pediatricians, which would indicate an increased awareness of
the need to screen, as well as a need for professional collaboration to increase the
opportunity for identification of at-risk youth. Clinical, research, and ethical implications

are discussed. Limitations and future research recommendations are presented.
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CHAPTER |

INTRODUCTION

This study intends to start a dialogue surrounding mental health providers’
(professional counselors, social workers, and marriage and family therapists) awareness
of the intergenerational impacts of childhood trauma. Adverse Childhood Experiences
(ACEs) are traditionally understood to be ten experiences separated into three main
categories: 1) abuse (physical, emotional, and sexual), 2) neglect (physical and
emotional), and 3) household dysfunction (parental separation/divorce, domestic violence
exposure, household substance abuse, household mental illness, and household
incarceration). The seminal study on ACEs was conducted from 1995 to 1997 (Felitti,
2018; Felitti et al., 1998; Substance Abuse and Mental Health Services Administration
[SAMHSA], 2018; Stevens, 2012, Wolfe et al., 2019). The study yielded three main
findings. The first was that there is a direct link between ACEs and adult-onset chronic
disease, mental health issues, high risk behaviors, injury, infectious disease, maternal
health, incarceration, learning, relationship distress and opportunities (Burke Harris,
2014; Centers for Disease Control [CDC], n.d.a; Felitti, 2018; Murphy et al., 2014;
SAMHSA, 2018; Schofield et al., 2018; Stevens, 2012; Wolfe et al., 2019). Secondly,
ACEs are common (Burke Harris, 2014; CDC, n.d.a; Felitti, 2018; SAMHSA, 2018;
Stevens, 2012; Wolfe et al., 2019). The results found that 67% of participants
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experienced at least one type of adverse childhood experience (ACE) exposure and of
those individuals, 87% experienced two or more types of ACE exposure (Burke Harris,
2014, Felitti, 2018; Felitti et al, 1998; SAMHSA, 2018; Stevens, 2012; Wolfe et al.,
2019). Additionally, 12.5% of the overall participants had exposure to at least four types
of ACEs (Burke Harris, 2014; Felitti, 2018; Felitti et al, 1998; SAMHSA, 2018; Stevens,
2012). Lastly, the effects of ACE exposure are dose related (Burke Harris, 2014; Felitti,
2018; Felitti et al, 1998; Johnson et al., 2017; Lange et al., 2019; Murphy et al., 2014;
SAMHSA, 2018; Stevens, 2012, Wolfe et al., 2019). This means that increased ACE
exposure is significantly correlated with increased high-risk behaviors and decreased
physical, mental, and social health (Burke Harris, 2014; Felitti, 2018; Johnson et al.,
2017; Lange et al., 2019; Murphy et al., 2014; SAMHSA, 2018; Stevens, 2012; Wolfe et
al., 2019).
Intergenerational Transmission

The topic of ACEs has been extensively researched, with over 50 peer reviewed
articles on the ACE study alone (Wolfe et al., 2019), and expanded upon since the initial
findings were published in the late 1990s. You can find research regarding the effects of
ACEs in neuroscience, biology, sociology, health care, mental health, public health,
education, parenting, policy making, criminal justice, etc. The ACE study findings
inspired a movement in these fields to begin being trauma informed (McEwen &
Gregerson, 2019). ACEs are common, but they often go unnoticed, and the long-term
impacts of ACEs stretch beyond the physical, mental, and behavioral impact on the
individual. ACEs also create biological changes in an individual due to the nature of the

body’s stress system being repeatedly activated and toxic stress hormones continually



being released into the body (Borja et al., 2019; Burke Harris, 2014; Eismann et al., 2019;
Jackson Nakazawa, 2015; Lange et al., 2019; McDonald et al., 2019; Szilagyi et al.,
2016; Wolfe et al., 2019). More importantly, researchers have found that all these
components can be inherited or transmitted from one generation to the next (Cooke et al.,
2019; Folger et al., 2018; Gillespie & Folger, 2017; Le-Scherban et al., 2018; McDonald
etal., 2019; Plant et al., 2018; Schickedanz et al., 2018; Schofield et al., 2018; Scott &
Copping, 2008; Stepleton et al., 2018; Szilagyi et al., 2016). There are several theories for
this phenomenon, which all come back to the main concept that a child’s physical,
mental, and behavioral health is significantly influenced by the childhood trauma history
of their parents. It is critical that mental health providers understand the systemic impact
of ACEs in order most effectively treat its pediatric clientele. According to the CDC
(n.d.a, para. 8), “the economic and social costs to families, communities, and society
totals hundreds of billions of dollars each year”, making this one of our nation’s most
basic health problems (Felitti, 2018; Folger et al., 2018). Therefore, if mental health
providers only work on remediation later in life, they are simply putting a bandage on the
problem. Research has shown that early identification, assessment, and intervention on a
multigenerational level, improves the potential outcomes for children (Bernstein et al.,
2013; Felitti, 2018; Lange et al., 2019; Scott & Copping, 2008; Szilagyi et al., 2016) and
in turn, makes a significant impact on minimizing the long-term effects. In order for that
to happen, though, providers need to be familiar with the research, how to identify
children at risk, and the specific treatment recommendations identified to mitigate the

impact.



Identifying Children at Risk

There is a wide array of current prevention, intervention and treatment
recommendations for children who have experienced ACEs. Current recommended
prevention strategies include screening for parental ACES to identify children at risk of
intergenerational transmission of childhood trauma (Eismann et al., 2019; Folger et al.,
2018; Gillespie & Folger, 2017; Johnson et al., 2017; McDonald et al., 2019; Min et al.,
2013; Murphy et al., 2014; ; Plant et al., 2018 Schickedanz et al., 2018; Steele et al.,
2016; Stepleton et al., 2018; Sun et al., 2017; Szilagyi et al., 2016; Zalewski et al., 2013),
as well as increasing positive parenting, improving family dynamics, and increasing
emotional support systems (Szilagyi et al., 2016). Since 2012, the American Academy of
Pediatrics (AAP) has worked to increase awareness surrounding the long-term effects of
ACEs, as well as the intergenerational impact it has on future generations (Szilagyi et al.,
2016). Since that time, the AAP has recommended that pediatricians screen for child and
parental ACEs during well-child visits (Gillespie & Folger, 2017; Szilagyi et al., 2016).
Screening at well-child visits has been considered a first line of defense as pediatricians
“are the first professionals with expertise in child development and family dynamics that
parents encounter” (Szilagyi et al., 2016, p. 672).

Purpose of the Study

There are over 20 years of literature on ACEs. A keyword search of “adverse
childhood experiences” in The University of Akron research database brought 22,871
results, alone. However, all this research means nothing if it is not being read and utilized

in some fashion. Currently, the author of this dissertation has found seven studies



exploring physicians’ knowledge and implementation of research surrounding ACEs but
has found no parallel literature regarding mental health providers. Although, having
physicians understand and implement their knowledge of the impacts of ACE exposure is
beneficial, Duke and Borowski (2018) found that for each additional ACE exposure a
child reported, there was a decreased likelihood of that child receiving a well child visit
within that year. Well child visits or preventive visits are where the primary efforts to
screen for ACEs are focused, so if children with ACE exposures are less likely to attend a
well child visit, society cannot rely solely on physicians’ knowledge and practices to
ameliorate ACE exposure and its impacts. Therefore, this study will focus on filling the
gap in literature by exploring licensed mental health provider’s degree of familiarity with
the ACE study and their degree of endorsement of the impacts of parental ACEs, as well
as the influence that each of these factors and the mental health provider’s personal
experience with ACEs have on their practice of screening for parental ACEs. This study

aims to answer the following research questions:

1. Does licensed mental health providers’ degree of familiarity with the ACE study
statistically significantly predict their frequency of screening for parental ACEs in
their practice?

2. Does licensed mental health providers’ degree of endorsement of the impacts of
parental ACEs statistically significantly predict their frequency of screening for
parental ACEs in their practice?

3. Does licensed mental health providers’ personal experience with ACEs
statistically significantly predict their frequency of screening for parental ACEs in

their practice?



Operational Definitions
= Adverse Childhood Experiences (ACEs) — Potentially traumatic events that occur
in childhood (0-17 years) (CDC, n.d.a, para. 1).

o Traditional ACEs — Physical abuse, emotional abuse, sexual abuse,
physical neglect, emotional neglect, domestic violence exposure,
household mental illness, household substance abuse, household
incarceration, parental separation/divorce (Murphy et al., 2014).

= Abuse — Harmful treatment of a person (Merriam-Webster, 2021a).

e Physical abuse — A parent, stepparent, or adult living in
your home pushed, grabbed, slapped, threw something at
you, or hit you so hard that you had marks or were injured
((Murphy et al., 2014).

e Emotional abuse — A parent, stepparent, or adult living in
your home swore at you, insulted you, put you down, or
acted in a way that made you afraid that you might be
physically hurt (Murphy et al., 2014).

e Sexual abuse — An adult, relative, family friend, or stranger
who was at least 5 years older than you ever touched or
fondled your body in a sexual way, made you touch his/her
body in a sexual way, attempted to have any type of sexual

intercourse with you ((Murphy et al., 2014).



= Neglect —a disregard of duty resulting from carelessness,

indifference, or willfulness (Merriam-Webster, 2021c).

Physical neglect — There was not someone to take care of
you, protect you, and take you to the doctor if you needed
it, you didn’t have enough to eat, your parents were too
drunk or too high to take care of you, and you had to wear
dirty clothes (Murphy et al., 2014).

Emotional neglect — A parent, stepparent, or adult living in
your home swore at you, insulted you, put you down, or
acted in a way that made you afraid that you might be

physically hurt. (Murphy et al., 2014).

= Household Dysfunction — impaired or abnormal functioning as

related to interaction within a household (Merriam-Webster,

2021b)

Domestic Violence Exposure — Your mother or stepmother
was pushed, grabbed, slapped, had something thrown at
her, kicked, bitten, hit with a fist, hit with something hard,
repeatedly hit for over at least a few minutes, or ever
threatened or hurt by a knife or gun by your father (or
stepfather) or mother’s boyfriend (Murphy et al., 2014).
Household Mental Iliness — A household member was
depressed or mentally ill or a household member attempted
suicide (Murphy et al., 2014).

7



e Household Substance Abuse — A household member was a
problem drinker or alcoholic or a household member used
street drugs (Murphy et al., 2014).

e Household Incarceration — A household member went to
prison (Murphy et al., 2014).

e Parental separation/divorce — Your parents were ever

separated or divorced (Murphy et al., 2014).

o Expanded ACEs — other factors for toxic stress not included in the ACE

study (ACEs Aware, 2021).

Community Violence — bullying, assault or other violent actions,
war or terrorism (ACEs Aware, n.d.).

Discrimination — being hassled or made to feel inferior or excluded
because of their race, ethnicity, gender identity, sexual orientation,
religion, learning differences, or disabilities (ACEs Aware, n.d.).
Food Insecurity - having limited or uncertain availability of
nutritionally adequate and safe foods or ability to acquire foods in
socially acceptable ways (Kushel et al., 2006, p. 71).

Housing Instability - having difficulty paying rent, spending more
than 50% of household income on housing, having frequent
moves, living in overcrowded conditions, or doubling up with
friends and relatives (Kushel et al., 2006, p. 71)

Intimate Partner Violence (IPV) — verbal or physical abuse or

threats from a romantic partner (ACEs Aware, n.d.).

8



= Licensed mental health provider — licensed professional that empowers diverse
individuals, families, and groups to accomplish mental health, wellness,
education, and career goals (American Counseling Association, n.d.). For the
purpose of this study licensed mental health provider will be restricted to the
following licensure types and all of their specific designations, excluding trainee:
professional counselor (PC), social worker (SW), and marriage and family
therapist (MFT) (Counselor, Social Worker & Marriage and Family Therapist
Board, n.d.).
» Parental ACEs — traditional and expanded ACE:s that a client’s parents
experienced during their own childhood (Eismann et al., 2019)
o Impact of parental ACEs — factors related to parental ACEs that contribute
to the transmission of ACEs across generations (Narayan et al., 2021)
= Screening — use of a formal instrument or interview to assess for risk or problem
areas (American Academy of Pediatrics, 2013)
Summary
In an effort to explore mental health professionals’ understanding of the
intergenerational impact of ACEs and the most effective way to work with these children,
the concept must be looked at from a tiered perspective. This chapter expressed the
importance of mental health professionals keeping abreast of the latest research findings.
It explained what ACEs are and the systemic nature of their transmission from one
generation to the next. Lastly, it discussed gaps in the literature and the purpose of the
current study. Chapter Two provides a comprehensive literature review on parental

ACEs, their systemic impact on subsequent generations, research on prevention and



treatment for children and how that information is being implemented into practice.
Chapter Three provides an in-depth description of the methodological plan of action for
this study. Chapter Four provides a descriptive predictive analysis of the study’s results.
Lastly, Chapter Five concludes with a discussion of the results, clinical implication,

limitations, and future directions for research.
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CHAPTER II

LITERATURE REVIEW

The purpose of this literature review was to compile research findings on Adverse
Childhood Experiences (ACESs) exposure to examine the multiple layers of results
relevant to current knowledge, skills, and methods recommended for counseling children.
This chapter will discuss literature on the following topics: 1) the impacts of ACEs to an
individual, 2) intergenerational transmission of ACEs, 3) the impact of parental ACEs on
parenting, 4) the impact of parental ACEs on the child, 5) identification, assessment, and
treatment of child clients at risk for transmission of ACEs. These issues will be connected
systemically utilizing the framework of General Systems Theory (GST) as a conceptual
guide. The literature review will be concluded with the research questions and related
hypotheses.

Adverse Childhood Experiences

Healthy child development is dependent on a secure parent-child attachment,
created through a nurturing and supportive social environment, especially in the first five
years of life (Bernstein et al., 2013; Cooke et al., 2019; Felitti, 2018; Gillespie & Folger,
2017; Johnson et al., 2017; Molitor & Dvorsky, 2019; Steele et al., 2016; Stepleton et al.,
2018; Zvara et al., 2016). This early attachment creates a working model for the child to
develop a sense of self and a guide for expectations in relationships (Steele et al., 2016).

When a child (age 0-17 years) experiences adversity, especially in those imperative early
11



years, there is a disturbance in the attachment with their caregiver, which creates a
disruption in their developmental trajectory (Borja et al., 2019; Cooke et al., 2019; Folger
et al., 2018; Gillespie & Folger, 2017; Lyons-Ruth et al., 2003; Molitor & Dvorsky,
2019; Murphy et al., 2014; Plant et al., 2018; Steele et al., 2016; Stepleton et al., 2018;
Wolfe et al., 2019). This disruption can lead to emotional, behavioral and relational
challenges; poor school performance; early adoption of high-risk behaviors; substance
use and abuse; physical illness and injury; metal iliness; and pregnancy complications
(Burke Harris, 2014; Eismann et al., 2019; Felitti, 2018; Folger et al., 2018; Gillespie &
Folger, 2017; Lange et al., 2019; McDonald et al., 2019; Murphy et al., 2014; Stepleton
et al., 2018; Stevens, 2012; Sun et al., 2017)

These early adversities are commonly referred to as “Adverse Childhood
Experiences” or “ACEs”. ACEs are typically broken down into three categories: Abuse,
Neglect, and Household Dysfunction. Those categories are broken down further into ten
specific experiences and are listed in Table 2.1. The abuse category is broken down into
physical, emotional, and sexual abuse. The neglect category is broken down into physical
and emotional neglect. The other five experiences, grouped into the household
dysfunction category, are: parental separation/divorce, domestic violence exposure,
substance abuse within the household, mental illness within the household and a member
of the household being incarcerated.

Table 2.1

Adverse Childhood Experiences Categories

ACE Type ACE Exposure
Abuse Physical Abuse
Abuse Emotional Abuse
Abuse Sexual Abuse
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ACE Type ACE Exposure

Neglect Physical Neglect

Neglect Emotional Neglect
Household Dysfunction Parental Separation/Divorce
Household Dysfunction Domestic Violence Exposure
Household Dysfunction Household Substance Abuse
Household Dysfunction Household Mental IlIness
Household Dysfunction Household Incarceration

History of ACEs

ACEs were initially studied by Dr. Vincent Felitti, Chief of the Department of
Preventative Medicine for Kaiser Permanente (Burke Harris, 2014; Felitti, 2018; Stevens,
2012; Wolfe et al., 2019). In 1985, while running an obesity program, he began to
interview participants who had dropped out of the program, even after successfully losing
more than 100 pounds (Felitti, 2018; Stevens, 2012). During these interviews, he found
that many of these individuals had been sexually abused (Felitti, 2018; Stevens, 2012;
Wolfe et al., 2019). Dr. Felitti teamed up with Dr. Robert Anda, an epidemiologist who
was studying the relationship between depression and coronary heart disease, to perform
a significant study through Kaiser Permanente, a hospital that treats more than 50,000
clients annually (Felitti, 2018; Stevens, 2012). Each patient seen at the hospital is asked
to complete a detailed biopsychosocial medical questionnaire, an extensive physical
examination and lab tests (Felitti, 2018; Stevens, 2012). Drs. Felitti and Anda approached
26,000 patients to participate in the study, in order to understand how childhood events
may impact adult health, and 17,421 agreed (Burke Harris, 2014; Felitti, 2018; Substance
Abuse and Mental Health Services Administration [SAMHSA], 2018; Stevens, 2012).
The study was conducted from 1995-1997 and the participants were followed for an

additional fifteen years (Felitti, 2018; SAMHSA, 2018; Stevens, 2012; Wolfe et al.,
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2019). Information from Dr. Felitti’s original interviews was used to develop trauma-
oriented questions that were added to the already extensive biopsychosocial questionnaire
that patients at Kaiser Permanente were asked to fill out when seeing a physician (Felitti,
2018; Stevens, 2012; Wolfe et al., 2019).
ACE Study Findings

There were three main findings from this massive study (Burke Harris, 2014;
Felitti, 2018; SAMHSA, 2018; Stevens, 2012). First, they found that there is a direct link
between ACEs and adult-onset chronic disease, mental health issues, engagement in
high-risk behaviors, injury, infectious disease, poor maternal health, incarceration,
learning difficulties, relationship distress and decreased opportunities (Burke Harris,
2014; Felitti, 2018; Murphy et al., 2014; SAMHSA, 2018; Schofield et al., 2018; Stevens,
2012). Second, ACEs are common; 67% of participants experienced at least one type of
exposure, 87% of those individuals experienced two or more types of exposure, and
12.5% of the participants had exposure to at least four types of ACEs (Burke Harris,
2014; Felitti, 2018; SAMHSA, 2018; Stevens, 2012; Wolfe et al., 2019). Third, the
effects of ACEs are dose related; increased ACE exposure is significantly correlated with
increased high-risk behaviors and decreased physical, mental, and social health (Burke
Harris, 2014; Centers for Disease Control [CDC], n.d.a; Felitti, 2018; Johnson et al.,
2017; Lange et al., 2019; Murphy et al., 2014; SAMHSA, 2018; Stevens, 2012; Wolfe et
al., 2019). A person’s ACE score provides a measure of cumulative stress in childhood
(Murphy et al., 2014), and exposure to each of the ten types of experiences counts as one
point. Individuals with a score of at least four, have significant increased risk for negative

outcomes (Burke Harris, 2014; Dennis et al., 2019; Felitti, 2018; Lange et al., 2019;

14



McDonald et al., 2019; Murphy et al., 2014; Schickedanz et al., 2018; Stevens, 2012;
Wolfe et al., 2019). Negative outcomes from ACE exposure impact physical health,
mental health, and an individual’s behavior, which can create a ripple effect throughout
their lifetime (Burke Harris, 2014; Felitti, 2018; McDonald et al., 2019; SAMHSA, 2018;
Stevens, 2012; Wolfe et al., 2019).

Prevalence

When looking at outcomes and effects of exposure to ACEs, it is wise to look at
the prevalence of that exposure. According to the seminal ACE study, around 67% of
adults have at least one ACE exposure and 12% of adults have at least four (Burke
Harris, 2014; Felitti, 2018; McDonald et al., 2019; SAMHSA, 2018; Stevens, 2012).
According to Dennis et al. (2019), 15% of women and 9% of men have at least four ACE
exposures. In an analysis of 2500 children for whom researchers had data, 20% had a
parent who reported experiencing four or more ACEs during their own childhood
(Schickedanz et al., 2018). Another study found that approximately 34% of maltreating
parents reported being victims of childhood trauma (Szilagyi et al., 2016). This would
imply that there are other important factors, beyond ACEs that determine parenting and
child outcomes.

Participants. To critically examine the prevalence, especially in the seminal
study, it is important to look at the participants. These participants were predominantly
White (75%), with the remainder Latino (11%), Asian/Pacific Islander (7.5%), and Black
(5%) (Felitti, 2018; Felitti et al., 1998; SAMHSA, 2018). The average age of participants
was 57 years and 40% had a bachelor’s degree or higher (Felitti, 2018; Felitti et al, 1998;

SAMHSA, 2018). Overall, these participants were white, educated, middle-age, middle-
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class individuals that were part of the Kaiser Permanente Insurance Network, so all had
jobs with great insurance (Felitti, 2018; SAMHSA, 2018). Research shows that abuse and
neglect are five times higher for families with low socioeconomic status (SES) (Burke
Harris, 2014). So, if 67% of this privileged population had at least one ACE exposure,
what do the numbers look like for families of lesser means? To look more critically at
this question, we must turn to multicultural aspects of the seminal survey.

Multicultural Aspects. As stated, the seminal study encompassed a mostly white,
educated, middle class population (CDC, n.d.). The ACE categories were based upon the
childhood adversities most often reported by this group. However, these “conventional”
ACEs, as they are commonly referred to, may not capture the full spectrum of relevant
childhood adversities experienced by diverse urban populations (Cronholm et al., 2015;
Wade, et.al, 2016). A study conducted by the Philadelphia ACE Task Force Workgroup
in 2012 looked at five additional community level childhood adversities, which are
dubbed “expanded” ACEs. These are witnessing violence, experiencing racial and/or
ethnic discrimination, living in unsafe and/or unconnected neighborhoods, bullying, and
living in foster care (Cronholm et al., 2015; Wade, et.al, 2016). This study’s sample
consisted of a more diverse population that was 45.2% white, 43.6% black (Cronholm et
al., 2015; Wade et al, 2016) and while the majority of the sample were employed
(87.8%), had insurance (87.7%) and a usual source of healthcare (89.6%), 30% were
living below the poverty level (Wade, et.al, 2016). This study found a much higher
prevalence of exposure to conventional ACEs than the seminal ACE study, with 20.7%
of participants having experienced four or more, while 13.4% experienced at least three

expanded ACEs (Cronholm et al., 2015; Wade, et.al, 2016). The study also found that
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14% of this diverse urban population experienced no conventional ACEs but did
experience at least one expanded ACE exposure, meaning that if only conventional ACEs
were assessed, 14% of the population would have been overlooked (Cronholm et al.,
2015; Wade, et.al, 2016). However, this study also found evidence that only the
conventional ACEs (four or more) are significantly associated with physical health
problems, while three or more expanded ACEs are associated with impacts of increased
risk behaviors, such as substance use and sexually transmitted infections (Wade, et.al,
2016). Others have looked beyond even these expanded ACEs to include additional
adversities that may impact an individual’s long-term health. The World Health
Organization has created the most comprehensive screening tool for ACEs, the Adverse
Childhood Experiences International Questionnaire (ACE-1Q), with 36 items, covering
eight categories: marriage, emotional neglect, physical neglect, family environment,
abuse, peer violence, witnessing community violence and exposure to war/collective
violence (Koita et al., 2018). It is important to understand that there are adverse
childhood experiences beyond the ten seminal experiences identified in the seminal ACE
study, because our country and our world are made up of a diverse landscape of
individuals with vastly different experiences. To help understand what kind of
experiences to consider, it is important to understand how ACEs affect the body from a
physiological standpoint.
Conceptualizing the ACE Study Results

The ACE study generated a movement towards understanding the impacts of
trauma, which included scientific research on how it affects the developing human body

and creates these negative health outcomes. Scientists’ conceptualization of this process
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begins with the hypothalamic-pituitary-adrenal axis (Burke Harris, 2014; Folger et al.,
2018; Jackson Nakazawa, 2015). This is the stress response system and is responsible for
the fight/flight/freeze response (Burke Harris, 2014; Felitti, 2018; Jackson Nakazawa,
2015; Stevens 2012). Dr. Burke Harris (2014) uses the metaphor of encountering a bear
in the forest to explain this concept. If you encounter a bear in the forest and your life is
in imminent danger, “your hypothalamus sends a signal to your pituitary, which sends a
signal to your adrenal gland that says, ‘Release stress hormones! Adrenaline! Cortisol!””
(Burke Harris, 2014; 8:07). These stress hormones activate the amygdala, the body’s
primitive fear response system, which shuts down the prefrontal cortex (Burke Harris,
2014; Jackson Nakazawa, 2015; Conn et al., 2018). The prefrontal cortex is responsible
for decision making, affective self-regulation, impulse control, and executive functioning
(Burke Harris, 2014; Jackson Nakazawa, 2015). This process is an adaptive response that
keeps an individual from hesitating in order to logically think through options, which
takes precious time when you are trying to survive (Burke Harris, 2014; Jackson
Nakazawa, 2015). However, when the body’s physiological stress response system is
chronically activated, as is the case when children are repeatedly exposed to adverse
childhood experiences, the body is prevented from returning to homeostasis (Borja et al.,
2019; Burke Harris, 2014; Eismann et al., 2019; Jackson Nakazawa, 2015; Lange et al.,
2019; McDonald et al., 2019; Szilagyi et al., 2016; Wolfe et al., 2019), which can lead to
impacts on the brain, physical health, mental health, behavior, learning and quality of life.
Impact on the Brain and Biology. When the body’s stress response system is
repeatedly activated, chemical markers, called methyl groups, adhere to the genes

responsible for stress response and alter their function, this is called gene methylation
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(Jackson Nakazawa, 2015). The genes are permanently switched to the on position,
decreasing the individual’s ability to respond appropriately to stressful stimuli (Jackson
Nakazawa, 2015). Gene methylation can change the epigenetics of the genome
permanently, which explains why individuals with high ACE scores have a tendency to
overreact to daily stressors (Jackson Nakazawa, 2015). It may also explain the increase in
learning disabilities. If the amygdala is always turned on and the prefrontal cortex is
inhibited, an individual cannot learn or think logically due to being in a perpetual
heightened state (Jackson Nakazawa, 2015). Chronic toxic stress, from the flooding of
stress hormones, also promotes inflammation and disease process that has a significant
effect on brain shape and size (Jackson Nakazawa, 2015). Magnetic resonance imaging
(MRI) has shown shrinkage and decreased gray matter in several areas of the brain of
individuals with high ACE scores (Borja et al., 2019; Jackson Nakazawa, 2015). The
hippocampus, which is responsible for processing emotions, memory storage and
management of stress, as well as the prefrontal cortex and the amygdala, are shown to
have decreased gray matter (Borja et al., 2019; Jackson Nakazawa, 2015). The nucleus
accumbens, the body’s pleasure/reward system is activated repeatedly with the release of
stress hormones (Jackson Nakazawa, 2015). This coupled with the decrease in fear
response from a shrunken amygdala may explain why traumatized individuals engage in
high-risk behaviors and substance abuse (Burke Harris, 2014; Jackson Nakazawa, 2015).
Their brains need more adrenaline to feel the same pleasure, because it has been
desensitized from continuous activation. Decreased gray matter and shrinkage in critical
areas of the brain are attributed to increased inflammation in the brain (Jackson

Nakazawa, 2015). Humans are born with an overabundance of neurons and synaptic
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connections (Jackson Nakazawa, 2015), which is what allows children to learn so much
faster than adults. However, recent research has discovered that approximately one tenth
of brains cells are non-neural cells, called microglia, which are part of the immune
system (Jackson Nakazawa, 2015). Each microglia can engulf an entire cell (Jackson
Nakazawa, 2015). Chronic stress and the flooding of stress hormones into the body,
increase the number of microglia, which prunes away gray matter, weakening the
connectivity between the prefrontal cortex and the hippocampus, changing the brain’s
tone, and likely contributing to the development of mood disorders, as well as poor
executive functioning and decision making (Jackson Nakazawa, 2015). Another
significant change to the genetic structure happens in the deoxyribonucleic acid (DNA).
Telomeres are endcaps (think of the plastic tips on each end of a shoelace), which keep
each strand of DNA intact (Jackson Nakazawa, 2015). As individuals age, telomeres
begin to erode, and the strand of DNA begins to unravel (Jackson Nakazawa, 2015).
Chronic exposure to stress hormones accelerates the erosion of telomeres, which
stimulates premature aging on a cellular level and the development of disease at younger
ages (Jackson Nakazawa, 2015). All of the changes exacerbated by chronic stress inhibit
the brain from entering “default mode” (Jackson Nakazawa, 2015). The default mode is
the uniting of hippocampus and prefrontal cortex, which instinctually tell an individual
what is relevant and what to do next, without conscious thought (Jackson Nakazawa,
2015). Without this process, an individual has to continuously and consciously decide
what is relevant and what to do next, which overloads the body’s emotional and cognitive
regulation system, decreasing an individual’s ability to react in an appropriate manner

(Jackson Nakazawa, 2015). Julian et al. (2019) state that oxytocin, which is a
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neuropeptide secreted by the pituitary gland and responsible for bonding with others, may
increase susceptibility to the biological and emotional impacts of chronic ACE exposure;
individuals who have an abnormality in oxytocin gene receptors appear to be protected
from the effects of childhood maltreatment.

Another factor that is important in understanding the impact that toxic stress
hormones have on the body, is the lymph system (Jackson Nakazawa, 2015). The lymph
system is part of the circulatory system that is intended to help keep the body healthy
(Jackson Nakazawa, 2015). Lymph fluid carries toxins out of unhealthy areas and carries
in immune cells to battle infection (Jackson Nakazawa, 2015). However, as previously
discussed, when this protective system in repeatedly stimulated by chronic stress
hormones, it goes from being helpful to harmful. Chronic stress is not localized,
therefore, when these hormones are repeatedly released into the body, the immune system
sends cells throughout the entire brain-body pathway in order to find and treat the cause
(Jackson Nakazawa, 2015). Unfortunately, since the cause is external, the immune

2 13

system’s “attack” on the body leaves a biological imprint of that stress, which leads to an
array of physical, mental, and behavioral health impacts (Lange et al., 2019; Le-Scherban
et al., 2018; McDonald et al., 2019; Murphy et al., 2014; Stepleton et al., 2018).

Impact on Physical Health. Individuals with four or more ACEs are at a higher
risk for seven out of ten of the leading causes of death (Burke Harris, 2014; Felitti, 2018).
At a score of six or more, individuals have an average life span that is 20 years less than a
person with an ACE score of zero (Burke Harris, 2014; Felitti, 2018; Jackson Nakazawa,

2015; Le-Scherban et al., 2018). People with four or more ACE exposures are three times

more likely to develop ischemic heart disease and lung disease, two and a half times more
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likely to develop sexually transmitted infections, chronic obstructive pulmonary disease
and hepatitis (Burke Harris, 2014; Felitti, 2018; Jackson Nakazawa, 2015; Le-Scherban et
al., 2018; Stevens 2012). Higher ACE scores also increase the risk for cancer, obesity,
diabetes, auto-immune disorders, and fractures (Burke Harris, 2014; Felitti, 2018;
Jackson Nakazawa, 2015; Le-Scherban et al., 2018; Stevens 2012). Dennis et al. (2019)
found that ACE exposure also increases the likelihood of chronic pain.

Impact on Mental Health. Lyons-Ruth et al. (2003) stated that individuals with
exposure to ACEs experience problems with “regulating affective arousal, dissociation,
somatization, changes in perception of self and other, and changes in systems of
meaning” (p. 333). Murphy et al. (2014) compared a group of individuals with mental
health diagnoses to a community sample and found that 84% of the clinical sample had
four or more ACE exposures compared to 27% of the community sample. Studies have
found that the rates of depression increase by four and a half times, suicide increases by
twelve times, and learning disabilities increase by 32 times for individuals with four or
more ACEs (Burke Harris, 2014; Felitti, 2018) and these individuals also show increased
rates of anxiety, post-traumatic stress disorder (PTSD), and insecure attachment, which
may lead to relationship difficulties and parenting issues (Burke Harris, 2014; Felitti,
2018; Stevens 2012). Gillespie and Folger (2017) found that there was a significant
increased risk for Attention Deficit/Hyperactivity Disorder (ADHD) in children with
three or more ACE exposures and Molitor and Dvorsky (2019) reported a consistent
relationship between child sexual abuse and adult depression.

Impact on Behavior. A high ACE score impacts an individual’s behavior by

increasing rates of engaging in comfort eating, methamphetamine use, inappropriate
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and/or high-risk sex, high-risk sports, violence and overworking and/or over-achieving
lifestyles (Burke Harris, 2014; Felitti, 2018; Lange et al., 2019; McDonald et al., 2019;
Stepleton et al., 2018; Stevens 2012). These individuals are two times more likely to use
tobacco products, seven times more likely to use alcohol, and ten times more likely to
inject street drugs (Burke Harris, 2014; Felitti, 2018; Lange et al., 2019; Stepleton et al.,
2018). Three or more ACEs are correlated with increased aggression and social problems
in children (Gillespie & Folger, 2017) and research supports a significant association
between childhood trauma and juvenile/adult criminal behavior (Scott & Copping, 2008).
Research has also found higher rates of childhood trauma in individuals who have been
arrested and/or charged with criminal acts, than those who have not (Scott & Copping,
2008). Many people might see this as a coincidence or an obvious case of bad childhood
leading to bad behavior. However, as discussed previously, there is a lot of science that
supports a biological cause.

Impact on Learning. Researchers have found that children with increased ACE
exposure display a decrease in educational achievement (Gillespie & Folger, 2017; Lange
et al., 2019; McDonald et al., 2019; Plant et al., 2018). Gillespie and Folger (2017) found
that children with three or more ACEs scored lower on kindergarten readiness score than
their counterparts with no ACE exposure. These children were also more likely to have
decreased language, literacy and math skills (Gillespie & Folger, 2017).

Impact on Quality of Life. As discussed previously, children are particularly
vulnerable to the toxic stress caused by ACE exposure in the first five years of life
(Cooke et al., 2019; Felitti, 2018; Gillespie & Folger, 2017; Molitor & Dvorsky, 2019;

Steele et al., 2016; Stepleton et al., 2018). Unfortunately, childhood trauma has been
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found to occur in bulk during this age frame leaving a lasting impression on an
individual’s quality of life (Gillespie & Folger, 2017; Molitor & Dvorsky, 2019). ACE
exposure has been connected to increased unemployment and decreased social supports
(Lange et al., 2019; Plant et al., 2018). These may be mediating factors in the McDonald
et al. (2019) study that found that ACEs are associated with a decrease in economic
productivity. Molitor and Dvorsky (2019) found that increased ACE exposure, more
specifically child sexual abuse, was associated with a 2.21 times increased risk for teen
pregnancy and Hillis et al. (2004) found that “teen pregnancy occurred in 16%, 21%,
26%, 29%, 32%, 40%, 43%, and 53% of those with 0, 1, 2, 3, 4, 5, 6,” 7 and 8 ACEs
respectively (p. 320). Just as the rate of teen pregnancy increased with each additional
ACE exposure, so did family problems, financial problems, job problems, high stress,
uncontrollable anger (Borja et al., 2019), and fetal death after the first pregnancy (Hillis
et al., 2004). Teen pregnancy was not found to be associated with any of these outcomes
if there was no history of childhood trauma (Hillis et al., 2004). These findings suggest
that childhood trauma is the principal source of these impacts on quality of life, rather
than them being consequences of teen pregnancy (Hillis et al., 2004).
Intergenerational Transmission

Understanding the effect that toxic stress has on the brain-body pathway has been
significant in beginning to understand the intergenerational impact that ACEs can have.
Recent research findings support the idea that the physical, mental, behavioral, and
biological effects of ACEs can be inherited or transmitted from one generation to the next
(Cooke et al., 2019; Folger et al., 2018; Gillespie & Folger, 2017; Le-Scherban et al.,

2018; McDonald et al., 2019; Plant et al., 2018; Schickedanz et al., 2018; Schofield et al.,
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2018; Scott & Copping, 2008; Stepleton et al., 2018; Szilagyi et al., 2016). In fact,
Schofield et al. (2018) found that every point an individual from generation one (G1)
scores on the ACE Questionnaire (ACE-Q) is positively correlated with an ACE score of
.34 in generation two (G2). They also found that SES and availability of community
services were not statistically significant factors in G2 ACE scores after accounting for
G1 ACE scores (Schofield et al., 2018).
Hypotheses

Multiple studies have found that maternal ACE scores have more of an impact on
G2 ACE scores than paternal scores (Eismann et al., 2019; Schickedanz et al., 2018).
Several hypotheses have been suggested to account for this phenomenon and for
intergenerational transmission of ACEs in general, but when all of these explanations are
integrated, a more comprehensive conceptualization emerges.
Hypothesis One

One hypothesis for intergenerational transmission is that maternal ACEs are more
highly correlated to child ACE scores due to epigenetics and in utero changes (McDonald
etal., 2019; Plant et al., 2018; Schickedanz et al., 2018; Sun et al., 2017; Szilagyi et al.,
2016; Vagero & Rajaleid, 2017). Studies have hypothesized that the embedding of stress
in a parent’s biology may affect offspring through physiology or epigenetic pathways
(McDonald et al., 2019; Stepleton et al., 2018). This is supported by the findings of
Slopen et al. (2018), which showed higher cortisol levels in hair samples of children
whose mothers had significant trauma exposure compared to children of mothers with

little to no trauma exposure.
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Hypothesis Two

Another hypothesis is that mothers are largely the primary caregivers for the
subsequent generation, which accounts for their larger impact on their children
(McDonald et al., 2019; Schickedanz et al., 2018; Szilagyi et al., 2016). This is important
when considering the effects that maternal anxiety and depression may play, both during
pregnancy and postnatally on G2 (Cooke et al., 2019; Dennis et al., 2019; Johnson et al.,
2017; McDonald et al., 2019; Stepleton et al., 2018; Sun et al., 2017; Zalewski et al.,
2013; Zvara et al., 2016). Studies have found maternal anxiety and depression to be a
mediating factor between maternal ACEs and internalizing and externalizing behaviors in
G2 at the age of 2 years (Dennis et al., 2019; McDonald et al., 2019; Zalewski et al.,
2013). This relationship was increased in mothers that experienced exposure to physical
abuse (Cooke et al., 2019). Depressed mothers were found to be more likely to engage in
negative and withdrawing parenting behaviors (Cooke et al., 2019; Zalewski et al., 2013).
Hypothesis Three

This leads to the next hypothesis that poor attachment and negative parenting
behaviors can lead to increased ACE scores in G2 (Cooke et al., 2019; Dennis et al.,
2019; Johnson et al., 2017; McDonald et al., 2019; Ozcan et al., 2016; Schickedanz et al.,
2018; Stepleton et al., 2018; Sun et al., 2017). Steele et al. (2016) discusses how there is
fifty years of Attachment Theory literature which explain how an individual’s “early
childhood experiences, especially parent-child relationships, influences how adults parent
their own children” (p. 32). Researchers believe that children do not develop adequate
self-regulation skills when they are not given adequate comfort and support (Stepleton et

al., 2018). As we have previously discussed lack of self-regulation leads to decreased
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quality of life and decreased social supports, but Cooke et al. (2019) has found that, if
women are able to develop secure attachments in adulthood, they are able to parent in a
more optimal fashion and can disrupt the intergenerational transmission of ACEs.
Hypothesis Four

Lastly, is the hypothesis of inherited trauma. The basis of the inherited trauma
hypothesis is that the negative outcomes of ACEs for G1, become the ACEs for G2
(Gillespie & Folger, 2017; Johnson et al., 2017; Stepleton et al., 2018; Szilagyi et al.,
2016; Wiig et al., 2017). Table 2.2 displays a side-by-side comparison of basic ACE
outcomes for G1 beside the ACE category exposure that G2 might experience. Each of
the above hypotheses seems to add a component to how ACEs are intergenerationally

transmitted. To better understand this phenomenon, it is important to review the research

on how G1 ACEs impact parenting.

Table 2.2

Comparison of Generation 1 (G1) ACEs Outcomes and Generation 2 (G2) ACEs

Categories

G1 ACE Outcomes

G2 ACE Categories

Behavioral Issues

Decreased Emotional Regulation
Inappropriate Sex

High Risk Sex

Depression

Decreased Attachment
Vulnerable Living Conditions
Food Scarcity

Negative Health Outcomes
Suicide Attempts

Divorce

Intimate Partner Violence (IPV)

27

Physical Abuse
Emotional Abuse
Sexual Abuse
Sexual Abuse
Emotional Neglect
Emotional Neglect
Physical Neglect
Physical Neglect
Loss of a Parent
Loss of a Parent
Loss of a Parent
Domestic Violence Exposure



G1 ACE Outcomes G2 ACE Categories

Substance Use Household Substance Abuse
Mental IlIness Household Mental IlIness
Sleep Disturbances Household Mental IlIness
Incarceration Household Incarceration

Impact on Parenting

Intergenerational transmission of ACEs has become a hot topic in recent years.
Just as research into G1 ACEs has revealed the unprecedented impact that childhood
trauma has on the overall health of an individual, research into intergenerational
transmission has revealed the positively correlated impact that G1 ACEs has on the
overall health of G2. G1 ACEs have also been found to “predict perinatal mood
symptoms, maladaptive parenting cognitions, and problematic parenting of one’s own
children, including abuse and neglect” (Oosterman et al., 2018, p. 127). This section will
give an overview of current research into the negative impact that ACEs have on
parenting, through insecure and disorganized attachment, parenting stress, and parental
perception of the child.
Attachment

“Infants form patterns of securing comfort and safety in their environments
through repeated, dyadic interactions with caregivers” (Cooke et al., 2019, p. 28). Infants
receiving reliable, consistent care from autonomous caregivers develop secure
attachments, whereas infants experiencing insensitive and inconsistent caregiving are
more likely to form representations of unreliable untrustworthy caregivers and develop
insecure or disorganized attachment (Bernstein et al., 2013; Cooke et al., 2019; Steele et

al., 2016).
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Childhood attachments are predictive of attachment in adulthood (Cooke et al.,
2019) and tend to be consistent from one generation to the next (Bernstein et al., 2013).
Attachment styles are typically classified into four categories: secure, anxious
preoccupied, dismissive avoidant, and fearful avoidant. Secure attachment allows an
individual to communicate needs in a healthy manner. The other three styles are insecure
attachments in which individuals use ineffective means to communicate needs. There are
two, commonly referred to, ineffective means of communicating needs: anxiety and
avoidance (Cooke et al., 2019).

Avoidance is the method used when the individual fears potential rejection from
their object of attachment, in the case of a child, this is the caregiver (Cooke et al., 2019).
Avoidance can lead to withdrawal from “engaging in close relationships, masking and
controlling of emotions, distancing strategies and a need for independence” (Cooke et al.,
2019, p. 28). Anxiety, on the other hand, is used when an individual fears a potential loss
of the object of attachment, and “manifest as extreme need for closeness, clinginess, or
demandingness” (Cooke et al., 2019, p. 28). Child maltreatment increases the risk of
psychological vulnerability and developing an insecure attachment (Bernstein et al.,
2013; Cooke et al., 2019; Folger et al., 2018; Plant et al., 2018; Stepleton et al., 2018).

Empirical research has shown that internalizing symptoms, such as anxiety and
depression in adulthood are strongly related to childhood exposure to physical abuse,
sexual abuse and neglect, via insecure parent-child attachment, especially for mothers
(Cooke et al., 2019; Oosterman et al., 2018). These internalizing symptoms are then the
mediator between maternal ACEs and a child’s behavior at 5 years, most likely via the

mother’s inability to foster a secure parent child relationship (Cooke et al., 2019; Molitor
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& Dvorsky, 2019). Murphy et al. (2014) used the Adult Attachment Interview (AAl) to
conduct research into the validity of using an individual’s ACE score as an indicator of
adult attachment security and Bernstein et al. (2013) used it to conduct research into the
intergenerational transmission of insecure attachment, via parental idealization. The AAI
involves transcribing an interview verbatim and having trained researchers code 179
points based on the thoughtfulness and coherency with which the individual is able to
describe and evaluate childhood experiences (Murphy et al., 2014). This allows the
researcher to categorize the individual’s state of mind related to their attachment history
(Murphy et al., 2014). A secure classification on the AAI has been linked to optimal
parenting (Murphy et al., 2014).

The AALI lists five attachment style categories: secure free/autonomous (F),
insecure dismissing (D), insecure entangled/preoccupied (E), unresolved regarding past
loss or trauma (U), and cannot classify (CC) (Murphy et al., 2014). The first three
categories are considered organized, while the last two, Unresolved and Cannot Classify,
are considered disorganized (Lyons-Ruth et al., 2003; Murphy et al., 2014). The U
category is given to an individual when there is evidence of a loss of reasoning
surrounding a loss or traumatic event (Lyons-Ruth et al., 2003). Two examples of this
type of evidence would be: 1) an individual focusing, to an extreme, on details of the
event, and 2) feeling unrealistically responsible for it (Lyons-Ruth et al., 2003). The CC
category is given to an individual that does not fit clearly into one of the other categories
(Lyons-Ruth et al., 2003; Murphy et al., 2014).

The study compared a group of individuals with mental health diagnoses to a

community sample and found that 76% of the clinical sample were categorized as

30



disorganized (U/CC) compared to only 9% of the community sample (Murphy et al.,
2014). They also found that 65% of individuals who reported 4 or more ACE exposures
were classified U/CC and 72% of all individuals classified U/CC reported lack of
emotional support as an ACE exposure (Murphy et al., 2014). This supports the idea that
increased ACEs and decreased emotional support increases the likelihood of a
disorganized classification. This is important because a disorganized classification for a
parent is a predictor of the “most troubling infant-parent relationship, in which fear and
disorganization predominate” (Murphy et al., 2014, p. 225). Bernstein et al. (2013)
similarly found that mothers who experienced maltreatment from a caregiver in
conjunction with decreased levels of the caregiver warmth were more likely to have
infants with insecure-avoidant attachment at 18 months. This type of relationship is
predictive of “externalizing disorders in later childhood, post-traumatic stress disorder in
middle childhood, dissociation across teenage years evident from peer, teacher and self-
ratings, and borderline symptoms in early adulthood” (Murphy et al., 2014, p. 225).
Lyons-Ruth et al. (2003) found that 53% of infants classified as disorganized have a
parent with a U classification. Mothers who witnessed IPV in childhood (an ACE highly
correlated with a score of four or more), were more likely to have a U/CC classification
(Murphy et al., 2014), as were mothers who experienced a loss/death; although, the
severity of the loss/death, had no significant impact on the level of disorganization
(Lyons-Ruth et al., 2003). Moe et al. (2018) found a significant correlation between
attachment-based avoidance and anxiety to parenting stress at 12 months postnatal and

that the attachment style was a mediating factor between maternal ACEs and parental
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stress. This is significant, because the first year of life is a time when parent-child
attachment is being consolidated (Moe et al., 2018).
Parenting Stress

Along with decreases in competent parenting skills, mothers who have
experienced childhood trauma, particularly sexual abuse, are more likely to report being
less satisfied with their parenting role (Molitor & Dvorsky, 2019; Zalewski et al., 2013).
One mediating factor could be the significant positive association between maternal ACE
scores and parenting stress (Borja et al., 2019; Lange et al., 2019; McDonald et al., 2019;
Min et al., 2013; Plant et al., 2018; Waurster et al., 2019). As discussed, ACEs have a
significant influence on quality of life, which may play a role in increased parental stress.
For instance, McDonald et al. (2019) reports that mothers with higher ACE scores have
been found to have higher instances of single marital status, lower household income,
decreased education, decreased optimism, increased neuroticism, increased post-partum
depression, increased anxiety, and decreased parenting morale. While lower SES seems
to make sense as a cause for this phenomenon, studies show that higher maternal ACE
scores are positively correlated with parental stress even after accounting for SES (Steele
et al., 2016). This could be due to increased mental health issues and decreased social
supports associated with higher maternal ACE scores (Lange et al., 2019; McDonald et
al., 2019; Plant et al., 2018; Steele et al., 2016). Women with three or more ACEs are five
times more likely to experience postnatal psychosocial risk factors and more likely to
have maladaptive coping strategies (McDonald et al., 2019). Studies show that parental
stress has a direct impact on parent behavior, child behavior and child outcomes

(McDonald et al., 2019; Steele et al., 2016; Stepleton et al., 2018).
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Parents with higher reported stress levels are more likely to use authoritarian or
permissive parenting styles, which are less effective (Lange et al., 2019). There are four,
generally understood, styles of parenting: Authoritative, Authoritarian, Permissive and
Neglectful-Uninvolved. (Broderick & Blewitt, 2015; Lange et al., 2019). These parenting
styles are leveled combinations of parental warmth and parental demandingness, shown
in Figure 2.1. Authoritative parenting style is considered to be the optimal parenting style
by creating a positive emotional climate and secure boundaries (Broderick & Blewitt,
2015). Parents with higher reported stress levels are also more likely to share decreased
stimulating parent-child interaction and are more likely to respond to their children
punitively leading to an increase in child maltreatment (Lange et al., 2019). These parents
have a harder time modulating their own emotions, which impedes their ability to create
relational security in their children and be able to teach them how to regulate their own
emotions and adapt to life stressors (Lange et al., 2019; Steele et al., 2016; Stepleton et
al., 2018). The inability to emotionally regulate, leads to an increase in internalizing and
externalizing behaviors for children of parents with high levels of parental stress, which
leads to behavioral problems and lack of school readiness (Folger et al., 2018; Lange et
al., 2019; Steele et al., 2016). Parenting stress is influenced by an individual’s perceptions
of their own parent’s behaviors and their childhood relationship with that parent (Steele
et al., 2016). These perceptions inform assumptions about an individual’s own parenting
behaviors and how their child will respond to those behaviors (Steele et al., 2016).

Lange et al. (2019) used the Parenting Stress Index-Short Form (PSI-SF) to
conduct research into how parental ACEs impact parental stress. The PSI-SF is a 36 item

self-report tool composed of three subscales: Parental Distress (PD), Difficult Child
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(DC), and Parent-Child Dysfunctional Interaction (PCDI) (Steele et al., 2016). The study
found that each additional ACE that a mother was exposed to was associated with a 3.19
percentile increase in total score on the PSI-SF, a 2.45 percentile increase on the PD
subscale, and a 3.69 percentile increase on the DC subscale (Lange et al., 2019). The DC
subscale captures difficulties related to child's behavior (Lange et al., 2019). Parental
distress can exacerbate parental negative perceptions about children’s behaviors and
emotional states (Min et al., 2013; Molitor & Dvorsky, 2019). When this happens,
parents are more likely to parent with ineffective and aggressive behaviors (Molitor &
Dvorsky, 2019). A parent’s perception of their child’s behavior is not the only perception
affected by childhood trauma. Cunningham and Renk (2018) found that mothers who
experienced high levels of childhood trauma may experience an inaccurate perception of
their parenting abilities. They found that mother’s self-reported levels of self-efficacy
were negatively correlated to their self-reported levels of parenting competence, which
was contrary to their initial hypothesis, and suggest that programs aimed at increasing
self-efficacy to increase parenting competence may only be effective to a point
(Cunningham & Renk, 2018). They hypothesized that due to decreased ability to self-
regulate, these mothers may experience an increased level of stress and emotional arousal
that perpetuates a preoccupation with self (Cunningham & Renk, 2018). Cunningham and
Renk (2018), suggest that because of this, interventions such as programs that help
parents to learn to respond to their children’s emotional cues while, simultaneously,
attending to their own emotional states, may be more beneficial in creating lasting change

in parent-child dyads, for mothers who have high levels of accumulated ACEs.
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Maternal ACEs have been significantly, positively correlated with negative

parenting behaviors (Borja et al., 2019; Cooke et al., 2019; Lange et al., 2019; Lyons-

Ruth et al., 2003; McDonald et al., 2019; Molitor & Dvorsky, 2019; Oosterman et al.,

2018; Plant et al., 2018; Steele et al., 2016; Stepleton et al., 2018; Yehuda et al., 2001,

Zvara et al., 2015; Zvara et al., 2016). This may be mediated by parental stress and/or

parental mental health issues, such as depression, anxiety, and PTSD (Borja et al., 2019;

Molitor & Dvorsky, 2019; Plant et al., 2018; Steele et al., 2016; Zvara et al., 2015; Zvara

et al., 2016). Research has shown that mothers who have experienced early childhood

trauma, especially sexual abuse and violence, are more likely to parent aggressively, be

emotionally unavailable, and be less sensitive to emotional cues of their children (Borja
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etal., 2019; Lange et al., 2019; Lyons-Ruth et al., 2003; Molitor & Dvorsky, 2019; Plant
et al., 2018; Steele et al., 2016; Zalewski et al., 2013; Zvara et al., 2015; Zvara et al.,
2016; Zvara et al., 2017), which may give insight into the intergenerational transference
of ACEs. Zalewski et al. (2013) stated that these mothers are also more likely to alternate
aggressive, hostile, and abusive parenting with overly permissive parenting styles. They
are also “significantly more anxious about the intimate aspects of parenting their
children”, “more self-focused (as opposed to child-focused) in their interactions” with
their children and rely “more heavily than non-abused mothers upon their own children
for emotional support” (Zvara et al., 2016, p. 3). These mothers may also be more likely
to employ the use of psychological control over their children in an attempt to decrease
child autonomy, because independent behaviors of their children can be triggering for
women who have experienced abuse (Zalewski et al., 2013, p. 793). Zvara et al. (2015)
found that the effects of childhood sexual trauma on parenting were more pronounced for
mothers with higher incomes, education levels and adult relationship stability. Oosterman
et al. (2018) suggest that early abuse is associated with perceptions of lack of control, less
self-efficacy and lower self-esteem, which may blunt response patterns, leading to
mothers avoiding or quitting difficult parenting tasks, investing less effort and attention
to parenting and using harsher discipline practices. Zvara et al. (2016) suggest that
prenatal distress may have a causal association with early parenting behaviors.

The emotional and behavioral dysregulation stemming from maternal ACEs,
when left unchecked, may become physically or emotionally abusive, such as increased
psychological aggression, the increased use of punitive parenting behaviors, and a greater

reliance on physical discipline strategies (Borja et al., 2019; Molitor & Dvorsky, 2019;
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Steele et al., 2016; Zvara et al., 2016; Zvara et al., 2017). Zvara et al. (2017) found that
mothers with a history of sexual abuse were more likely to exhibit aggressive parenting
toward their sons than towards daughters and were more sensitive toward their daughter’s
emotional needs and bids for attention. Symptoms of depression, such as fatigue,
distractibility, and preoccupation with negative emotional states are incompatible with
nurturing parenting (Molitor & Dvorsky, 2019) and can lead to physical and emotional
neglect of children when left unchecked. This can be seen through decreased maternal
warmth, failure to decipher emotional cues, and disengagement with their children, such
as less talking and/or reading to their children, decreased engagement in functional and
symbolic play, being less attentive to health and prevention requirements, food scarcity
and overall decreased quality of home environments (Molitor & Dvorsky, 2019). Many
of these factors were illustrated in a study that compared rates of childhood adversity
reported by children of Holocaust survivors to rates reported by a group of children not
raised by Holocaust survivors (Yehuda et al., 2001). In the study, children of Holocaust
survivors reported significantly higher levels of all types of abuse and neglect, except
physical abuse (Yehuda et al., 2001). “Parents who have experienced adversity are likely
to need additional support in understanding and implementing such concepts as positive
parenting, appropriate discipline, good self-care, modeling conflict resolution, healthy
coping strategies, and developmental promotion” (Gillespie & Folger, 2017, p. 250)
Impact of Parenting on Child

Beyond their effect on parenting capacity, parental ACEs also impact the
physical, emotional, and relational development of their children (Le-Scherban et al.,

2018; McDonald et al., 2019; Plant et al., 2018; Schickedanz et al., 2018; Stepleton et al.,
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2018; Sun et al., 2017; Wurster et al., 2019). Folger et al. (2018) found the threshold of
mothers who experienced three or more ACEs and/or fathers who accumulated at least
two ACEs to be a marker for significant increased developmental risk for their children.
Madigan et al. (2017) found that for mothers who experienced four or more ACEs, their
children were twice as likely to experience physical health risks and five times as likely
to experience psychosocial risks and the likelihood of these risks were positively
correlated with the number of parental ACEs. Other studies suggest that quality of life
factors play a compounding part in disadvantaging children of mothers exposed to
childhood abuse (Borja et al., 2019; Hillis et al., 2004), while other research has found
that these factors play no significant role (Madigan et al., 2017).
Child Development

Increased parental ACEs have been associate with decreased skill achievement in
children, such as problem-solving skills, communication skills, personal and social skills,
fine and gross motor skills (Folger et al., 2018; Le-Scherban et al., 2018). For each
additional parental ACEs, a child is at an 18% increase for these developmental
impairments (Folger et al., 2018; Le-Scherban et al., 2018). Children with mothers who
have been exposed to three or more ACEs are 2.3 times more likely to have decreases in
development and for fathers with two or more ACEs, the children are four times more
likely (Le-Scherban et al., 2018). For each additional conventional parental ACEs, their
child is also 1.21 times more likely to have a health rating of 3 or less on a 5-point Likert
scale, 1.28 times more likely to be considered obese and 1.17 times more likely to
develop asthma (Le-Scherban et al., 2018). If the parents have 6 or more ACE exposures,

the child is 6 times more likely to be rated as having poor overall health (Le-Scherban et
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al., 2018). These health ratings are not associated with differences in the child’s diet,
physical activity, or healthcare access (Le-Scherban et al., 2018), however, Eismann et al.
(2019) found that for each additional maternal ACEs, there was a 12% increase in
likelihood of a child missing a preventative, well-child visit. Other poor child health
behaviors associated with maternal ACE exposure and stress are decreased “oral health,
physical hygiene, and safety practices (e.g., wearing a seatbelt)” (Borja et al., 2019, p.
264). Also, children whose mother have been exposed to ACEs, have been associated
with shorter gestational age, low birth weight, differences in newborn brain anatomy, and
poorer physical health at 18 months (Johnson et al., 2017; Le-Scherban et al., 2018).
These biomedical risks are found to exist regardless of SES (Le-Scherban et al., 2018)
and are believed to be mediated by prenatal biological risk and perinatal psychosocial
health (McDonald et al., 2019). Vagero and Rajaleid (2017) found that children of males
who had experienced a parental death in childhood, had higher prematurity rates and
lower birth rates than children born to fathers who did not experience the loss of a parent.
These results were not significant for children of mothers who had experienced childhood
parental death (Vagero & Rajaleid, 2017).
Child Emotional and Mental Health Issues

Cooke et al. (2019) found that children whose parents were exposed to four or
more ACEs were 5.66 times more likely to develop emotional or mental disturbances,
regardless of demographics. Schickedanz et al. (2018) reported similar findings of being
5.4 times more likely of developing emotional distress if mothers were exposed to four or
more ACEs and 2.3 times if it was their father. McDonald et al. (2019) reported that

children of mothers with three or more ACE exposures were associated with increased
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anxiety and emotional disorders, separation anxiety, surgency and negative affectivity;
and Schickedanz et al. (2018) reported that they are more likely to develop symptoms of
ADHD. Overall, research has found that maternal ACEs are correlated with increased
depressive symptoms (Dennis et al., 2019), emotional issues and behavioral problems in
offspring (Folger et al., 2018; Stepleton et al., 2018) and increase risk of postnatal
psychosocial risk, such as poor parent child relationship quality, more insecure
attachment classification, decreased relationship schemas, and development of
psychopathology (McDonald et al., 2019; Stepleton et al., 2018). Yehuda et al. (2001)
reported that children of Holocaust survivors were found to have increased risk for
developing PTSD. This was found to be especially true if they experienced emotional or
sexual abuse, regardless of parental status of PTSD (Yehuda et al., 2001).

The increase of mental health issues in children of mothers with a history of
ACEs, especially those suffering with depression, is complicated by the circular causality
induced by child and parenting behaviors (Zalewski et al., 2013). As discussed
previously, mothers with child trauma histories are less likely to parent with warmth and
encourage autonomy in their children; and they are more likely to experience difficulty
with their own emotional regulation (Zalewski et al., 2013). Likewise, their children are
more likely to be irritable, withdrawn and display externalizing behaviors, which may
both trigger and be triggered by their mother’s own emotional reactivity, leading to
aggressive parenting found in physical abuse and double bind scenarios common with

psychological control and abuse (Zalewski et al., 2013).
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Child Behavior

Increased parental ACEs are associated with increased behavioral difficulties in
children (Cooke et al., 2019; McDonald et al., 2019; Plant et al., 2017; Plant et al., 2018;
Schickedanz et al., 2018; Stepleton et al., 2018). There is a significant association
between maternal ACEs and internalizing and externalizing behaviors in children, as well
as poor adjustment (Borja et al., 2019; Cooke et al., 2019; Plant et al., 2017; Plant et al.,
2018; Stepleton et al., 2018). Plant et al. (2018) reported that 67% of studies they looked
at found a positive association between maternal ACEs and child disruptive behavioral
disorders. Children with parents who have experienced four or more ACEs score worse
on standardized test of child behavior problems, including decreased positive behaviors
such as self-control, persistence, self-esteem, social competence, and compliance
(Schickedanz et al., 2018). Children whose mothers reported three or more ACEs showed
increased hyperactivity, inattentiveness, and physical aggression (McDonald et al., 2019).
Schickedanz et al. (2018) conducted a study which compared parental reports on personal
ACE exposure and their reports on their child’s behavior using the Behavioral Problem
Index (BPI). They found a significant correlation between BPI scores and emotional,
physical, and sexual abuse, household substance abuse and mental illness, and parental
separation/divorce (Schickedanz et al., 2018). Overall, this study showed that children
whose mothers reported two to three ACEs were scored 2.3 points higher on the BPI,
those whose mothers reported four or more ACEs were scored 2.8 points higher, and
those whose fathers reported two to three ACEs were scored 1.1 points higher on the BPI
(Schickedanz et al., 2018). There was no difference in score between two to three

paternal ACEs and four or more (Schickedanz et al., 2018). This association may be
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mediated by a mother’s increased parental stress, anxiety, or depression (Cooke et al.,
2019; Plant et al., 2018; Sun et al., 2017; Zalewski et al., 2013). Mothers with increased
symptoms of anxiety have children with increased physical aggression at age 3, which
may result from ineffective or punitive discipline strategies (McDonald et al., 2019).
Systemic Perspective

Understanding the impact that parental ACEs have on parenting and children
becomes more relevant for therapeutic purposes if there is a way to intervene in the
family system and prevent or minimize the negative impact they have on the next
generation. To begin this process, it is important to understand, not only the systemic
aspect, but the risk factors and protective factors for maltreatment of children.
General Systems Theory Framework

General Systems Theory (GST) was developed by Ludwig von Bertalanffy in
1969. It is a unifying theory that is based on the concept of interrelatedness between
members of a system (Becvar & Becvar, 1999). A system is a defined group of
interrelated members with a defined pattern of behaviors (Becvar & Becvar, 1999). When
applied to a family, this means that each member of the family system and their behaviors
needs to be viewed within the context of their relationship with every other member of
the family system (Becvar & Becvar, 1999). If a system dyad is being considered, a
systems perspective would look at both individuals and the way they relate to each other.
If there is a triad being considered, a systems perspective would look at each of the
individuals (A, B, and C), as well as the relationships between subsystems (members A
and B, members B and C, and members A and C) and the relationship between the

system as a whole (all members A, B, and C together) (Becvar & Becvar, 1999). In
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simplified terms, each member has an impact on both the way they treat others, and the
way others treat them. Since all members of the system are interrelated, if a change is
made on area of the system, it creates a change in the system as a whole (Becvar &
Becvar, 1999). This is an important concept when working with children in mental health
counseling, because from this perspective, making a change in the parental subsystem,
can make a change in the whole system, which affects the child. It is also important to
note that when a family system attends mental health counseling, the therapist/counselor
becomes a part of that system and may work to make changes from within the system.
Risk Factors

The following are systemic risk factors, at an individual level, for child
maltreatment: lack of understanding of child needs, child development, and parenting
skills; parental history of child abuse or neglect; substance abuse and/or mental health
issues; parental characteristics of young age, low education, single marital status,
multiple children, and low SES; having a nonbiological transient caregiver in the home;
and parental thoughts/emotions that justify maltreatment (CDC, n.d.b). On a family level,
social isolation, family disorganization, dissolution, violence, parenting stress, poor
parent-child relationships, and negative interactions are risk factors (CDC, n.d.b; Min, et
al., 2013). Lastly, risk factors on a community level are violence, concentrated
neighborhood disadvantage, and poor social connections (CDC, n.d.b). After
understanding which factors put a child at risk for maltreatment, it is important to

understand what factors help to protect a child.
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Protective Factors

The most significant internal protective factor is resiliency (Borja et al., 2019;
Sexton et al., 2015). Research on mothers has shown that resiliency plays a prime part in
the outcome of childhood trauma when it comes to developing PTSD and depression
(Sexton et al., 2015). Of the mothers who scored in the highest quarter for severity of
ACE exposure only 8% of those scoring high in resiliency compared to 58% of those that
scored low in resiliency met criteria for PTSD (Sexton et al., 2015). For mothers scoring
high in resiliency, none of them met criteria for postpartum depression, despite their ACE
exposure (Sexton et al., 2015). In contrast, for mothers scoring low in resiliency, 25% of
those with the lowest severity of ACE exposure and 65% of those with the highest
severity of ACE exposure met criteria for postpartum depression (Sexton et al., 2015).
Resiliency scores also predicted a sense of postpartum competence (Sexton et al., 2015).
Likewise, Hakansson et al. (2018) found that mothers with substance use disorders that
had higher ACE exposure were found to be able to make better sense of their parenting
situations if they experienced more adaptive childhood situations such as a sense of
competence and/or safety. These factors may influence resiliency, which may help
parents with high ACE exposure to protect their children from heightened exposure to
adversity (Borja et al., 2019)

The most significant external protective factor is for the child to have social
supports (Murphy et al., 2014; Wang, 2021). This mitigating factor can take the form of
trusted adults to confide in (Murphy et al., 2014) or high-quality peer relationships
(Wang, 2021). Adults with at least one ACE are less likely to report depressed affect and

increased health issues if they reported having at least three family members or friends
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that they could discuss emotional problems with (Murphy et al., 2014). Wang (2021)
found that quality of peer relationships was positively correlated with quality of self-rated
health in individuals with family-related ACEs. This study found that these individuals
even reported more positive health quality than individuals without family-related ACEs,
supporting the concept that high quality friendships can mitigate the negative impact of
ACEs (Wang, 2021). Increased emotional support also correlates with decreased U/CC
categorization (Murphy et al., 2014). Social support is also imperative at a familial and
community level (CDC, n.d.b), because decreased emotional support increases
psychological and emotional vulnerability (Cooke et al., 2019; Min et al., 2013; Racine et
al., 2018; Stepleton et al., 2018). Other familial protective factors are concrete support for
basic needs, nurturing parental skills, stable family relationships, household rules and
child monitoring, parental employment, parental education, adequate housing, and access
to healthcare and social services (CDC, n.d.b). Research shows that the presence of a
marriage or committed relationship positively influences a child’s behavior (Stepleton et
al., 2018) and a parent’s ability to encourage and support autonomy in their child is a
strong predictor of self-regulation in young children (McDonald et al., 2019). Overall,
research shows that social supports are the greatest mitigating factor against ACEs
(Molitor & Dvorsky, 2019; Murphy et al., 2014; Racine et al., 2018). This is where
therapy can be beneficial.
Interventions

Therapeutic interventions can promote resilience and mitigate the impact of
parental ACEs on their children (Borja et al., 2019; Scott & Copping, 2008; Stepleton et

al., 2018). Based on previous research, ways to prevent or minimize the negative impact
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parental ACEs have on the next generation include improving family dynamics;
increasing positive parenting techniques and emotional support (Szilagyi et al., 2016);
and understanding when to refer out for maternal depression (Dennis et al., 2019;
McDonald et al., 2019) and/or marriage counseling (Stepleton et al., 2018). Zalewski et
al. (2013) states that mothers with depression and a history of childhood trauma are more
difficult to treat and clinicians should be mindful of the need for additional or novel
approaches. Other interventions may include access to community programs and
effective trauma-informed mental health services (Szilagyi et al., 2016). Research shows
that although remediation later in life can have some benefit, early identification,
assessment, and systemic treatment have better potential outcomes for children (Szilagyi
et al., 2016). Scott & Copping (2008) discuss the benefits of the Intergenerational Trauma
Treatment Model (ITTM). ITTM is a manualized approach that combines cognitive-
behavioral and psychoanalytical informed approaches that focus on the parents as change
agents for their child (Scott & Copping, 2008). This method addresses both the child’s
trauma and the parental childhood trauma, as well as the parents’ sensitivity to and ability
to engage with their child regarding the child’s trauma (Scott & Copping, 2008).
Research has shown that completion of ITTM is associated with a significant decrease in
“child conduct disorders, problems in social relations, and caregiver depression (Scott &
Copping, 2008, p. 281). Zalewski et al. (2013), also discusses that from a transactional
perspective, parents and children both contribute to the way a child is parented, therefore
a systemic approach should be a priority. Overall, on a macro level, data suggest that

there is a need for a national educational campaign around ACEs, toxic stress, and
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positive parenting as well as for resources, such as validated ACE screeners (Szilagyi et
al., 2016).
Screening

The unexpected high prevalence of ACEs in a relatively low-risk population in
the initial studies suggests the need for universal assessment (Szilagyi et al., 2016).
McDonald et al. (2019) suggested that a self-report measure would be most beneficial,
because the use of observation and coding in community settings is not realistic. Many of
the studies referenced throughout this chapter have recommended parental ACE
screening to identify at-risk children due to the vast dose-related implications parental
ACEs have on child outcomes (Eismann et al., 2019; Folger et al., 2018; Gillespie &
Folger, 2017; Johnson et al., 2017; McDonald et al., 2019; Min et al., 2013; Murphy et
al., 2014; ; Plant et al., 2018 Schickedanz et al., 2018; Steele et al., 2016; Stepleton et al.,
2018; Sun et al., 2017; Szilagyi et al., 2016; Zalewski et al., 2013).
Screening by Pediatricians

In 2012, the American Academy of Pediatrics (AAP) acknowledged the
significant impact that ACEs have on lifelong health and more importantly, the impact
that parental ACEs play in the health of their children (Szilagyi et al., 2016). They began
a concerted effort to raise pediatrician’s awareness and in 2013 integrated questions
regarding ACEs into their 85" Periodic Survey (PS85), “a national survey of US
nonretired AAP members...to inform policy, develop new initiatives, and evaluate
current projects and practices”, to explore if and how pediatricians were integrating this
awareness into their practices (Szilagyi et al., 2016, p. 669). At that time, the AAP

recommended that pediatricians begin screening for child and parental ACEs as a
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preventative measure against child maltreatment at well child visits (Gillespie & Folger,
2017; Szilagyi et al., 2016), even though validated screening tools were largely
unavailable at that time (Szilagyi et al., 2016).

The results of the PS85 study showed that 61% of pediatricians “did not ask
most/all parents about any parental ACE”, “only 2% were very familiar” with the ACE
study, while “76% were not at all familiar with the ACE study” (Szilagyi et al., 2016, p
670). Further, “only 34% of all general pediatricians agreed/strongly agreed that
prolonged or excessive physiologic stress in childhood can result in epigenetic
modifications of DNA”, 57% “agreed/strongly agreed that brief periods of stress can
have a positive effect on a child by serving to motivate and build resilience”, while 96%
agreed that prolonged or excessive stress can have a negative impact on brain
development and educational achievement” and 92% agreed that it had a negative impact
on “coping with future stress” (Szilagyi et al., 2016, p 670). Szilagyi and colleagues
(2016) reported that “the majority of pediatricians agreed that prolonged or excessive
physiologic stress can result in a variety of poor physical health outcomes” (p. 670). The
results surrounding parenting showed that 58% agreed that parents with ACE exposures
“have a harder time forming stable and supportive relationships with their children”, 84%
agreed that those types of relationships “can mitigate the negative effects” of ACEs, and
“96% disagreed that positive parenting has little influence on a child’s life-course
trajectory” (Szilagyi et al., 2016, p 670).

The AAP currently recommends a systemic multigenerational approach to prevent
and ameliorate the impact of ACEs, as well as the promotion of resiliency “through early

identification and management of families at risk, a focus on child and family strengths,
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and teaching positive parenting strategies” (Szilagyi et al., 2016, p. 669). As stated
previously, ACEs are more common in a therapeutic population than a community
population (Murphy et al., 2014). This would suggest a need for mental health providers
to screen for parental ACEs in order to identify at-risk-families and those clients in need
of a systemic multigenerational treatment approach. However, this study’s investigator
found no literature that speaks to the screening practices of mental health providers for
either individual or parental ACEs, leaving a large gap in the literature.
Pediatric Screening Practices

Screening for parental ACEs can be simple, such as having a parent fill out the
standard ACE-Q, which lists the 10 conventional ACEs and asks an individual to check
yes or no in response to childhood exposure, or more in depth in the case of a formal
interview. Pediatricians have found using an ACE screening tool to be more efficient and
comfortable than the interview method (Szilagyi et al., 2016) and they report finding
great value in the information provided from ACE screening (Conn et al., 2018; Gillespie
& Folger, 2017). They also reported that using an ACE screening tool was a positive
experience, and parents seemed receptive to conversations about past trauma and found
value in including this information in well child visits (Conn et al., 2018; Gillespie &
Folger, 2017). Freeman (2017) found that physicians who had personal exposure to
ACEs, were more likely to screen for ACEs in their patients. Conn et al. (2018) reported
that parents acknowledged the part their own ACEs play in parenting and wanted to break
intergenerational patterns and looked to their pediatricians to help them with these skills.
Pediatricians found the most effective question for initiating a conversation about

parental ACEs, after using the screening tool, was "how do you think these experiences
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affect your parenting today?" (Gillespie & Folger, 2017, p. 255). Likewise, adolescents
who were interviewed regarding screening for ACE exposure in the primary care setting
reported that they felt inquiring about this knowledge could give physicians a fuller
picture of who the patient is (Chokshi & Skjoldager, 2020). Chokshi and Skjoldager
(2020) reported that adolescents surveyed were aware of the toll ACEs play in mental
health but were not familiar with the physical and long-term effects and those that were
familiar with them, could not give an explanation for this. These finding further support
the use of screening.
Screening Tools

The standard ACE-Q has its deficits, though. For starters, many individuals do not
consider their parents’ behaviors or their childhoods to have been abusive or neglectful,
so they will mark “no”. However, when screening tools integrate questions listing
specific behaviors considered abusive or neglectful, individuals are more likely to
recognize and report ACEs. Some integrative childhood trauma assessment tools are the
Conflict Tactics Scale and the Childhood Trauma Questionnaire (Murphy et al., 2014).
As discussed previously, the addition of expanded ACE items to a screening tool may
identify at-risk populations missed by the conventional ACE screening tools (Cronholm
et al., 2015; Wade et al., 2016, Koita et al., 2018). Some assessments that incorporate
expanded ACE items are the ACE-IQ and the Pediatric ACE Screening and Related Life-
events Screener (PEARLS), which was developed by studying several adapted ACE
screeners used in pediatric primary care (Koita et al., 2018).

Another drawback to the standard ACE-Q is that parents may not be truthful if

they are concerned that their answers are not confidential or that they may be used
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against them (Szilagyi et al., 2016). The use of an aggregate tool, which reports only the
overall score and not individual categories, has been helpful in addressing this concern
and research has shown that 2.1% more individuals report experiencing at least one ACE
when using this method (Gillespie & Folger, 2017). Expanding on confidentiality, one
has to consider all of the ethical implications of inquiring about and integrating parental
information into a child’s assessment and file.
The Current Study

After conducting a literature review on parental ACEs, several major themes
emerged: increased risk of impaired parenting skills, harsher parenting styles, decreased
emotional regulation during parenting, impaired emotional and relational development of
their children, decreased parent-child relationship quality, impaired schemas for
relationships, and a decreased ability to build stable, supportive homes that influence
child development and family well-being. The research showed an indirect pathway
from childhood trauma through depression to parenting stress, even while simultaneously
controlling for household income and general psychiatric distress. Research showed that
parents who have experienced adversity are more likely to need additional support in
understanding and implementing such concepts as positive parenting, appropriate
discipline, good self-care, modeling conflict resolution, healthy coping strategies, and
developmental promotion. Most all the research recommended assessing for parental
ACEs, which can give significant systemic screening information for working with
children and adolescents. The literature search produced only six articles exploring the
knowledge and implementation of this information and they all involved physicians and

pediatricians. The gap in the literature seems to be about the knowledge and
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implementation of this information with mental health providers who work with children
and adolescents. Mental health providers who work with pediatric clientele are important
because they are the population who would be directly or indirectly treating children
affected by ACEs and parental ACEs. They are the first line of defense for prevention of
ACEs, via screening for parental childhood trauma and identifying children at increased
risk for maltreatment, after pediatricians. To address this gap, the current study will focus
on answering the following research questions:

1. Does licensed mental health providers’ degree of familiarity with the ACE study
statistically significantly predict their frequency of screening for parental ACEs in
their practice?

2. Does licensed mental health providers’ degree of endorsement of the impacts of
parental ACEs statistically significantly predict their frequency of screening for
parental ACEs in their practice?

3. Does licensed mental health providers’ personal experience with ACEs
statistically significantly predict their frequency of screening for parental ACEs in
their practice?

Summary
Chapter Two is a literature review on parental ACEs, their impact on the next
generation, therapeutic implications, and how pediatricians may be implementing that
information. Chapter Three provides an in-depth description of the methodological plan
of action for this study. Chapter Four provides a descriptive predictive analysis of the
study’s results. Lastly, Chapter Five concludes with a discussion of the results, clinical

implication, limitations, and future directions.
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CHAPTER Il

METHODOLOGY

This chapter provides information regarding the current research study. First, the
purpose of the study and research questions will be restated. Next, the research design
including participant sampling procedure is be presented. Lastly, the study procedures
including data collection, research variables, measurement instruments and plan for data
analysis will be introduced.

Research Purpose

The purpose of this study is to increase our understanding of licensed mental
health provider’s familiarity with the Adverse Childhood Experiences (ACES) study,
their endorsement of the impacts of parental ACEs, and their practice of screening for
parental ACEs. Prior research has found that parental ACEs have a significant impact on
the physical, mental, behavioral, and relational health of their children, as well as
intergenerational transmission of ACEs. Screening for parental ACEs allows medical and
mental health providers to identify children at greater risk for maltreatment and negative
health outcomes. It may also provide a greater insight into familial dynamics at play in
child and adolescent clients’ lives, which can contribute to the prevention of ACEs.
Previous research has explored pediatrician’s familiarity with ACEs and its long-term
impacts, as well as their screening practices for childhood trauma, however, this study’s

investigator was unable to find any parallel research regarding mental health providers. In
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addition, no research was found regarding medical or mental health provider’s familiarity
with the impacts of parental ACEs or their practice of screening for them. This study
aims to address the gap in research by exploring those factors, as well as the influence
that licensed mental health provider’s degree of familiarity with the ACE study, degree of
endorsement of the impacts of parental ACEs and personal experience with ACEs have
on their practice of screening for parental ACEs.
Research Questions

As no prior research was found regarding mental health providers’ familiarity
with the ACE study, their endorsement of the impacts of parental ACEs, or their practice
of screening for parental ACEs, the research questions for the current study are
exploratory in nature. This study’s research questions are:

1. Does licensed mental health providers’ degree of familiarity with the ACE study
statistically significantly predict their frequency of screening for parental ACEs in
their practice?

Hypothesis 0: Licensed mental health providers’ degree of familiarity with the
ACE study does not statistically significantly predict their frequency of screening
for parental ACEs in their practice.

Hypothesis 1: Licensed mental health providers’ degree of familiarity with the
ACE study statistically significantly predicts their frequency of screening for
parental ACEs in their practice.

2. Does licensed mental health providers’ degree of endorsement of the impacts of
parental ACEs statistically significantly predict their frequency of screening for

parental ACEs in their practice?
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Hypothesis 0: Licensed mental health providers’ degree of endorsement of the
impacts of parental ACEs does not statistically significantly predict their
frequency of screening for parental ACEs in their practice.

Hypothesis 1: Licensed mental health providers’ degree of endorsement of the
impacts of parental ACEs statistically significantly predicts their frequency of
screening for parental ACEs in their practice.

3. Does licensed mental health providers’ personal experience with ACES
statistically significantly predict their frequency of screening for parental ACEs in
their practice?

Hypothesis 0: Licensed mental health providers’ personal experience with ACEs

does not statistically significantly predict their frequency of screening for parental

ACEs in their practice.

Hypothesis 1: Licensed mental health providers’ personal experience with ACEs

statistically significantly predicts their frequency of screening for parental ACEs

in their practice.

Research Design

This study utilized a cross-sectional survey research design. As stated previously,
based on the literature review conducted, there is no prior research regarding the topic for
this study. A quantitative approach lends flexibility to the novel nature of this exploratory
study, because the underlying values of a quantitative research design include “neutrality,

objectivity, and the acquisition of a sizeable scope of knowledge” (Leavy, 2017, p. 9)
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Sample

The target population for the current research was licensed mental health providers. For
the purpose of this study, licensed mental health provider was defined as a professional
with the following licensure types and all of their specific designations, excluding
trainee: professional counselor (PC), social worker (SW), and marriage and family
therapist (MFT). A convenience sampling frame of mental health professionals licensed
in the Midwest was used, because the board of that state oversees the licensing of all
three.

Criteria for Participation.

To be included for participation in the study, individuals had to have obtained at
least the first level of post-master’s licensure as a PC, SW, and/or MFT. Participants also
needed to be 18 years of age or older and work to some degree with children and/or
adolescents.

Solicitation of Participants.

The investigator of this study sent an electronic request to the licensing board for
a list of all licensed mental health providers in that midwestern state. This list contained
36,796 names. An undetermined number of these names were duplicates due to
individuals holding multiple licensures. An email advertising the study and containing a
Qualtrics link to the informed consent, the study measures: an adapted version of the
American Academy of Pediatrics (AAP) 85™ Periodic Survey (PS85) (AAP, 2013), a
modified version of the Pediatric ACEs Screening and Related Life-events Screener
(PEARLS) (Center for Youth Wellness [CYW], n.d.) and a demographic questionnaire,

were sent to all licensed professionals on the list over the course of four days (7/27/2021

56



to 7/30/2021) due to a 10,000-email cap per day. A total of 276 emails were returned as
undeliverable and an additional 186 emails responses informed that the individual was
out of the office. Volunteer response sampling was used, due to time constraints. This
method had the advantage of quick data gathering and the availability of several mental
health licensure types as participants. The limitation of this method was that the results
may not be generalizable to licensed mental health providers, as a whole, due to the
geographical homogeneity of the sample frame. The survey remained open for 10 days
(7/127/2021 to 8/7/2021). A total of 431 individuals responded to the survey, a 1.2%
response rate. VVolunteers who did not meet the eligibility criteria (n = 151) were routed
out of the survey and were not given a chance to continue. These responses were
removed leaving 280 completed responses for data analysis.

Incentives for Participation.

To encourage participation, individuals were offered an opportunity to enter a
drawing to win one of two $50 electronic Amazon gift cards. Each participant that
elected to do so, was directed to a separate site on which they were asked to provide their
email address. Each email address was assigned a unique number and two numbers were
chosen using a random number generator. The two participants were notified via email
that included the electronic gift card code. A copy of the drawing entry form can be
found in Appendix A.

Sample Size.

A power analysis using G*Power 3.1 revealed that a total of 55 participants were

necessary to accurately assess the above hypothesis with a large effect size and an alpha

level of p <.05 (Faul et al., 2009). However, it was decided, by the dissertation
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committee, that a sample of less than 100 participants would not be adequate. Therefore,
the investigator chose to gather at least 350 responses to allow room for cases to be
removed during data cleaning, if necessary.
Procedure

The investigator of this study was granted approval from the University of Akron
Institutional Review Board (IRB), #20210611. A copy of the University of Akron IRB
approval can be found in Appendix B. Next, the investigator sent an email to each
licensed mental health professional on the list provided by the licensing board, in order to
solicit participants for the current study. The email provided information regarding the
research investigator, the purpose of the study, estimated time to complete the survey,
incentives for completing the survey, informed consent, and a link to the online survey
via Qualtrics hosted by The University of Akron.
Informed Consent

An informed consent script was provided to all participants online before
proceeding to the online survey. Informed consent included information about The
University of Akron IRB approval, the research investigator, the purpose of the study,
estimated time to complete the survey, incentives for completing the survey, potential
benefits and risks of the study, participant’s right to refuse or discontinue participation at
any time, information regarding steps taken to ensure confidentiality, how data will be
protected, and contact information if participants had further questions regarding the
study. Informed consent emphasized the potential mental health risks associated with
answering sensitive questions regarding possible childhood maltreatment, participants’

right to discontinue participation if they experience discomfort, and information for the
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state crisis hotline. A copy of the informed consent can be found in Appendix C. After
reading the informed consent, participants were asked to select either “yes, I agree to
participate” or “no, I do not agree to participate”, in lieu of signing a written informed
consent to protect their anonymity. If clients agreed to participate, they were asked to
complete the online measures: an adapted PS85 survey, a modified PEARLS, and the
demographic questionnaire. Total time to complete the survey measures was estimated to
be no longer than 10-15 minutes.
Gift Card Drawing

After completing the survey, participants were given the option to be redirected to
a separate site in which they could enter their email address in a drawing to win one of
two $50 electronic Amazon gift cards. Participants were reminded at this time that their
survey results would not be linked to the provided email address in anyway and that it
would be used solely for the purpose of emailing the electronic gift card code if their
address was chosen randomly.

Data Analysis Plan

All data was input and analyzed using the Statistical Package for Social Sciences
(SPSS) version 28.0, on a password protected computer. After being entered into SPPS,
data was recoded based on the scale designations. Next data was screened for inclusion
and missing data. Univariate statistics were run on all data, initially, to contextualize the
sample. Next, bivariate statistics were used to analyze data for each research questions.

Due to the predictive nature of the research questions, three separate linear
regressions were conducted. A bivariate analysis was used since each analysis has only

two variables. The criterion variable for all three research questions was frequency of
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screening for parental ACEs. The predictive variables for questions one through three
were mental health providers’ degree of familiarity with the ACE study, degree of
endorsement of the impacts of parental ACEs, and personal experience with ACEs,
respectively.
Measures and Variables

The measurements administered to collect data for the current study, consisted of
three surveys adapted by the researcher: an adapted version of the PS85, a modified
PEARLS, and a demographic questionnaire. These survey instruments were administered
in addition to and after the informed consent script.
Adapted PS85 Survey

The PS85 survey (AAP, 2013) questionnaire was modified, with permission from
the AAP, to meet the needs of the current study. A copy of the written permission from
the AAP can be found in Appendix D. The PS85 was distributed nationally in 2013 to
survey pediatricians regarding their mental health training, patient mental health
management and referrals, and early brain and child development surrounding ACEs
(AAP, n.d.). This was subsequently used in studies to examine pediatricians’ screening
practices and barriers to screening for parental ACEs (AAP, n.d.).

The current study integrated and adapted questions #4 and #19 from the PS85
(AAP, 2013) to explore the frequency of screening for parental ACEs via one self-report
question, “In your practice with child and adolescent clients (up to age 17), how
frequently do you screen for their parents’ experiences with the following adversities as a
child”. Participants were asked to answer this question regarding each of the 19 combined

traditional and expanded ACE items screened for in the PEARLS, using a three-point
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rating scale with response choices ranging from “Never” to “Usually”. Frequency of
screening was measured by the composite score of these responses.

Question #16 from the PS85 (AAP, 2013) was adapted to assess the degree of
mental health providers’ familiarity with the ACE study by asking “How familiar are you
with the Adverse Childhood Experience (ACE) Study”. Participant response was
measured on a four-point rating scale with response choices ranging from “Not at all
familiar” to “Very familiar”. These responses were assigned a number one through four,
respectively to create a continuous variable. There were descriptions for each response to
improve consistency.

Mental health providers’ degree of endorsement of the impacts of parental ACEs
was measured via one self-report question adapted from PS85 (AAP, 2013) survey
question #17 and asks, “How strongly do you agree or disagree with the following
statements”. Participants were asked to rate their agreement with 16 statements regarding
the impact of parental ACEs using a five-point Likert scale with response choices ranging
from “Strongly Agree” to “Strongly Disagree.” Degree of endorsement was measured by
calculating the sum of statements in which the participants respond with either “Agree”
or Strongly Agree”. These responses were dummy coded as a one, while responses of
“Neutral” to “Strongly Disagree were dummy coded as a zero to create a dichotomous
continuous variable.

The wording of the adapted PS85 was modified to be congruent with surveying
mental health professionals rather than pediatricians, as well as to focus on parental
ACEs versus individual ACEs. The question used to determine mental health provider’s

degree of endorsement of the impacts of parental ACEs used outcomes from research
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regarding the intergenerational transmission of ACEs, as noted in relevant literature, that
were summarized into one-sentence statements. As all the questions in the adapted PS85
ask for self-reported responses regarding the participant’s personal opinions and
experiences and as this is a novel tool, validity had not been confirmed. During data
analysis, Cronbach’s Alpha, a measure of scale’s internal reliability was computed and
the 19 items that made up the frequency of screening measure had a Cronbach’s Alpha of
o =.963 and the 16 items that made up the endorsement of the impacts of parental ACEs
measure had a Cronbach’s Alpha of o =.790. As familiarity with the seminal ACE study
consisted of only one question, internal reliability could not be calculated. The PS85 can
be found in Appendix E and the Adapted PS85 Survey used for this study can be found in
Appendix F.

PEARLS — Teen Self Report (Teen SR)

The PEARLS is a free, publicly available, 17- and 19-item, self-report tool
developed by the Bay Area Research Consortium on Toxic Stress and Health (BARC) to
“identify exposure to childhood adversity and events that may increase a child’s risk for
toxic stress and negative health outcomes” (Department of Health Care Services [DHCS],
n.d., p.1). This screening tools has two sections that separate the conventional 10 ACE
items from nine expanded ACE items, including exposure to community/peer violence,
discrimination, housing instability, food insecurity, separation from a parent, parental
illness/disability, parental death, legal involvement, intimate partner violence (IPV).
Participants check a box for each ACE item they have experienced. The PEARLS is
available in three versions: child — parent/caregiver report (Child P/C), teen —

parent/caregiver report (Teen P/C), and teen — self report (Teen SR) (DHCS, n.d.). Each
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version is available in three formats: identified, de-identified, and a combination of de-
identified for conventional ACEs and identified for expanded ACEs (DHCS, n.d.).
Identified sections provide information on which ACE items the respondent experienced,
while the de-identified version simply gives a sum score (DHCS, n.d.). The PEARLS
Child P/C has been found to demonstrate concurrent validity, an internal consistency that
is adequate to high (a=.82) for the 10 conventional ACE items and moderate (a.=.61) for
the expanded ACE items (Thakur et al., 2020) as well as high face validity (DHCS, n.d.).
The Teen SR, which is being used for this study has not formally undergone validity
testing, however the questions are identical to the Child P/C, except for the addition of
two items: bullying and IPV (DHCS, n.d.). However, these two items have been tested as
part of a separate study by the Center for Youth Wellness during the development of the
Adverse Childhood Experiences Questionnaire (ACE-Q) (DHCS, n.d.), which was one
screening tool used in the development of the PEARLS (Kiota et al., 2018). The original
Adverse Childhood Experiences (ACE) Questionnaire, developed by Dr. Vincent Felitti
and colleagues, is the base for all subsequent ACE screening tools and shares the same, if
not identical wording to many of them. The ACE Questionnaire has been shown to be
reliable and valid with an adequate test-retest reliability over 6-to-20 month intervals and
adequate internal consistency («=.88) (Florida State University College of Medicine,
n.d.; Karatekin & Hill, 2018), as well as a satisfactory convergent validity with the
Childhood Trauma Questionnaire (CTQ) (Karatekin & Hill, 2018).

The variable personal exposure to ACEs was measured by the sum of items
checked “Yes” on the PEARLS Teen SR. For this study, the tense of the wording for

each item has been modified to reflect asking an adult population about their experiences
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before the age of 18, rather than asking adolescents about their past and current
experiences. The PEARLS Teen SR may be found in Appendix G and the modified
version used for this study may be found in Appendix H.
Demographic Questionnaire

The participants’ demographic information was collected via a questionnaire that
was developed by the study investigator. The questionnaire asked for information
regarding mental health provider work setting, client population, duration of work
experience, licensure type, education level, age, race/cultural group identity, and gender
identity. These questions were used for univariate descriptive analysis and bivariate
analysis with each of the research variables. Additionally, questions, such as client
population, licensure type and age were used to determine eligibility for the study. The
demographic questionnaire can be found in Appendix I.

Summary

Chapter three outlined the methodology for the current study, including research
purpose, research questions, research design, data collection and data analysis. Chapter
four will discuss the results of the research study and chapter five will be a discussion of
the study as a whole, including results, implication, limitations and possible future

directions for research.
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CHAPTER IV

RESULTS

The purpose of this study is twofold 1) to increase our understanding of licensed
mental health provider’s familiarity with the Adverse Childhood Experience (ACE) study
and their endorsement of the impacts of parental adverse childhood experiences (ACES),
and 2) to understand the influence that these factors and licensed mental health provider’s
personal exposure to ACEs have on their practice of screening for parental ACEs. This
chapter outlines sample demographics and the details of data cleaning, and then is
followed by a detailed summary of the descriptive statistics of the study variables.
Finally, the results of the simple linear regression are shared.

Restatement of Research Questions and Hypotheses
This study’s research questions are:

1. Does licensed mental health providers’ degree of familiarity with the ACE study
statistically significantly predict their frequency of screening for parental ACEs in
their practice?

Hypothesis 0: Licensed mental health providers’ degree of familiarity with the

ACE study does not statistically significantly predict their frequency of screening

for parental ACEs in their practice.
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Hypothesis 1: Licensed mental health providers’ degree of familiarity with the
ACE study statistically significantly predicts their frequency of screening for
parental ACEs in their practice.

. Does licensed mental health providers’ degree of endorsement of the impacts of
parental ACEs statistically significantly predict their frequency of screening for
parental ACEs in their practice?

Hypothesis 0: Licensed mental health providers’ degree of endorsement of the
impacts of parental ACEs does not statistically significantly predict their
frequency of screening for parental ACEs in their practice.

Hypothesis 1: Licensed mental health providers’ degree of endorsement of the
impacts of parental ACEs statistically significantly predicts their frequency of
screening for parental ACEs in their practice.

Does licensed mental health providers’ personal exposure to ACEs statistically
significantly predict their frequency of screening for parental ACEs in their
practice?

Hypothesis 0: Licensed mental health providers’ personal exposure with ACEs
does not statistically significantly predict their frequency of screening for parental
ACEs in their practice.

Hypothesis 1: Licensed mental health providers’ personal exposure with ACEs
statistically significantly predicts their frequency of screening for parental ACEs

in their practice.
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Data Cleaning and Screening
Missing Data

Data were collected via Qualtrics, and 431 responses were obtained. Response
data were exported to IBM SPSS Statistics (Version 28) for data analysis. Participants
who did not meet the eligibility criteria (n = 151) were routed out of the survey and were
not given a chance to continue; however, these responses were included in the original
431 responses and were removed. A total of 280 participants completed the survey and
none of those had missing data for the study variables.

Recoding Variables

The dependent variable, frequency of screening for parental ACEs, was recoded
to allow for a score of zero on responses of “Never”, when asked how frequently the
mental health professional screens for a particular parental ACE. Responses marked as
1=Never, 2=Sometimes, and 3=Usually were recoded to 0, 1, and 2, respectively. Then
the sum of the responses was used as indicator of the respondent’s frequency of screening
for parental ACEs.

The sixteen 5-point Likert scale items assessing the degree of endorsement of the
impacts of parental ACEs were recoded to a dichotomous response format. Responses of
“Agree” or “Strongly Agree” were considered endorsement of the statement and were
recoded as 1, while responses of “Neutral”, “Disagree”, or “Strongly Disagree” were
considered non-endorsement and recoded as 0. Then the sum of responses was used as
indicator of their respondent’s degree of endorsement of the impacts of parental ACEs.

Similarly, for personal exposure to ACEs, an answer of no to an ACE item was

recoded from ‘2’ to ‘0°, while an answer of ‘yes’ to an item remained coded as 1. Then

67



the sum of responses was used as indicator of their respondent’s personal exposure to
ACEs. A second and third column of data were also added to delineate respondents sum
score for traditional ACEs and expanded ACEs, separately.
Detecting Outliers

Preliminary regression analyses were conducted including normality probability
plots. These plots showed deviation of the accumulated probability of scores at both ends
suggesting that there was some violation to normality of residuals. Normal probability

plots for each preliminary regression are shown in figures 4.1, 4.2, and 4.3.

Expected Cum Prob

0.0 0.2 0.4 0.6 0.8 1.0

Observed Cum Prob
Figure 4.1

Normal Probability Plot for Familiarity with Seminal ACE Study and Frequency of
Screening.
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Figure 4.2

Normal Probability Plot for Endorsement of the Impacts of Parental ACEs and Frequency
of Screening.
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Figure 4.3

Normal Probability Plot for Personal Exposure to ACEs and Frequency of Screening.
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An analysis for outliers was conducted to determine any extreme values. Then, an
analysis to identify multivariate outliers was conducted using Mahalanobis distance. The
value for Mahalanobis distance was then evaluated against a chi-square (y?) distribution
value with the degrees of freedom equal to three based on the number of predictors. Only
three cases met the accepted criterion for outliers, ¥ = 16.266, p < .001, which was
outlined by Mertler and Reinhart (2017). These extreme values were removed before the
simple regression analyses were run, using case selection in SPSS 28.0, leaving 277
responses.

Testing Assumptions

According to Mertler and Reinhart (2017), “there are three general assumptions
involved in multivariate statistical testing: normality, linearity, and homoscedasticity”
(p.32). “If one or more assumptions are violated, the results of the analysis
may be biased” (Mertler & Reinhart, 2017, p. 32). To avoid these issues, each of the
assumptions was tested prior to running the analysis.

Normality

The first of these assumptions looks to see if there is normal distribution of the
sample. Normality may be examined through graphical or statistical methods (Mertler &
Reinhart, 2017). This study used Kolmogorov-Smirnov to test the multivariate null
hypothesis of normal distribution (Mertler & Reinhart, 2017). The results for this test
were significant at an alpha level of .001 for each variable, indicating the null hypothesis
was rejected and the variables did not meet the assumption of normality (Mertler &
Reinhart, 2017). However, these statistical tests are extremely sensitive and require

further examination of skewness and kurtosis values to determine normal distribution
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(George & Mallery, 2010). According to George and Mallery (2010) skewness and
kurtosis values between -/+ 2 are considered acceptable for the assumption of normality.
This study’s research variables all have a skewness level greater than .7; however, all of
the research variables’ skewness and kurtosis values fall within the acceptable boundaries
of -2 to +2 and can be found in Table 4.1. The subscales of traditional and expanded
ACEs were also evaluated and the kurtosis level of the expanded ACEs subscale was
beyond the acceptable limit (kurtosis = 2.352); however, this subscale was not used in the
regression analysis. Kolmogorov-Smirnov results are shown in Table 4.2.

Table 4.1

Descriptive Statistics of Research Variables

Variable Min  Max Mean Median SD Skew  Kurtosis

Frequency of Screening 0.00 38.00 24.71 26.00 11.09 -0.755 -0.235

Familiarity with ACEs  1.00 4.00 3.33 4.00 0.95 -1.250 0.418
Study

Endorsement of 4,00 16.00 1346 14.00 2.77 -1.133 0.517
Parental ACEs

Personal Exposure to 0.00 19.00 5.25 5.00 4,00 0.745 -0.025
ACEs - All

Personal Exposure to 0.00 10.00 3.65 3.00 281 0362 -0.950
ACEs - Traditional

Personal Exposure to 0.00 9.00 1.60 1.00 1.71 1.385 2.352
ACEs - Expanded

TABLE 4.2

Kolmogorov-Smirnov Results.

Variable Statistic df Sig,

Frequency of Screening 115" 277 <.001
Familiarity of ACE Study .352" 277 <.001
Endorsement of Impacts 194" 277 <.001
Personal Exposure to ACEs 1217 277 <.001

Note. *significant at p < .001
a. Lilliefors Significance Correction
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Linearity

The second assumption “presupposes that there is a straight-line relationship
between the predictor and the mean of the criterion variable” (Mertler & Reinhart, 2017).
A scatterplot matrix of research variables indicated that there is not a linear relationship
between any of the research variables, as indicated by the absence of an elliptical pattern
(Mertler & Reinhart, 2017). The scatterplot matrix is shown in Figure 4.4. In order to
verify the lack of normality mean comparison was conducted to test for linearity. The
results indicated that familiarity with the seminal ACE study did not have a significant
linear relationship (F = 2.303, sig. = .130). However, endorsement of the impacts of
parental ACEs (F = 5.845, sig. = .016) and personal exposure to ACEs (F = 5.596, sig. =
.019) did have significant linear relationships with frequency of screening for parental

ACEs. Results from the test for linearity are shown in Tables 4.3, 4.4, and 4.5.

Frequency_MNew

Familiarity

Endorsement

ACEs All

Frequency_New Familiarity Endorsement ACEs All

Figure 4.4

Scatterplot Matrix of Research Variables
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Table 4.3

Linearity Test Results for Familiarity with ACE Study and Frequency of Screening

Model F df Sig.
Linearity 2.303 1 130
Deviation from Linearity 0.536 2 .586

Note. “significant at p < .05
Table 4.4

Linearity Test Results for Endorsement of the Impacts of Parental ACEs and Frequency
of Screening

Model F df Sig.
Linearity 5.845* 1 016
Deviation from Linearity 0.390 11 959

Note. “significant at p < .05
Table 4.5

Linearity Test Results for Personal Exposure to ACEs and Frequency of Screening

Model F df Sig.
Linearity 5.596* 1 .019
Deviation from Linearity 1.103 17 351

Note. “significant at p < .05
Homoscedasticity

The third assumption indicates that variability of scores, at all values for two
variables, are relatively the same (Mertler & Reinhart, 2017). Homoscedasticity is related
to the first assumption, normality, in that if normality is met, the two variables must be
homoscedastic (Mertler & Reinhart, 2017). Upon examination of the residual scatter
plots, distribution of plotted points appears to be heteroscedastic for each research
variable pair. This is visualized by residuals being clustered to one side of the figure

(Mertler & Reinhart, 2017). Residual scatter plots are shown in Figures 4.5, 4.6., and 4.7.
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Figure 4.5

Scatter Plot of Frequency of Screening and Familiarity with the Seminal ACE Study
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Figure 4.6

Scatter Plot of Frequency of Screening and Endorsement of the Impacts of Parental ACEs
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Figure 4.7
Scatter Plot of Frequency of Screening and Personal Exposure to ACEs
Univariate Analyses

Univariate statistics were conducted to contextualize the sample population.
Descriptive statistics were also conducted on the four research variables. These statistics
were based on the 277 complete normative responses.
Sample Demographics
Personal

The majority of participants (n = 232, 83.8%) identified as female, while 39

(14.1%) individuals identified as male, 2 (0.7%) identified as non-binary, 2 (0.7%)

identified as gender queer/gender fluid, and 2 (0.7%) chose not to disclose their gender

identity. The participants’ self-disclosed primary racial/cultural identity was

predominantly White Non-Hispanic/Latino (86.3%, n = 239), with 6.9% (n = 19)

Black/African American, 2.5% (n = 7) Hispanic/Latino, 0.4% (n = 1) Asian, 0.4% (n =1)
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Native American/Alaskan Native, 0.7% (n = 2) identified as other, and 2.9% (n = 8)
reported that they identified equally with their multiple racial/cultural groups. There was
a wide variety among the age of participants. Eleven (4.0%) reported their age to be
between 18-25 years, 66 (23.8%) reported being between 26-35 years, 70 (25.3%)
reported being between 36-45 years, 59 (21.3%) reported being between 46-55 years, 53
(19.1%) reported being between 56-65 years, and 18 (6.5%) reported being over the age
of 65. Participants’ personal demographic information is listed in Table 4.6.

Table 4.6

Frequency Distribution of Participants’ Personal Demographic Information

Category Frequency Percent (%)
Gender
Male 39 14.1%
Female 233 83.2%
Non-Binary 2 0.7%
Gender Queer/Gender Fluid 2 0.7%
Prefer not to say 4 1.4%
Racial/Cultural Identity
White, non-Hispanic/Latino 240 85.7%
Hispanic/Latino 7 2.5%
Black/African American 20 7.1%
Asian 1 0.4%
Native American/Alaskan 1 0.4%
Native
Other 2 0.7%
Multi-Racial/Cultural 8 2.9%
Missing 1 0.4%
Age
18 - 25 years 11 4.0%
26 - 35 years 66 23.8%
36 - 45 years 70 25.3%
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Category Frequency Percent (%)

46 - 55 years 59 21.3%
56 - 65 years 53 19.1%
66+ years 18 6.5%

Professional

There was not a large variation in education level of the participants. Most
participants (n =234, 84.5%) reported having a master’s degree, while 24 (8.7%)
reported having a bachelor’s degree, and 19 (6.9%) reported having a doctoral degree.
Ten (3.6%) out of the 277 participants reported having multiple licensure types. Any
participant identified as holding more than one licensure type was asked to delineate a
primary licensure identity. Being a social worker accounted for more than half (n = 162,
58.5%) of the participants’ primary licensure identity, 103 (37.2%) identified primarily as
a counselor, and 12 (4.4%) identified as an MFT. Participants had varying degree of
experience in practice. Sixty-five participants (23.5%) had been in practice for more than
25 years, 64 (23.1%) less than 5 years, 56 (20.2%) 6-10 years, 31 (11.2%) 11-15 years,
38 (13.7%) 16-20 years, and 23 (8.3%) 21-25 years. An agency was the most common
work setting with 136 individuals (49.1%) reporting it as their primary work setting,
followed by 58 participants (20.9%) reporting working in private practice and the
remaining 30% of participants were practicing in hospitals (n = 33, 11.9%), schools (n =
26, 9.4%), and other (n = 24, 8.7%) settings. Seventy participants (25.3%) reported their
primary work setting was within an urban inner-city community, 54 (19.5%) within an
urban non-inner-city community, 95 (34.3%) within a suburban community, and 58
(20.9%) within a rural community. Participants’ educational and professional

demographic information is listed in Table 4.7.
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Table 4.7

Frequency Distribution of Participants’ Educational and Professional Demographic
Information

Category Frequency %
Education Level
Bachelor’s Degree 24 8.7%
Master’s Degree 234 84.5%
Doctoral Degree 19 6.9%
License Type
MFT 12 4.4%
Counseling 103 37.2%
Social Work 162 58.5%
Multiple License 10 3.6%
Years in Practice
Less than 5 64 23.1%
610 56 20.2%
11-15 31 11.2%
16 - 20 38 13.7%
21-25 23 8.3%
More than 25 65 23.5%
Primary Work Setting
Private Practice 58 20.9%
Agency 136 49.1%
Hospital 33 11.9%
School 26 9.4%
Other 24 8.7%
Primary Work Setting Community
Urban, inner city 70 25.3%
Urban, not inner city 54 19.5%
Suburban 95 34.3%
Rural 58 20.9%

Client Population
Participants were also asked about their caseload and the demographics of their
clients. Fifty-one (18.4%) participants reported seeing less than 10 client cases per week,

while 75 (27.1%) reported 10-19 client cases, 81 (29.2%) reported seeing between 20-29
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client cases, 47 (17.0%) reported 30-39 client cases, and 23 (8.3%) reported seeing 40 or
more client cases per week. Of these client cases, 24.2% (n = 67) participants reported
that they had no client population under the age of 12 years, 25.6% (n = 71) of
participants reported children being 1%-10% of their caseload, 17.7% (n = 49) reported
children being 11%-25% of their caseload, 14.4% (n = 40) reported that children made up
26%-50% of their caseload, 10.1% (n = 28) reported children being 51%-75% of their
caseload, and 7.9% (n = 22) reported children as being 75%-100% of their caseload. Only
5.1% (n = 14) of participants reported that they had no client population between the ages
of 12-17 years, while 26.4% (n = 73) reported adolescents being 1%-10% of their
caseload, 20.6% (n = 57) reported adolescents being 11%-25% of their caseload, 27.1%
(n =75) reported that adolescents made up 26%-50% of their caseload,11.9% (n = 33)
reported adolescents being 51%-75% of their caseload, and 9% (n = 25) reported
adolescents as being 75%-100% of their caseload. Participant’s client population
demographics information is listed in Table 4.8.

Table 4.8

Frequency Distribution of Participants’ Client Population Demographic Information
(Categorical)

Category Frequency %
Client Caseload per Week
Less than 10 51 18.4%
10-19 75 27.1%
20-29 81 29.2%
30 -39 47 17.0%
40+ 23 8.3%
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Category Frequency %
Client Child Caseload Percentage

No clients in this population 67 24.2%
1% - 10% 71 25.6%
11% - 25% 49 17.7%
26% - 50% 40 14.4%
51% - 75% 28 10.1%
75% - 100% 22 7.9%
Client Adolescent Caseload Percentage
No clients in this population 14 5.1%
1% - 10% 73 26.4%
11% - 25% 57 20.6%
26% - 50% 75 27.1%
51% - 75% 33 11.9%
75% - 100% 25 9.0%

Participants were asked to estimate the percentage of their client population that
would be in each racial/cultural group. The mean percentage of participants’ client
population was predominantly White, Non-Hispanic/Latino (65.6%), 24.1% were
Black/African American, 5.3% were identified as Hispanic/Latino, 1.0% Asian, less than
1.0% were identified as each Native American/Alaskan Native, Native Hawaiian/Pacific
Islander, Middle Easter, and Asian Indian, and 2.5% were identified as Other. The
participants’ client population racial/cultural demographic information is shown in Table
4.9.

Table 4.9

Frequency Distribution of Participants’ Client Population Racial/Cultural Demographic
Information (Continuous)

Category M SD

White, non-Hispanic/Latino 65.6% 29.57
Hispanic/Latino 5.3% 10.17
Black/African American 24.1% 25.67
Asian 1.0% 2.77
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Category M SD

Native American/Alaskan Native 0.6% 6.34
Native Hawaiian/Pacific Islander 0.7% 0.53
Middle Eastern 0.5% 1.92
Asian Indian 0.3% 2.23
Other 2.5% 12.03

Descriptive Statistics for Research Variables
Frequency of Screening for Parental ACEs

The criterion variable frequency of screening for parental ACEs had a minimum
score of 0 (0 = minimum possible score) and a maximum score of 38 (38 = maximum
possible score) for its 19 items. The mean score for respondents was 24.71 (SD = 11.09,
Median = 26). The scores were negatively skewed, meaning that the majority of
respondents are screening the parents of their child and adolescent clients for their own
ACEs in childhood. Although 6.1% (n = 17) report never screening for any parental
ACEs, 14.4% (n = 40) report they usually screen for all 19 items. See Table 4.10 for the
descriptive statistics for frequency of screening scores. The most frequently asked about
parental ACE was household mental illness (92.0%), followed by household substance
abuse (90.6%) and domestic violence exposure (87.4%). Neglect was the least screened
for traditional parental ACE; 22% of participants reported that they never ask about one
or both items. The most frequently screened expanded ACE item is household instability
(83.8%), followed closely by parental death (83.4%). Discrimination was the least asked
about parental ACE overall, with 28.9% of participants reporting that they never ask
about this item. The frequency statistics for frequency of screening items are shown in

Table 4.11.
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Table 4.10

Frequency Statistics for Frequency of Screening Scores.

Score Frequency %
0.00 17 6.1
2.00 2 0.7
3.00 1 0.4
4.00 7 2.5
5.00 2 0.7
6.00 2 0.7
7.00 1 0.4
8.00 1 0.4
9.00 2 0.7
10.00 1 0.4
11.00 4 1.4
12.00 2 0.7
13.00 2 0.7
14.00 2 0.7
15.00 2 0.7
16.00 1 0.4
17.00 5 1.8
18.00 4 1.4
19.00 1 5.8
20.00 10 3.6
21.00 8 2.9
22.00 13 4.7
23.00 10 3.6
24.00 7 2.5
25.00 8 2.9
26.00 11 4.0
27.00 8 2.9
28.00 15 54
29.00 7 2.5
30.00 5 1.8
31.00 7 2.5
32.00 13 4.7
33.00 10 3.6
34.00 6 2.2
35.00 8 2.9
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Score Frequency %
36.00 7 2.5
37.00 10 3.6
38.00 40 14.4
Table 4.11
Frequency Statistics for Frequency of Screening Items.
Variable Frequency %
Emotional Abuse
Never 50 18.1
Sometimes 96 34.7
Usually 131 47.3
Physical Abuse
Never 51 18.4
Sometimes 91 32.9
Usually 135 48.7
Sexual Abuse
Never 56 20.2
Sometimes 105 37.9
Usually 116 41.9
Emotional Neglect
Never 61 22.0
Sometimes 93 33.6
Usually 123 44.4
Physical Neglect
Never 61 22.0
Sometimes 96 34.7
Usually 120 43.3
Parental Divorce/Separation
Never 48 17.3
Sometimes 71 25.6
Usually 158 57.0
Domestic Violence Exposure
Never 35 12.6
Sometimes 78 28.2
Usually 164 59.2
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Variable Frequency %
Household Substance Abuse

Never 26 94

Sometimes 68 24.5

Usually 183 66.1
Household Mental IlIness

Never 22 7.9

Sometimes 53 19.1

Usually 202 72.9
Household Incarceration

Never 53 19.1

Sometimes 97 35.0

Usually 127 45.8
Separation from Parent

Never 51 184

Sometimes 81 29.2

Usually 145 52.3
Parent Death

Never 46 16.6

Sometimes 93 33.6

Usually 138 49.8
Serious Physical IlIness or Disability

Never 52 18.8

Sometimes 101 36.5

Usually 124 44.8
Community Violence and/or Bullying

Never 66 23.8

Sometimes 102 36.8

Usually 109 39.4
Detainment, Arrest, or Incarceration

Never 62 22.4

Sometimes 98 35.4

Usually 117 42.2
Discrimination

Never 80 28.9

Sometimes 116 41.9

Usually 81 29.2
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Variable Frequency %
Intimate Partner Violence

Never 58 20.9

Sometimes 89 32.1

Usually 130 46.9
Housing Instability

Never 45 16.2

Sometimes 96 34.7

Usually 136 49.1
Food Insecurity

Never 58 20.9

Sometimes 95 34.3

Usually 124 44.8

Familiarity with the Seminal ACE Study

Almost 60% (n = 164) of the respondents reported that they were very familiar
with the seminal ACE study and could speak about it in detail, while only 7.6% (n = 21)
said they had never heard of it. The remaining 33.2% reported being either vaguely or
somewhat familiar with the study. This explains the large negative skew (skewness = -
1.250) of this predictive variable with a mean score of 3.33. See Table 4.12 for the
descriptive statistics for familiarity with ACE study scores.
Table 4.12

Frequency Statistics for Familiarity with ACE Study Scores.

Score Frequency %

1.00 21 7.6
2.00 30 10.8
3.00 62 224
4.00 164 59.2
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Endorsement of the Impacts of Parental ACEs

The results for degree of endorsement of the impacts of parental ACEs showed a
minimum score of 4.00 (0 = minimum possible score) and a maximum score of 16
(maximum possible score) with a mean score of 13.46. This variable also had a large
negative skew (skewness = -1.122) due to almost 80% of respondents endorsing three-
quarters or more of the 16 statements. See Table 4.13 for the descriptive statistics for
endorsement of the impacts of parental ACEs scores. Five out of the 16 statements
regarding the impacts of parental ACEs were endorsed by more than 90% of participants,
“Positive parenting influences a child’s life-course trajectory” (97.1%), “Screening for
social-emotional risk factors within the family (e.g., parental depression, substance abuse,
and/or domestic violence, etc.) is within the scope of a mental health provider working
with children/adolescents™ (96.8%), “Stable and supportive adult relationships can
mitigate the negative effects of persistent childhood stress.” (94.9%), “Assessing for
Parental ACEs can give relevant systemic/familial screening information for working
with children and adolescents.” (93.9%), “Parents who have experienced adversity in
childhood are more likely to need additional support in understanding and implementing
such concepts as positive parenting, appropriate discipline, good self-care, modeling
conflict resolution, healthy coping strategies, and developmental promotion” (92.4%).
Only one statement was endorsed by less than 60% of participants, “Prolonged or
excessive physiologic stress in childhood can result in epigenetic modifications of the
DNA” (22.0%). The frequency statistics for endorsement of parental ACEs items are

shown in Table 4.14.
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Table 4.13

Frequency Statistics for Endorsement of Parental ACEs Scores.

Score Frequency %

4.00 1 4

5.00 1 A4

6.00 4 1.4
7.00 7 2.5
8.00 11 4.0
9.00 6 2.2
10.00 16 5.8
11.00 10 3.6
12.00 25 9.0
13.00 31 11.2
14.00 31 11.2
15.00 46 16.6
16.00 88 31.8

Table 4.14

Frequency Statistics for Endorsement of Parental ACEs Items.

Variable Frequency

%

Prolonged or excessive physiologic stress in childhood 216
can result in epigenetic modifications of the DNA.

Screening for social-emotional risk factors within the 268
family (e.g., parental depression, substance abuse,
and/or domestic violence, etc.) is within the scope of a
mental health provider working with
children/adolescents.

Mothers who have experienced significant adversity in 208
childhood are more likely to suffer from post-partum
depression.

A systemic multigenerational approach to therapy is 247
recommended to prevent and ameliorate the impact
of ACEs and promote resiliency in children with a
family history of adverse childhood experiences.
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Variable

Frequency

%

Parents who have experienced significant adversity in
childhood have a decreased ability to regulate their
emotions during parenting and are more likely to
utilize harsher discipline methods.

Stable and supportive adult relationships can mitigate
the negative effects of persistent childhood stress.

Parents who have experienced significant adversity in
childhood have a harder time forming stable and
supportive relationships with their children than
parents who have not experienced such adversity.

Positive parenting influences a child’s life-course
trajectory.

Assessing for Parental ACEs can give relevant
systemic/familial screening information for working
with children and adolescents.

Parents who have experienced significant adversity in
childhood are more likely to experience parental
stress and use ineffective parenting styles
(authoritarian or permissive).

An individual’s negative health outcomes from
childhood maltreatment can become the adverse
childhood experiences for their children.

Children of parents who have experienced significant
adversity in childhood are at an increased risk for
developing internalizing and externalizing
behavioral problems.

Advice from a mental health provider can influence
positive parenting skills among clients’ parents.

Parents who have experienced adversity in childhood
are more likely to need additional support in
understanding and implementing such concepts as
positive parenting, appropriate discipline, good self-
care, modeling conflict resolution, healthy coping
strategies, and developmental promotion.

Children of parents who have experienced significant
adversity in childhood are at an increased risk for
premature birth, low birth weight and developmental
delays.
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230
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77.6%

94.9%

71.8%
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Variable Frequency %

Increased parental adversity in childhood has been 210 75.8%
associated with decreased skill achievement in
children, such as problem-solving skills,
communication skills, social skills, and fine and
gross motor skills.

Personal Exposure to ACEs

The respondent’s personal exposure to ACEs was more normally distributed
(Mean = 5.2, Skewness = 0.745, Kurtosis = -0.025) than the other research variables. The
minimum score for respondents was 0 and the maximum score was 19, which were the
maximum possible score for this variable, due to combining the traditional 10 ACEs and
an additional 9 expanded ACEs. Forty percent of the respondents score three or less
ACEs, which is important to note as four or more ACEs is the cutoff for significant
increased risk of long-term impacts of childhood trauma. See Table 4.15 for the
frequency statistics for personal exposure to ACEs scores. More than half of participants
experienced household mental illness (55.2%) and/or emotional abuse (54.5%). The least
experienced ACE item among participants was separation from a parent (3.6%).
Frequency statistics for personal exposure to ACEs items are shown in Table 4.16.
Table 4.15

Frequency Statistics for Personal Exposure to ACEs Scores.

Score Frequency %
0.00 27 9.7
1.00 30 10.8
2.00 20 7.2
3.00 34 12.3
4.00 27 9.7
5.00 25 9.0
6.00 22 7.9

89



Score Frequency %

7.00 15 54

8.00 22 7.9

9.00 14 5.1
10.00 7 2.5
11.00 8 2.9
12.00 10 3.6
13.00 5 1.8
14.00 6 2.2
15.00 2 7
16.00 1 4
17.00 1 4
19.00 1 4

Table 4.16
Frequency Statistics for Personal Exposure to ACEs Items.
Variable Frequency %
Emotional abuse 151 54.5%
Physical abuse 82 29.6%
Sexual abuse 87 31.4%
Emotional neglect 146 52.7%
Physical neglect 60 21.7%
Parental divorce/separation 100 36.1%
Domestic violence exposure 124 44.8%
Household substance abuse 86 31.0%
Household mental illness 153 55.2%
Household incarceration 22 7.9%
Separation from parent (foster care, immigration, 10 3.6%
deportation)

Parental death 30 10.8%
Serious physical illness or disability of a parent 43 15.5%
Community Violence and/or bullying 76 27.4%
Detainment, arrest, or incarceration 20 7.2%
Discrimination 89 32.1%
Verbal abuse/threats from intimate partner 103 37.2%
Housing instability 30 10.8%
Food insecurity 41 14.8%
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Bivariate Analyses

Relationship Between Demographics and Research Variables

Bivariate correlation analyses were conducted to determine if there was a
significant relationship between any of the demographic and research variables.
Pearson’s correlation was conducted on ordinal demographic variables and an analysis of
variance (ANOVA) was conducted for nominal demographic variables. There were six
demographic variables that had no significant relationship or difference with any of the
research variables. These variables were race/cultural group, education level, licensure
type, work setting environment (Table 4.18), and weekly caseload (Table 4.17). Analyses
results indicated that the rest of the demographic variables had a significant relationship
or difference, between groups, with one or more research variables at the p < .05 level,
except percentage of child clients on participant’s caseload with familiarity with the
seminal ACE study, which was significant at the p < .001 level.
Personal Demographics

Participants’ personal exposure to ACEs (F, 272) = 3.201, p = .014) statistically
significantly differed for participants’ gender. Their age had a significant negative
relationship (r = -.129, p = .032) with familiarity with the seminal ACE study. This
means that the younger participants were, the more familiar they were with the study. See
Table 4.17 for results from the correlation analysis of ordinal demographic and research
variables. See Table 4.18 for results from the ANOVA analysis of nominal demographic

and research variables.
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Professional Demographics

The number of years a participant has been in practice, their experience, has a
significant positive correlation (r = .119, p = .048) with frequency of screening and a
significant negative correlation (r = -.120, p = .046) with familiarity with the seminal
ACE study. This means that the more years they have been a practicing mental health
professional, the more likely they are to screen for parental ACEs and the less likely they
are to be familiar with the ACE study. See Table 4.17 for results from the correlation
analysis of ordinal demographic and research variables. See Table 4.18 for results from
the ANOVA analysis of nominal demographic and research variables.
Caseload Demographics

The percentage of child clients for a participant’s weekly caseload was
significantly positively correlated with familiarity with the seminal ACE study (r = -.200,
p <.001) and endorsement of the impacts of parental ACEs (r =-.149, p =.013). This
means that the higher the percentage of child clients they had on their caseload, the more
likely they were to be familiar with the ACE study and endorse the impacts of parental
ACEs. Likewise, the percentage of adolescent clients on a participant’s caseload
significantly positively correlated (r = -.137, p = .023) with familiarity with the seminal
ACE study. See Table 4.17 for results from the correlation analysis of ordinal
demographic and research variables. See Table 4.18 for results from the ANOVA
analysis of nominal demographic and research variables.
Table 4.17.

Relationship Between Ordinal Demographic Variables and Research Variables.
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Frequency of  Familiarity with ~ Endorsement Personal

Demographic Screening Seminal ACE  of the Impacts  Exposure to
Variable Study of Parental ACEs
ACEs
r Sig. r Sig. r Sig. r Sig.
Personal
Age 088 146 -129° .032 -116 .0563 .020 .743

Professional

Experience 119" 048 -120° .046 -.038 523 -.041 .499
Client Pop.

Caseload — -.053 378 -.093 121 -.099 101 .105 .082
Total

Caseload — .015 803 .200” <.001 .149° 013 -018 .771
Child

Caseload — 104 .085 137" .023 A17 052 -042 486
Adolescent

Note. * significant at p < .05, ™ significant at p <.001

Table 4.18

Relationship Between Nominal Demographic Variables and Research Variables.

Frequency of  Familiarity with  Endorsement Personal
. Screening Seminal ACE of the Impacts Exposure to
Den_mgraphlc Study of Parental ACEs
Variable ACEs
F Sig. F Sig. F Sig. F Sig.
Personal
Gender 2.079 .084 1.285 276 1.350 .252 3.201° .014
Race/Cultural  .781  .585 492 814 1681 126 1.639 .136
Group
Professional
Education 464 629 2.530 .082 .090 914 1299 275
Licensure 327 955  1.549 141 315 960 1.006 .431
Setting 808  .565 .984 436 .664 .679 798 572
Setting- 2137 .096 1.448 229 1.133 336 1.229 .300

Environment

Note. * significant at p < .05
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Research Questions

A bivariate analysis using simple linear regression was conducted for each of the
three research questions. This is the appropriate analysis as each research question has
one criterion variable and one predictor variable. The criterion variable for all of the
research questions is frequency of screening for parental ACEs, while the predictor
variables for questions one, two and three are degree of familiarity with the seminal ACE
study, degree of endorsement of the impacts of parental ACEs, and personal exposure to
ACEs, respectively.
Research Question One Results

The regression results for research question one show that degree of familiarity is
not a statistically significant predictor of frequency of screening for parental ACEs (S =
.09, t =1.52, p =.130). The results also showed that the degree of familiarity explained a
very small amount (0.8%) variance in frequency of screening for parental ACEs (R? =
.008, F, 275 = 2.311, p = .130). The null hypothesis was supported for research question
one. See Table 4.19 for results from the linear regression analysis for research question
one. See Table 4.20 for the regression coefficients for research question one.
Table 4.19

Regression Analysis Results for Research Question One.

Variable R? RZadj F df Sig.
Familiarity with ACEs Study .008 .005 2.311 275 130
Table 4.20

Regression Coefficients for Research Question One.

Variable B Std. Error B t Sig.

Familiarity with ACEs Study 1.069 .703 091 1520 .130
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Research Question Two Results

The results of the linear regression indicated that degree of endorsement of the
impacts of parental ACEs explained 2.1% of the variance in frequency of screening (R? =
.021, R%dj = .018, F1, 275) = 5.991, p = .015). It was found that degree of endorsement
statistically predicted frequency of screening at the p < .05 level (p =.146,t=2.448,p =
.015). The strength of this regression relationship is very weak, though, as it is less than
0.2 (Salkind, 2017). The null hypothesis for research question two was rejected and the
alternative hypothesis was retained. See Table 4.21 for results from the linear regression
analysis for research question two. See Table 4.22 for the regression coefficients for
research question two.
Table 4.21

Regression Analysis Results for Research Question Two.

Variable R2 RZadj F df Sig.

Endorsement of the Impacts of
Parental ACEs

Note. “significant at p < .05

021 .018 5.991 275 015"

Table 4.22

Regression Coefficients for Research Question Two.

Variable B Std. Error B t Sig.

Endorsement of the Impacts of

Parental ACEs 584 239 146 2448 .015

Note. “significant at p < .05
Research Question Three Results
Personal exposure to ACEs also significantly, though weakly, predicted frequency

of screening at the p < .05 level (B =.141, t = 2.358, p = .019). According to the linear
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regression, parental exposure to ACEs explained 2.0% of the variance in frequency of
screening (R? = .020, R?gj = .016, F, 275 = 5.561, p = .019). The null hypothesis was
rejected to research question three and the alternative hypothesis was retained. See Table
4.23 for results from the linear regression analysis for research question three. See Table
4.24 for the regression coefficients for research question three. Traditional and expanded
ACEs were also explored due to the use of traditional ACEs being the standard of
practice and lack of formal research on expanded ACEs. Results indicated that traditional
ACEs were not a significant predictor (f =.108, t = 1.808, p = .072) for frequency of
screening, but expanded ACEs were a significant predictor (p = .151, t = 2.541, p =.012).

Table 4.23

Regression Analysis Results for Research Question Three.

Variable R? RZadj F df Sig.

Personal Exposure — All ACEs .020 .016 5.561 275 019"
Personal Exposure — Traditional ACEs  .012 .008 3.270 275 072
Personal Exposure — Expanded ACEs 023 .019 6.457 275 012"

Note Regressions were conducted separately
“significant at p < .05

Table 4.24

Regression Coefficients for Research Question Three.

Variable B Std. Error B t Sig.
Personal Exposure — All ACEs 391 .166 141 2.358 .019"
Personal Exposure — Traditional ACEs  .428 237 .108 1.808 .072
Personal Exposure — Expanded ACEs 985 .388 151 2541 .012"

Note Regressions were conducted separately
*significant at p < .05
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Summary

Chapter four provided a summary of the findings of the current study. This
chapter includes sample demographic information and an examination of data cleaning,
including procedures for missing data, recoding data, and extreme variables. Research
variables were contextualized using univariate statistics to explore mental health
professionals’ screening practices for parental ACEs, familiarity with the seminal ACE
study, endorsement of the impacts of parental ACEs, and their personal exposure to
ACEs in childhood. This study includes three research questions that were answered by
conducting three separate linear regressions. The results for research question one
showed that familiarity with the seminal ACE study is not a significant predictor of
frequency for screening for parental ACEs. The results for research questions two and
three indicated that endorsement of the impacts of parental ACEs and personal exposure

to ACEs were significant, yet weak, predictors of frequency of screening.
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CHAPTER V

DISCUSSION

Research has shown that screening for parental adverse childhood experiences
(ACEs) is an effective step in the prevention of child maltreatment through the
identification of youth at-risk for experiencing ACEs (Eismann et al., 2019; Folger et al.,
2018; Gillespie & Folger, 2017; Johnson et al., 2017; McDonald et al., 2019; Min et al.,
2013; Murphy et al., 2014; ; Plant et al., 2018 Schickedanz et al., 2018; Steele et al.,
2016; Stepleton et al., 2018; Sun et al., 2017; Szilagyi et al., 2016; Zalewski et al., 2013).
Studies have been conducted, although they are scarce, to explore medical providers’
screening practices for parental ACEs and the factors that influence those practices
(Gillespie & Folger, 2017; Szilagyi et al., 2016). However, this study’s investigator was
unable to find any parallel research regarding mental health providers. The purpose of
this study was to fill the gap by increasing our understanding of licensed mental health
provider’s familiarity with the Adverse Childhood Experience (ACE) study and their
endorsement of the impacts of parental adverse childhood experiences (ACEs) by
exploring the screening practices of mental health providers for parental ACEs and the
factors that influence them.

Summary of Results
This study was conducted with 277 complete survey responses. The participants

were asked to complete a questionnaire that was adapted, with permission, from the
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American Academy of Pediatrics (AAP) 85™ Periodic Survey (PS85) (AAP, 2013) to
measure the criterion variable, frequency of screening for parental ACEs, and the
predictor variables, familiarity with the seminal ACE study and endorsement of the
impacts of parental ACEs. An ACE questionnaire that included both traditional and
expanded ACEs was used to measure the predictor variable personal exposure to ACEs.

A separate linear regression was conducted for each of the three research
questions. The results for research question one found that degree of familiarity with the
seminal ACE study does not statistically significantly predict frequency of screening for
parental ACEs (£ =.09, t = 1.52, p = .130). However, with almost 60% of participants
reporting being very familiar with the study, there was very little variance in the
predictor. The results for research questions two and three indicated that the independent
variables (degree of endorsement: 3 = .146, t = 2.448, p = .015 and personal exposure to
ACEs: B =.141,t=2.358, p = .019, respectively) were statistically significant, although
very weak, predictors of frequency of screening for parental ACEs. Again, this could be
due to the degree of skewness level for these variables.

Comparison of Results to Previous Research

The study investigator found no previous research regarding screening for
parental ACEs by mental health providers. However, one article by Szilagyi and
colleagues (2016) was found regarding pediatrician screening practices and familiarity
with the seminal ACE study. This article was based on results from the PS85 (Szilagyi et
al., 2016). Results from this study will be discussed in relation to the PS85 results for
pediatricians. Readers should also keep in mind that the current study was conducted
eight years after the PS85 (AAP, n.d.) which can have a significant impact on results.
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Frequency of Screening for Parental ACEs

Results from this study indicate that mental health providers are more likely to
screen for parental ACEs with over 60% of pediatricians not screening for any parental
ACEs (Szilagyi et al., 2016), compared to only 6.1% of mental health providers. In this
study, more than 90% of participants asked about three or more parental ACEs, compared
to only 15% of pediatricians (Szilagyi et al., 2016). As stated previously, this is an
important cutoff point, because individuals reporting more than three to four ACEs are at
a much greater risk for experiencing the negative impacts of toxic stress (Burke Harris,
2014; Felitti, 2018; Gillespie & Folger, 2017; Jackson Nakazawa, 2015; Le-Scherban et
al., 2018; McDonald et al.,, 2019; Stevens 2012; Wade, et.al, 2016), as are children of
parents reporting three or more ACEs (Folger et al., 2018; Le-Scherban et al., 2018;
McDonald et al., 2019; Schickedanz et al., 2018).

Szilagyi and colleagues (2016) reported that the most frequently asked about
parental ACE item by pediatricians was household mental illness (30%), followed by
household substance abuse (21%), parental divorce/separation (20%), and exposure to
domestic violence (11%). Pediatricians asked about child maltreatment (abuse and
neglect), household incarceration, and food insecurity with less than half their patients’
parents (Szilagyi et al., 2016). Results from this study indicated that mental health
providers were most likely to screen for the same top four ACE items.

Familiarity with the Seminal ACE Study

Results from this study also indicated that mental health providers are more

familiar with the seminal ACE study than pediatricians. Szilagyi et al. (2016) reported

that 2% of pediatricians were very familiar with the study, 8% were somewhat familiar,
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13% were vaguely familiar, 76% were not at all familiar. Whereas, in this study, 59.2%
of mental health providers reported that they were very familiar with the study, while
only 7.6% were not at all familiar.
Endorsement of the Impacts of Parental ACEs

The statements regarding the impacts of ACEs were not fully congruent between
the PS85 (AAP, 2013) and the current study. The PS85 focused more on the impacts of
ACEs to the individual (AAP, 2013), while the current study focused more on the
impacts of parental ACEs. However, six statements, with congruent focus, were used for
both studies and this section will compare the results for those statements. Results
indicated that like other research variables, mental health providers were more likely to
endorse impact statements than pediatricians, although the differences are less
pronounced for this variable (Szilagyi et al., 2016). Comparative results for the
percentage of participants that endorsed each of these impact statements are shown on
Table 5.1.
Table 5.1

Endorsement of Impact Statement Results from PS85 and Current Study.

Impact Statement PS85 Current Study
Prolonged or excessive physiologic stress in 33.7% 78.0%
childhood can result in epigenetic modifications of

the DNA.

Screening for social emotional risk factors within 81.1% 96.8%

the family (e.g., parental depression, substance
abuse, and/or domestic violence, etc.) is within the
scope of a mental health provider/pediatrician
working with children/adolescents.
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Impact Statement PS85 Current Study

Stable and supportive adult relationships can 83.6% 94.9%
mitigate the negative effects of persistent childhood

stress.

Parents who have experienced significant adversity 58.3% 71.8%

in childhood have a decreased ability to regulate
their emotions during parenting and are more likely
to utilize harsher discipline methods.

Positive parenting influences a child’s life-course 95.6% 97.1%
trajectory
Advice from a mental health provider/pediatrician 78.8% 88.8%

can influence positive parenting skills among
clients /patients’ parents

Note. PS85 results from Szilagyi et al., 2016.

Personal Exposure to ACEs

The PS85 did not address personal exposure to ACEs (AAP, 2013), and this
study’s investigator found no research surrounding the relationship between medical or
mental health providers exposure to ACEs and their frequency of screening for parental
ACEs. However, prior research did indicate that physicians were more likely to screen
for individual ACEs if they had personal exposure to ACEs (Freeman, 2017). These
results were the inspiration for the current study to explore the influence a mental health
provider’s personal ACE exposure has on their parental ACE screening practices. As
stated previously, results from this study indicated that mental health providers’ personal
exposure to ACEs was a weak, significant predictor of their frequency of screening for
parental ACEs.

Another study that looked at physicians’ exposure to ACEs found that the average
ACE score for physicians across all specialties was 1.0 (Stork et al., 2020), whereas the

current study indicated that mental health providers’ mean score for all 19 ACEs was
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5.25 and 3.65 for traditional ACEs only, which is a more accurate comparison to previous
studies. For individual specialties, two specialties stood out as having a higher average
ACE score. These were pediatrics (M = 2.7) and psychiatry (M = 4.0) (Stork et al., 2020).
The next highest mean ACE score was urology (M = 1.8) (Stork et al., 2020).

The most frequent ACE reported for pediatricians was parental separation/divorce
(20.5%), followed by household mental illness (20.0%), and the next most common
ACEs were emotional abuse and household substance abuse (12.3% each) (Stork et al.,
2020). For mental health provider’s the most frequent ACE reported was household
mental illness (55.2%), followed by emotional abuse (54.5%), and emotional neglect
(52.7%). Comparative results for pediatrician’s and mental health professional’s personal
exposure to ACEs is shown in Table 5.2.

Table 5.2

Comparison of Personal Exposure to ACEs for Pediatricians and Mental Health
Providers.

ACE Item Pediatricians Mental Health Providers
Emotional Abuse 12.3% 54.5%
Physical Abuse 11.4% 29.6%
Sexual Abuse 10.5% 31.4%
Emotional Neglect 10.5% 52.7%
Physical Neglect 1.8% 21.7%
Parental Separation/Divorce 20.5% 36.1%
Domestic Violence Exposure 2.7% 44.8%
Household Substance Abuse 12.3% 31.0%
Household Mental IlIness 20.0% 55.2%
Household Incarceration 2.3% 7.9%

Note. Pediatrician results from Stork et al., 2020.
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Implications, Limitations, and Future Research

This study was informed by the literature review, which displayed a gap
surrounding the intersection of mental health providers and parental ACEs. Previous
research primarily focused on medical professionals’ knowledge and understanding of the
impacts of ACEs and parental ACEs, as well as screening practices for each of these. In
this section, the limitations of the current study will be explored, as well as the
implications of the results from a clinical and research perspective. Due to the unique
nature of this topic, ethical implications of screening for parental ACEs will also be
explored. This section will also introduce possible directions for future research.
Clinical

Pediatricians have been tasked by the AAP to screen for parental ACEs as a first
line of defense for the identification of youth-at-risk for maltreatment (Duke & Borowski,
2018; Kerker et al., 2016; Szilagyi et al., 2016). Previous research would indicate that
pediatricians might not be doing this. This trend may be due to children who have
experienced ACEs being more likely to miss annual well child visits, which can
significantly limit the opportunity to identify families-at-risk (Duke & Borowski, 2018;
Eismann et al., 2019). Another factor may be pediatricians’ lack of confidence in their
ability to deal with emotional and mental health issues (Gillespie & Freeman, 2016). If
society cannot rely on the first line of defense for identifying youth-at-risk, it may fall to
mental health providers to do so. Fortunately, the current study indicates that mental
health providers may be up to the task as they are actively screening for parental ACES.

In the future, mental health providers may look to partner with obstetricians,
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pediatricians, and family physicians to encourage screening for parental ACEs and
referral of families to mental health treatment once identified as at-risk.

Another clinical implication is for professionals to understand that educating
parents about their own ACEs and the impacts those may have on many aspects of their
life, could create mental and emotional distress for them (Molitor & Dvorsky, 2019).
Clinicians should be prepared, and prepare parents, for this possibility (Molitor &
Dvorsky, 2019). They should ensure that they are able to connect parents to any needed
resources (Molitor & Dvorsky, 2019).

Another clinical implication is the potential significance of expanded ACEs.
Results from the current study indicate that expanded ACEs are a significant predictor for
frequency of screening. Previous research indicates that conventional ACEs were based
on a homogenous, white, educated, middle-class, population and that these items may not
capture the full spectrum of relevant childhood adversity experienced by diverse urban
populations (CDC, 2018; Cronholm et al., 2015; Wade et al, 2016). Although results
from this study do not focus on the impacts that expanded ACEs have on an individual or
their children, further research in that area could inform practitioners if they do, indeed,
need to be screening beyond the traditional ACEs, to adequately care for more diverse
populations.

Research

The literature review for this study would indicate that more research is needed
regarding mental health providers knowledge of impacts of parental ACEs and their
implementation of this knowledge into their practice with children and adolescents.

Future research might explore how screening for parental ACEs impacts treatment of
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clients and/or perceptions of parents/parenting skills. Another avenue may be to explore
the correlation between knowledge of the impacts of ACEs/parental ACEs and
competency surrounding trauma.

Previous research highlights the importance of screening for parental ACEs
(Eismann et al., 2019; Folger et al., 2018; Gillespie & Folger, 2017; Johnson et al., 2017;
Kercher et al., 2016; McDonald et al., 2019; Min et al., 2013; Murphy et al., 2014; Plant
et al., 2018 Schickedanz et al., 2018; Steele et al., 2016; Stepleton et al., 2018; Sun et al.,
2017; Szilagyi et al., 2016; Zalewski et al., 2013). The AAP has made strong
recommendations that pediatricians implement this practice to identify youth at risk for
maltreatment and help prevent exposure to ACEs, as they have the most opportunity to
screen, due to earlier access to families with small children (Kercher et al., 2016; Szilagyi
etal., 2016). Yet, studies show pediatricians have minimal familiarity with the seminal
ACE study, are not likely to follow the recommendations for parental ACE screening
(Kercher et al., 2016; Szilagyi et al., 2016), and do not feel confident in handling
emotional and mental health discussions (Gillespie & Freeman, 2017). The results of this
study, however, indicate that mental health providers are screening for parental ACEs at a
much greater frequency than pediatricians and therefore may be more likely to be a
family’s first line of defense in the identification of youth at risk. Future research might
explore how accurate this study’s results are across a broader and more diverse
population and if so, how best to partner with physicians for early detection, as well as
how to better access underserved populations, which are already at a higher risk.

The need to confirm the generalizability of the current study is necessary due to

the representativeness of the study sample. The use of convenience sampling using
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mental health providers licensed in one midwestern state, created a geographically
homogenous sample. For study results to be generalizable across all mental health
providers and settings, it is important to have a more diverse population represented in
the sample (Heppner et al., 2016). Beyond the geographical homogeneity of the sample,
there is also a potential overrepresentation of participants from the following
demographic categories: female, White, master’s degree, and social worker licensure.
The study investigator was unable to find data regarding these demographic categories
for licensed mental health professionals across the United States, so verification of
overrepresentation was not possible. Future research may look to expand the pool of
participants to increase the generalizability of the results.

A second potential limitation of this study is low response rate (1.17%). Due to
time constraints placed on the current study, the survey was only open for 10 days.
Additionally, caps placed on the number of emails allowed to be sent per day,
necessitated invitations being sent out across the span of four days, meaning those
individuals who were not contacted on the first day had even less time to participate. This
would indicate that participants were more proactive than non-responders and the effect
of this volunteer bias cannot be known. Future research should aim to leave surveys open
for several weeks to allow participants adequate time to respond. Future researchers may
also want to send reminder emails at certain intervals to increase likelihood of
participation.

A third potential limitation is the methodology of the study. As there was no
previous research regarding mental health providers related to screening for parental

ACEs, a structure that first looked to explore the frequency of each of the research
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variables rather than the impact of each independent variable on frequency of screening
would have been more beneficial. This study made assumptions that mental health
providers results would be similar to those of pediatricians, which in hindsight, was not
advisable. As the study currently stands, most of the research variables were significantly
skewed, which most likely impacted the sensitivity of independent variable influences.
Future research may look to explore the generalizability of these finding, understand why
mental health providers may be screening at a much higher frequency and what impact
this could have for families. One direction for future research might explore whether
families of child and adolescent clients in mental health treatment have ever been
screened for parental ACEs by their pediatricians. This may inform researcher who is
most likely to identify at-risk-families, as well as how to improve upon these practices to
increase the likelihood of preventing exposure to ACEs for these children.

A fourth potential limitation to the current study is the inclusion of expanded
ACEs. As most of the previous research does not include expanded ACEs and focuses
solely on the ten traditional ACEs, the current study is less directly comparable. Future
research may want to focus more on traditional ACEs. Another direction for future
researcher may be to explore the impacts of expanded ACEs to understand if their
impacts are as significant as found with traditional.
Ethics

To fully consider ethical implications for integrating parental ACEs into the
assessment of child clients, the author turned to an article by Molitor and Dvorsky (2019)

entitled Ethical Considerations for Assessing Parent Mental Health during Child

Assessment Services, which addresses this issue from each of the main ethical tenets.
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According to Molitor and Dvorsky (2019) the first ethical question revolves around duty
to the client (Molitor & Dvorsky, 2019). As the child is the client, the clinician needs to
make sure that any work with the parent is in direct service to the child (Molitor &
Dvorsky, 2019). In this case, research strongly supports the inclusion of parental ACEs as
a screening tool for identifying at-risk children and family dynamics (Gillespie & Folger,
2017; McDonald et al., 2019; Murphy et al., 2014; Schickedanz et al., 2018; Steele et al.,
2016; Stepleton et al., 2018; Szilagyi et al., 2016). This information should then be used
to inform treatment for the child client, for example incorporation of family therapy,
referrals for parents to individual counseling, and/or parent education programs, all of
which work to improve the child’s familial environment. The information is not intended
as a springboard to moving the focus of treatment to the parents’ mental health, except
again where it would directly benefit the child client.

Next, clinicians need to consider stigma surrounding mental health issues and the
role of a parent (Molitor & Dvorsky, 2019). Parents may be concerned with being blamed
for difficulties their children are experiencing and clinicians need to be sensitive to this
concern (Molitor & Dvorsky, 2019). The seminal ACEs study has become widely known
and accepted across many disciplines. The hope is that most professionals in the medical
and mental health field understand how common and complex ACEs are and therefore
would be unlikely to associate ACEs score alone with detrimental parenting practices. To
be safe, however, use of parental ACEs screening should be limited to clinicians working
from a trauma informed lens with a competent understanding of ACEs and their impact

on individuals and parenting (Molitor & Dvorsky, 2019). The family context should be
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evaluated and considered (Molitor & Dvorsky, 2019). How might this information be
used against the parent by other family members or the court system.

Another ethical consideration is the maintenance of parental privacy (Molitor &
Dvorsky, 2019). Parents may be concerned about their child or other caregivers learning
personal information that they are not ready to disclose (Molitor & Dvorsky, 2019).
Some potential solutions to this dilemma, may include separate informed consent,
separate linked files, and using aggregate score instead of categorical score.
Documentation of how parental ACEs inform client treatment needs to be done in a way
that protects the privacy of the parent (Molitor & Dvorsky, 2019). Suggestions for
addressing this issue are limiting documentation of this information to assessments only
and discussing with all parties involved how this information will be handled (Molitor &
Dvorsky, 2019).

Conclusion

The purpose of the current study was twofold 1) to increase our understanding of
licensed mental health provider’s familiarity with the Adverse Childhood Experience
(ACE) study and their endorsement of the impacts of parental adverse childhood
experiences (ACEs), and 2) to understand the influence that these factors and licensed
mental health provider’s personal exposure to ACEs have on their practice of screening
for parental ACEs. The results indicated that licensed mental health providers are more
familiar with the seminal ACE study and more likely to endorse the impacts of parental
ACEs than pediatricians. Licensed mental health professionals are also more likely to
screen for parental ACEs when working with child and adolescent clients. The study

results indicated that licensed mental health providers’ degree of endorsement and
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personal exposure to ACEs are significant, if weak, predictors of their frequency of
screening.

This study’s contribution to the literature lies in the descriptive statistics. Results
of this study indicate that licensed mental health professionals are significantly more
likely to screen for parental ACEs compared to pediatricians. This is important as
pediatricians have been tasked as the first line of defense for identification of at-risk-
youth and prevention of ACEs. Early detection and treatment have been shown to be the
best offensive interventions to prevent ACEs from occurring and therefore eliminate the
detrimental impacts on children as they grow into adulthood. This study would indicate a
need to highlight the importance of screening by mental health professionals in order to
intervene and suggests that they begin to partner with physicians such as obstetricians,
pediatricians, and family physicians, who are better positioned to identify youth-at-risk
during gestation and infancy. This partnership may encourage physicians to screen more

often as it provides a direct treatment route once families are identified.
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APPENDIX A

DRAWING ENTRY FORM

If you wish to be entered into a drawing for one of two (2) $50 Amazon electronic gift
cards, enter your email address. Please note that your email address will be kept separate
from your questionnaire responses and will not be used for anything other than emailing
your gift card code should your entry be randomly chosen.

1. Text Box for Email
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APPENDIX B

IRB APPROVAL

Office of Research Administration
Akron, OH 44325-2102
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Date: 7/127/2021
To: Mindy Ambrust Beach
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Title: A Quantitative Exploration into the Screening Practices of Mental Health Providers for Parental
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APPENDIX C
INFORMED CONSENT

You are invited to participate in a research project being conducted by Mindy Armbrust
Beach, a doctoral student in the School of Counseling at The University of Akron. The
purpose of this research is to explore the practice of screening for child/adolescent
clients’ parental adverse childhood experiences by licensed mental health providers.
While there are no tangible benefits for the participants of this study, your participation
will assist in the collection and analysis of data to address an important issue in the
mental health field. This study asks about sensitive topics related to childhood
maltreatment. This may cause discomfort and/or possibility of re-traumatization.
Participants have the right to refuse participation or end participation at any time. If
participants experience discomfort or re-traumatization, they should call the SAMHSA’s
National Hotline at 1-800-662-HELP (4357) or seek counseling. If you decide to
participate, you will be asked to complete an anonymous web-based survey. The survey
should take approximately 20 minutes to complete.

The survey will not collect any identifiable information and no one will be able to
connect your responses to you. Your anonymity is further protected by not asking you to
sign and return a consent form. Instead, you will be asked for your consent prior to being
allowed to move on to the survey. In order to be included for participation in the study,
individuals must be licensed as a Professional Counselor, Social Worker, and/or Marriage
and Family Therapist. Participants will also need to be 18 years of age or older and work,
to some degree, with children and/or adolescents. Please print this introduction for future
reference.

At the end of the survey, you will be given an opportunity to opt-in to an Amazon gift
card giveaway, as an incentive for participating in the survey. If you opt in, you will be
directed to a site where you will be asked to provide your email address as a means of
contacting you. Two winners will be chosen at random, from participants included in the
study that have opted in and will each be sent a $50 Amazon gift card electronically via
the email address you provide. Please note that your email address will be kept separate
from your survey responses and will not be used for anything other than contacting you,
should you be selected to win a gift card.

If you have any questions about this study, you may email me at maal92@uakron.edu, or

my advisor, Dr. Heather Katafiasz, at hkatafiasz@uakron.edu. This project has been
reviewed and approved by The University of Akron Institutional Review Board.
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If you have any questions about your rights as a research participant, you may call the
IRB at (330) 972-7666. Please click on the link below to access the survey. Thank you.
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APPENDIX D

AAP PERMISSION TO USE AND AMEND PS85

RE: Inquiry regarding Periodic Survey #85

o Research, AAP <aapresearch@aap.org> Monday, June 7, 2021 at 10:55 AM
To: @ Mindy Armbrust; Cc: © Member & Customer Care ¥

CAUTION: This email originated from outside of The University of Akron.
Hi Mindy,

Thank you for your message. | understand you are interested in using and adapting the PS85 survey for your dissertation and we do grant you
permission to use. If you do use any of the questions (or adaptations of the questions) for your own survey, please remember to credit the AAP Periodic
Survey.

Please do not hesitate to let me know if you need an additional survey copy or if you have any further questions.
Thank you!

Chloe Somberg

Health Services Research
American Academy of Pediatrics
345 Park Blvd. Itasca, IL 60143

csomberg@aap.org | 630.626.6619
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APPENDIX E

PERIODIC SURVEY 85

American Academy FS’ERIODIC
of Pediatrics DFL;II;%L\LIOEM\I(S a5

DEDICATED TO THE HEALTH OF ALT CHILDREXN™

This survay asks for information on issues surrounding (1) patient mental health management and referrals, and
{2) early braln development.
Please answer the questions by circling the number of the appropriate response or by filling in the blanks,

1. During a typical complete work week, how many hours per wask do you spend in tha following professional activities?
I vou do not spend any time in a particular achivity, please indicale this by entering zera (0} hours in the appropriate space.

Activity: Hours:
Direct patient care (DPC}Y ..o —>»{ 1a. About how many of these DPC hours per week
Administration ... are spent delivering:
Academic MBdiGing ... e v, Outpatient care................ (hours)
Research. ......... i

Inpatient Care ..o munens [haours)

Fellowship training -..
Other (specify),

TOTAL HOURSMEEK
1k. Are you currently in a pediatric residency training pregram?
Yes....oowsi — 1c. Please check if you are PL1-3 ] or PL4 or greater [

N 2 — 1. I what year did you complete your residency fraining?,

2. (A) In column A please mark which of the following mental health providers are focated ON SITE at your primary practice,
that is, the practice where you spend most of your time? Please check Yes ar Mo for each provider

{B) In column B, please indicate for each type of practitioner that is NOT Jocated on site, how available would you say
mental health services are within your practice community? Circle one response far each senvice nol incated on site

=1 1A) Located ON- T [.(BY If not on &ite, how available:are thesa, .
| SITEat Practive |- | providers within:ybur. practice community?

- Somewhat .
Ayallabls 0]

Child psychiatrists

Child psyehologists

Developmental-behavioral pediatricians

Developmental services, i.e., Early intervention (El}, elc.
Substance abuse counseling

Social warkers

Adult psychiatrists/psychologists

Child ife specialist:

|
Ll Yes

|

[—

JE [P Y Y S e (N
rafralrarafrofra|maing
(78] [} Y PR AL [ (L)
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. In general, how difficult is it for patients who nead routine or emergency mental health services to be seen by mental
health providers in your practice community? Please circle ONE response for each type of service

ROUtNE SEIVIEES .o e e

EMErgancy SEritaS ......cco e renees

Wery Moderately Somewhat MNotatall
Difficult Difficult Difficult Difficult
1 2 3 4
1 2 3 4

Don't
Know

5
5

. In your practice, how frequently do you ingulre abaut, screen for, treat/co-manage and refer aach of thesa problems!

condltions? For EACH problemy/condition, circle the one pumber that comes closest lo how often you inquire, scraen, lreat and refer.

.How fraquently do you; ——»

tngulre about this
problemicondition -
In your practice?

Rout|naly scraen
(e, use formal
instrumant) for this
proklem/ condition
in your practice?

I rgnymungge!s {13
inenage those
identified with this
preklam/condltien
In your practice?

for those
identlfied with this
problamicondliton
to other providers?

Some- Some- Some- Some-

| Probiems/Conditions MNaver limes Usually | Newer timas Usually | Never Umes Usually | Never times Usually
ABDHD 1 2 3 1 2 3 1 2 3.1 2 3
Child deprassion 1 2 3 1 2 3 t 2 3 1 2 3
Adolescent depression 1 2 3 1 2 3 1 2 3 1 2 3
Behavior management problems 1 2 3 1 2 3 1 2 3 1 2 3
{e.g., conduct disorder, oppositiona!
defiant disarder} .
Bullying 1 2 3 1 2 3 1 2 3 1 2 3
Learning disabilities 1 2 3 1 2 3 1 2 a 1 2 3
Anxiety disorders (e.g., separation 1 2 3 1 2 £} 1 2 a 1 2 3
anxiety, social anxiety, school phobia)
Substance abuse {includes alcohol 1 2 3 1 2 3 1 2 q 1 2 3
and other drug abuse)
Disordered eating, body image 1 2 3 1 2 3 1 2 a ] 3 3

concerns and eating cisorders

Maternal depression 1 2 3 1 2 3 1 2 3 1 2 3
Parental alcohol/drug use 1 2 3 1 2 3 1 2 2 1 2 3
Parenlal separation/divorce 1 2 3 1 2 3 1 2 3 1 2 3
Incarcerated refalive 1 2 3 1 2 3 1 2 3 1 2 3
Domeslic vielence exposure 1 2 3 1 2 3 1 2 3 1 2 3
Fhysical or sexual abuse 1 2 3 1 2 3 1 2 3 1 2 3
Heostila/Rejacting parenling by 1 z 3 1 2 3 ] F 3 1 2 3
mothers

Food scarcity 1 2 3 1 2 3 1 2 3 1 2 3

5. Within the past 12 months, approximataly what percent of your patients with mental health problems
have you co-managed with any mental health care provider?  Please entera numbaeror“0%ifnone  ______ %

5a. If you have co-managed patients with mental health problems, please indicate with which providers:
Check alf thal appfy

Child pSYChAtrist ..ooeee v e e Substance abuse counselor................L )
Child psychologist...........c..ccc........ - Social worker ... R
Developmenlal-behavioral pediatrician - Other mantal heallh practilional N
Developrnental services provider, i.e., Early {spevify)

[t rvention, BIC. ..o v e s rsen e v e

6. Within the past 12 months, have vou referred any childrenfadolescents for mental health services?

;es If Yes: 6a. Approximately how many did you refer? {rurnber)
a...
6b. Of those who had a visit to & mental health
provider, on what percentage did you raceive
any feedback from the mental heakh provider? Y
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7. How strongly do you agree or disagree that the following are barrlers to your identifying, referring and treating/co-
managing child/adolescent mental health problems? Circle one response for aach ftem

Strongly | " Strengly

i : : Disagree | Disagree | Neutral’ Agree Agrea
Lack of raining in identifying childfadolescent mental heaith

probiems 1 2 3 4 5
Lack of fraining in the treatment of childrenfadalescents with

mental health probtems by counseling 1 2 3 4 5
Lack of training in the treatment of childrenfadolescents with

mental health problems by medication 1 2 3 4 5
L.ack of confidence in my ability to diagnose child/adolescent

mental health problems 1 2 3 4 3
Lack of confidence in my ability to treat child/adolescent

mental health problems with counseling 1 2 3 4 5
Lack of confidence in my ability ta treat child/adolescent

mental health problems with medication 1 2 3 4 5
Lack of ime to treat child/adolescent mental health problams 1 2 a 4 5
Iradeguate reimburserment for treating child/adclescent

mental health problems 1 Z k] 4 5

8. (A) Did you complete a residency rotation in any of the following? Please check ‘Yes'or ‘No*

(B) ¥ yes, how many actual weeks were spent by you on this rotation {not including vacation time or illness)?
Please circle one numbar for each rotation

(A
RESIdeHT;R_lOBTH1 Numl:oezS 03 Weeks
No Yes
a. Behavioral/Developmental Pediatrics Ll L ]—— 1 2 3 4 5 =6
b. Chitd Psychiatry 1 = 1 2 3 4 5 >6
¢t. Adolescent Medicine - 11— 1 2 3 4 5 =6
d. Behavioral Sciences / C—+»: ¢ 2 3 4 s >6

9. Did you have Fellowship or other farmal training in any of the areas listed in question # 8, above?

Yes.
No...

1 — % Which one (s)? {please specify)
2

1C. During your residency or fellowship, did you receive training in the following areas of mental health assessment,
education andfor treatment for children, adolescents or adults? Please circle all that apply for each area

o . Children | Adolescents | Adults’
Areas of Training: . : . :
Kaotivational Intarviewing technique
Other types of interviewing lechniques
DSM diagnostic criteria for depressicn
DSM diagnostic criteria for anxiety

1
1

1

1

D3M diagnostic criteria tor ADHD 1
1

1

1

i

Bosing with antidepressant’ansxiety medication
Dosing with ADHD medication

Strategies for managingftreating depression through counseting

Strategles for managing/reating depression through Gognilive Behavioral
Therapy (CBT)

Sirategies for managingftreating depression with medication

Strategies for preventing abuseimisuse/diversion of AQDHD medications 1

e CRFURRT R LUE (S LT C G [N
O [ | W [0 [0 [o e | |40 (L2 |n
S PN I N PN PN TN PN NS
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11. During your residency or fellowship, did you receive any training in positive parenting techniques for parents of
children or adolescents?
Yes No
1 2

. 2

For parents of children .

For parenis of adolescent:

12.In the last two years, have you attended a lecture or conference where the main topic was:

Yes No
Child mental health ... 1 2
Adatescent mental health ... 2

13. How interasted are you in receiving further education in:  Circle one response for each item

Vary Somewhat] Not at alt

: Interasted § Interestod | Interested
Idenlifying depression and other mental health problems in children 4 2 3
Managing/treating mental health problems in children i 2 3
Co-managing mantal health problems in childran 1 2 3
Medication management of mantal health problems in chiltren 1 2 3
Identifying depression and other mental healih problems in adolescents 1 Fi 3
Managingitreating mental health problems in adolescents 1 2 3
Co-managing mental health problems in adolescents 1 2 3
Medication management of mental health problems in adplescants 1 2 3

14. How familiar are you with {(A) the AAP 2010 Mental Health Toolkit, “Addressing Mental Health Congerns in Primary Care:
A Clinicians Toolkit” and (B) the AAP "ADHD Rescurce Taolkit for Clinicians®? Please cicle one response for ‘A’ and ene
raspanse for ‘B’

(A} )
Mental Health  ADHD
Toolkit Toolkit
Very famillar {| could describe it fairly accurately) 1 1
Somewhal familiar (t have a general concept of the content) 2 2
Wagualy familiar {f think I've heard of it, but ¥m not sure | know the details) 3 3
Not ai all famnillar {| haven't heard of it before) 4 4

14a. Have you ever used any component of the Mental Health Teolkit or ADHD Toclkit in your practice?

») B)
Mental Health ADHD
Toaolkit Toolkit

PSSO | 1
| R

14b. tf yes, in general, how useful would you say the toolkit has been in yaur practice?

(A} )
Mental Health Tookit  ADHD Toolkit
VEry USOIUL v e e e
Moderately useful ...
Somewhat useful ....
Not at all useful ... e

N

oW o

4
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15. Daes your practice have/do any of the following? Flsase circle ALL Hhat apply

A current list of mental health resources in the community ta which you can refer patienis 01
A current fist of Early interventicn resourcas in the community to which you can refer patients 0z
A collaborative ralationship with key mental heslth providers in the practice community 03
A eoliaborative relationship with key Early Intervention providers in the practice community 04
A practice registry of chitdran/adolescents with mental health probiems 05
A protosol for monitoring childrenfadole scents on psychopharmacolegic medications B3]
An office protocol for managing psychiatric emergencies 07
Use standardized surveil ance/screening tools to routinely licit parent/patient mental health concerns 08
Assist farnilia_s in the mental heaith referral process (i.e., provide telephone numbers of praviders or make a9
referral appointments}

Assist families in the Early Intervention referral process {i.e., provide telephone numbers of providers or 109
make referral appointments)

A syslem Lo lrack patients referred for mental heaith care 11
A syslem to track patients refarred for Early Inlervention care 12
My practics does not havefdo any of the above 13

18, How familiar are you with the Adverse Childhood Experiences (AGE) Study, an ongeing study conducted by the Genters
for Disease Control and Prevention (CDC) and Kaiser Permanente to assess the associations between childhood
stressors and laterife health and well-being? Flease circfe ONE response

Very familiar {| could describe it fairly accurately)

Somewhat farniliar (1 have a general concept of the contant)

Vaguely familiar (I think T've heard of it, but I'm net sure | know the details)
Net at afl familiar ( haven't heard of it before)

o

17. Haow strengly do you agree or disagree with the following statements? Please cirele ONE response for each item

Stiongly | "Agree |Neutral . | Disagree | Strongly

. L . : : L " Agres -__|Disagree
Proionged or excessive physiologic stress in childhaod can result in 4 5 3 4 5
epigenatic modifications of the DNA,
Prolenged or excessive physiologic stress in childhood can disrupt 1 2 a3 4 5
braln development and impair educational achieverment
Persistent physiclogic siress in childhood can make children less 1 2 3 4 5
capable of coping with fulure stress
Brief periods of stress can have a pesitive effect on a child by ] 3 3 4 5
serving to motivate and bulld resilience
Sereening for social emoticnal risk factors within the family (e.g.,
parental depressicn or substance abuse, domestic violsnce, elc.) are 1 2 3 4 g
beyond the scope of the pediatric medical homs
Stable and supportive adult refationships can mitigate the negative 1 2 3 a 5
effects of persistent childhood stress
Parents who have experienced significant adversity in childhood have
a harder time forming stable and suppaortive relatianships with their 1 2 3 4 5
children than parents whe have not experienced such adversity
Pusitive parenting has [ittle influence on a chilg's life-course trajectory 1 2 3 4 5
Advice from pediatricians has Hile effect on influencing positive 1 2 3 4 5
parenting skills among patients’ parents
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18&. Which, if any, of the fallowing health and developmental cutcomes would you say are asseciated with significant
adversity in childhaod? Please circle ONE response for each item

Yes No Don't know
Obesity 1 2 3
Liver dissase 1 2 3
Cancer 1 2 3
kung disease 1 2 3
Sexually transmitted infections 1 2 3
Hear! disease 1 2 2
Diabetas i 2 3

19. With what proportion of parents In your practice do you ask about their experience with the following adversities
as achild? Please circle ONE response for sach experiance

I sk about parents’ childhood experlance All Mast Some NoneiNo
with: Parents parents | parents Parants
Physlcal or sexual abuse 1 2 3 4

Ematianal abuss

Physical or emeational neglect
Domeslic violence exposure
Parental mental illness
Parenlal substance abuse
Incarcerated caregiver
Raised by one parent
Foed scarcity

RN PP N R (RS (EFY NS N
[SRISRISELAR{ARUAE | SRS
[RRIAY RN TN P A PR ERR X
S N NS

20. How much of a barrier are the following to your ability as a pediatrician to address early brain and child development
in your practice? Please circle ONE response for each ftem

Not at Some- A A
alla whata moderate |significant
barrler | barrier | barrier barrier

An incomplete understanding of how genelic predispositions and arly

childhood experiences interact to determine lifelong behavior and health 1 2 3 4
Lack of knowladge regarding what toxic stress is 1 2 3 4
Lack of practice-friendiy tools to assess the family environmant for social

and emetional risk factors (e.g., parental depraession or substance abuse, 1 2 3 4
domeslic violence. food scarcity, e1c.)

Inadequate reimbursement or time for screening tor social and emotionai 1 2 3 4
risk factors that exist within the famlty

Parental reluctancs to discuss the social and emotional risk factors that 1 2 3 4
exist wilhin the family

Lack of local resourcas avaiable to halp address the familial social and 1 2 3 4
emotional risk factors identified

Lack of care coordination services to link families in distress with the 4 2 a3 4
available community resources

Lack of comfort in asking parents about their own childhood experiences 1 2 3 4
Parental reluctance to discuss their adverse experiences as a chid 1 2 3 4
Lack of tralning in positive parenting techniques that promote healthy 1 o 3 4

child-parent relationships
Lack of praclice-friendly tacls {handouts, activities, web-based resources, 1 2 3 4
olc.) to promote healthy child-parent relationships
Inadequate reimbursement or ima for counseling parents on healthy
child-parent relationships
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21. For each of the following resources for the pediatric medical home, please indicate if you have never heard of the
resclirce, never used the resource, use the resource at times, or use the resourge routinely.
Please circle ONE response for each resource

Nevar
Heard of | Never Use at Usa
Resource: Rescurce Use Tlmes | Rouiinely|
Antigipatory guidange per Bright Fulures prevenlive care guidelinas/materials 1 2 3 4
Anticipatory guidance per Connected Kids 1 2 3 4
Parenting Programs {llke Triple-F or Incredible Years) 1 2 3 4
Reach Out and Read 1 2 3 4
Scresning tools for parental deprassion 1 2 3 4
Screening tools for parental subslance abuse 1 2 3 4
Screening tools for the parents' adverse childhood expariences (ACEs) 1 2 3 4
Screening tools for the child's adverse childhood experiences (ACEs} 1 2 3 4
Scresning tools far domestic viclence 1 2 3 4
Screening lools jor food scarcity 1 2 3 4
Group well chitd visits 1 2 3 4
Videotaping of parent-child interactions 1 2 3 4

22. Far each of the foflowing community resources, please indicate if the resource is {A} not available/never heard of the
rasource, of if you have (B) nevar used the resource, {C) use the resource at times, ot {D) use the resource routinely.
Plegse circle ONE response lor each resource

{A) Not avalleblef (B) {C) [}
Local resoureas for, - - Mavar Heard of Never | Useat Use
Resourca Use Times | Roullnely
Addressing weak or harsh parenting 1 2 3 4
Addrassing parenta illiteracy 1 2 3 4
Hame visiting 1 2 3 4
Intensive behavigral interventions 1 2 3 4
Addressing poer child-parent attachiments / relatiohshins 1 2 3 4
Addressing parental depression 1 2 3 4
Addressing parental substance abuse 1 2 3 4
Addressing domestic violance 1 2 3 4
Addressing food scarcity 1 2 3 4
Early childhood mental health nents 1 2 3 4
Child care guality assessments 1 2 3 4]
Formalized school readiness assessments 1 2 3 4

23

During a typical wark week, approximately how many ambkulatory visits do you provide?
Enter a number or “0"if none {number}

24. Approximately how many of these ambulatory visits are far health supervision
(well-child care)? Enter a numbar ar "6 if none {number}

25, Approximately what percentage of your patlenis are covered by the following insurance sources and systems?
Please enter a8 number or “0" if none; percantages should sum fo 100%

Private insuranca, iraditional fee-for-service .
Private insurance, managed care (HMO, IPA, FPO, POS, etc).
Public insurance (Madlicald, SCHIP or other), fee-for-service
Public insurance (Medicaid, SCHIP or other), managed cara
TRICARE {military insurance}

Uninsured. ..o

100%
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Don't know patients’ insurance sources
26. What proportion of your patients would you estifiate to be in the following racial or cultural groups?
If you have ne pattents in a specific group, please enter a “0" in that space. (Nofo: Percents should sum to 100%)

White, non-HispanicfLatino Yo
Hispanic/Lating ............ %o
Black/Alrican American %
ASiAN . e %
Mative Hawaiian/ather Pacific lslander Yo
American (ndianfAlaska Nafive ......... %
Qther {specify) b3

100%

27. Approximately what percentage of your professianal time is spent In the following areas?

General Petdiatrios. ..o e e et e e e ae e Y
Qther specialtyfsubspecially (speeifyy o %
100%

28. Please describe the community in which your primary practlcefposition is logatad, Circfe One

Urban, inner ity ......ooovveecrere e 1 Suburban........
Urban, not innercity............__ .2 Rural.....ccccee.

29. Please indicate your primary empioyment setting, that is, the setting where you spend maost of your time.
Flease circle only ONE responise

Salf-employed solo graclice
Two physician practice
Padiatric group praciice, 3-10 padialricians ..
Padiatric group praclice, >10 pediatricians....

.01 Heallth Maintenance Crganization (slaff model}.
Medical Schoal o pareht URIVErsity ... ieeen e
Non-govarmment hospitaifelinic ...

Non-prafit communily health center

Mullispecialty group practice with primary care only 05 City/county/state government hospital or clinic
Multispecialty group practice with specialty care only .....06 LS govarnment hospilal orelinic........o..
Mukispecialty group practice with primary Other
and specially Care .........cooe e eceeee e 07
29a. Do you pracept residents? YeSumimnannn | NG e €
30. Following your basic pediatric residency, how many years have yau heen in practice? Years
Not currently in practice
31. What is your gender? Male ... 1 Female ............2
32. In what year were you born? .................. 18

33. With what raclal or cultural greupds) de you identify yourself? Circle all that apply

While, non-Hispanic/Latin

HispanicfLating........ ...
Black/Alrican Amarican
ASIAN ..
Native Hawaiian/other Pacific Islandar
American Indian/Alaska Native ...........
Otber (specify)

THANK YOU.
Please return in the enclosed envelope to:
Perigadic Survey,
Division of Health Servives Research, American
Academy of Pediatrics,
PO Bax 927, Elk Grove Village, 11. 6000%-0927

[+ I R W AR S
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1.

APPENDIX F

ADAPTED PS85 SURVEY

How Frequently do you:

Problem/Conditions
Emotional abuse

In your practice with child and adolescent clients (up to age 17), how frequently
do you screen for their parents’ experiences with the following adversities as a

child? FOR EACH problem/condition, choose one number that comes closest to
how often you screen.

Routinely Screen for (i.e. use

interview or formal instrument)

Never
1

Sometimes
2

Usually
3

Physical abuse

Sexual abuse

Emotional neglect

Physical neglect

Parental divorce/separation

Domestic violence exposure

Household substance abuse

Household mental illness

Household incarceration

Separation from parent (foster care,
immigration, deportation)

Parental death

Serious physical illness or disability of a
parent

Community violence and/or bullying

Detainment, arrest, or incarceration

Discrimination

Verbal abuse/threats from intimate
partner

Housing insecurity

Food insecurity

R I e L I e T e I e e [ [ e N IS P TS PR SN

NN N [WININ NN N (NNINININININ NN

WW|[ W WWW|[ W W W WWWWwWwwWwwWw|w|w

2. How familiar are you with the Adverse Childhood Experiences (ACE) Study, a
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study conducted by the Centers for Disease Control and Prevention (CDC) and
Kaiser Permanente to assess the associations between childhood stressors and
later-life health and well-being? Please choose ONE response



Not at all familiar (I haven’t heard of it before) 1

Vaguely familiar (I think I’ve heard of it, but I’'m not sure I know the 2
details)
Somewhat familiar (I have a general concept of the content) 3
Very familiar (I could describe it fairly accurately) 4
3. How strongly do you agree or disagree with the following statements? Please
choose ONE response
Strongly Agree Neutral Disagree St_rongly
Agree Disagree
Prolonged or excessive
physiologic stress in
childhood can result in 1 2 3 4 5
epigenetic modifications of
the DNA.

Screening for social

emotional risk factors

within the family (e.g.,

parental depression,

substance abuse, and/or 1 2 3 4 5
domestic violence, etc.) is

within the scope of a mental

health provider working

with children/adolescents.

Mothers who have

experienced significant

adversity in childhood are 1 2 3 4 5
more likely to suffer from

post-partum depression.

A systemic

multigenerational approach

to therapy is recommended

to prevent and ameliorate

the impact of ACEs and 1 2 3 4 5
promote resiliency in

children with a family

history of adverse childhood

experiences.

Parents who have
experienced significant
adversity in childhood have
a decreased ability to
regulate their emotions
during parenting and are
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more likely to utilize
harsher discipline methods.

Stable and supportive adult
relationships can mitigate
the negative effects of
persistent childhood stress.

Parents who have
experienced significant
adversity in childhood have
a harder time forming stable
and supportive relationships
with their children than
parents who have not
experienced such adversity.

Positive parenting
influences a child’s life-
course trajectory

Assessing for parental
ACEs can give relevant
systemic/familial screening
information for working
with children and
adolescents

Parents who have
experienced significant
adversity in childhood are
more likely to experience
parental stress and use
ineffective parenting styles
(authoritarian or
permissive).

An individual’s negative
health outcomes from
childhood maltreatment can
become the adverse
childhood experiences for
their children.

Children of parents who
have experienced
significant adversity in
childhood are at an
increased risk for
developing internalizing
and externalizing behavioral
problems.
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Advice from a mental

health provider can
influence positive parenting
skills among clients’ parents

Parents who have
experienced adversity are
more likely to need
additional support in
understanding and
implementing such concepts
as positive parenting,
appropriate discipline, good
self-care, modeling conflict
resolution, healthy coping
strategies and
developmental promotion.

Children of parents who

have experienced

significant adversity in

childhood are at an 1
increased risk for premature

birth, low birth weight and
developmental delays.

Increased parental adversity

in childhood has been

associate with decreased

skill achievement in

children, such as problem- 1
solving skills,

communication skills, social

skills, and fine and gross

motor skills.

138



APPENDIX G

PEARLS TEEN SR

Pediatric ACEs and Related Life Events Screener (PEARLS)
TEEN (Self-Report)- To be completed by: Patient

At any point in time since you were born, have you seen or been present when the following
experiences happened? Please include past and present experiences.

Please note, some questions have more than one part separated by “QR." If any part of the
question is answered “Yes," then the answer to the entire question is “Yes.”

1. Have you ever lived with a parent/caregiver who went to jail/prison?

2. Have you ever felt unsupported, unioved and/or unprotected?

3. Have you ever lived with a parent/caregiver who had mental health issues?
(for example, depression, schizophrenia, bipolar disorder, PTSD, or an anxietx dison:le_()

4. Has a parent/caregiver ever insuited, humiliated, or put you down?

O
O
O

much alcohol, street drugs or prescription medications use?

6. Have you ever lacked appropriate care by any caregiver?
(for example, not being protected from unsafe situations, or not being cared for when sick
or injured even when the resources were al_/Aailglzle‘g )

|

Ell 0 O

7. Have you ever seen or heard a parent/caregiver being screamed at, sworn at, insulted or
humiliated by another adult?

Or have you ever seen or heard a parent/caregiver being slapped, kicked, punched beaten
up or hurt with & weapon?_

8. Has any adult in the household often or very often pushed, grabbed, slapped or thrown D
something at you?

Qr has any adult in the household ever hit you so hard that you had marks or were injured?

Qr has any adult in the household ever threatened you or acted in a way that made you
afraid that you might be hurt?

9. Have you ever experienced sexual abuse?
(for example, has anyone touched you or asked you to touch that person in a way that was
unwanted, or made you feel uncomfortable, or anyone ever attempted or actually had oral,
anal, or vaginal sex with you)

10. Have there ever been significant changes in the relationship status of your caregiver(s)?
(for example, a parent/caregiver got a divorce or separated, or a romantic pariner moved in
orout)

How many “Yes” did you answer in Part 1?: [:l

iRk 3 .
UGS Benioff Chikren's Hospital Please continue fo the other side for
s the rest of questionnaire
This tool was created in parinership with UCSF School of Medicine, Teen (Self Report) - Identified
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1. Have you ever seen, heard, or been a victim of violence in your neighborhood, community D
or school?
(for example, targeted bullying, assauit or other violent actions, war or terrorism)

2. Have you experienced discrimination? D
(for example, being hassled or made to feel inferior or excluded because of their race,
ethnicity, gender identity, sexual orientation, refigion, learning differences, or disabiiities)

3. Have you ever had problems with housing? D
(for example, being homeless, not having a stable place to live, moved more than two
times in a six-month penod, faced eviction or foreclosure, or had to live with multiple
families or family members)

4. Have you ever worried that you did not have enough food to eat or that food would run out D
before you or your parent/caregiver could buy more?

5. Have you ever been separated from your parent or caregiver due to foster care, or
immigration?

6. Have you ever lived with a parent/caregiver who had a serious physical illness or
disability?
7. Have you ever lived with a parent or caregiver who died?

0O o o

8. Have you ever been detained, arested or incarcerated?

9. Have you ever experienced verbal or physical abuse or threats from a romantic partners? D
(for example, a boyfriend or girifriend)

How many “Yes" did you answer in Part 27: D

’
- UGSF Bonioft Chikken's Hospitsl
Cwiwa

This ool was created in partnership with UCSF School of Medicine. Toen (Seif Report) - Identified
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APPENDIX H

MODIFIED PEARLS FOR THIS STUDY

At any point in time since you were born until you turned 18 years, did you see or were
you present when the following experiences happened?

Please note, some questions have more than one part separated by “OR.” If any part of
the question is answered “Yes,” then the answer to the entire question is “Yes.”

Did you ever live with a parent/caregiver who went to jail/prison?

N

Did you ever feel unsupported, unloved and/or unprotected?

Yes
O
O

No
O
O

Did you ever live with a parent/caregiver who had mental health
issues?

(for example, depression, schizophrenia, bipolar disorder, PTSD,
or an anxiety disorder)

O

Did a parent/caregiver ever insult, humiliate, or put you down?

Did your biological parent or any caregiver ever have a problem
with too much alcohol, street drugs, or prescription medications
use?

Did you ever lack appropriate care by any caregiver?

(for example, not being protected from unsafe situations, or not
being cared for when sick or injured even when the resources were
available)

Did you ever see or hear a parent/caregiver being screamed at,
sworn at, insulted, or humiliated by another adult?

OR did you ever see or hear a parent/caregiver being slapped,
kicked, punched, beaten up or hurt with a weapon?

Did any adult in the household often or very often push, grab, slap,
or throw something at you?

OR did any adult in the household ever hit you so hard that you had
marks or were injured?

OR did any adult in the household ever threaten you or act in a way
that made you afraid that you might be hurt?

Did you ever experience sexual abuse?
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(for example, did anyone touch you or ask you to touch that person
in a way that was unwanted, or made you feel uncomfortable, or
anyone ever attempt or actually have oral, anal, or vaginal sex with

you)

10.

Were there ever significant changes in the relationship status of
your caregiver(s)?

(for example, a parent/caregiver got a divorce or separated, or a
romantic partner moved in or out)

11.

Did you ever see, hear, or were a victim of violence in your
neighborhood, community, or school?

(for example, targeted bullying, assault or other violent actions,
war or terrorism)

12.

Did you ever experience discrimination?

(for example, being hassled or made to feel inferior or excluded
because of your race, ethnicity, gender identity, sexual orientation,
religion, learning differences, or disabilities)

13.

Did you ever have problems with housing?

(for example, being homeless, not having a stable place to live,
moved more than two times in a six-month period, faced eviction or
foreclosure, or had to live with multiple families or family
members)

14.

Did you ever worry that you did not have enough food to eat or that
food would run out before you or your parent/caregiver could buy
more?

a

O

15.

Were you ever separated from your parent or caregiver due to foster
care, or immigration?

16.

Did you ever live with a parent/caregiver who had a serious
physical illness or disability?

17.

Did you ever live with a parent or caregiver who died?

18.

Were you ever detained, arrested, or incarcerated?

19.

Did you ever experience verbal or physical abuse or threats from a
romantic partner?
(for example, a boyfriend or girlfriend)

O Ooo|o

O [OoOHo|o
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APPENDIX |
DEMOGRAPHIC QUESTIONNAIRE

Demographic Questionnaire

1. During a typical work week, approximately how many client cases do you provide
service for? Please choose ONE response

Less than 10
10-19
20-29
30-39

40+

2. Approximately what percentage of these client cases involve a child (under 12)?
Please choose ONE response

Less than 10%
11% - 25%
26% - 50%
51% - 75%
76% - 100%

3. Approximately what percentage of these client cases involve an adolescent (12-17
years)? Please choose ONE response

Less than 10%
11% - 25%
26% - 50%
51% - 75%
76% - 100%

4. What percentage of your clients would you estimate to be in the following racial
or cultural groups? If you have no clients in a specific group, please enter a “0”
in that space.

White, non-Hispanic/Latino Text Box
Hispanic/Latino Text Box
Black/African American Text Box
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Asian Text Box
Native Hawaiian/other Pacific Islander  Text Box

American Indian/Alaska Native Text Box
Middle Eastern Text Box
Asian Indian Text Box
Other (specify) Text Box

5. Please describe, most closely, the community in which your primary work setting
is located. Please choose ONE response

Urban, inner city
Urban, not inner city
Suburban

Rural

6. Please indicate your primary work setting, that is, the setting where you spend
most of your time. Please choose ONE response

Solo practice/private practice

Multiple provider private practice (less than 5)
Multiple provider private practice (more than 5)
Agency

Hospital

School

Other (specify)

7. How many years have you been in practice? Please choose ONE response

Less than 5
6-10

11-15

16-20

21-25

More than 25

8. What is your highest level of education? Please choose ONE response
Bachelors

Masters
Doctoral
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9. What are your licensing credentials? Mark all that apply or “None of the Above”
if none apply

MFT under supervision (MFT)

Independent MFT (IMFT)

Independent MFT with Supervisor Designation (IMFT-S)
Professional Counselor under supervision (LPC)

Independent Professional Clinical Counselor (LPCC)
Independent Professional Clinical Counselor with Supervisor Designation
(LPCC-S)

Social Worker under supervision (LSW)

Independent Social Worker (LISW)

Independent Social Worker with Supervisor Designation (LISW-S)
None of the above

10. If you have multiple licensing credentials, which credential do you most closely
identify with? Please choose ONE response

MFT under supervision (MFT)

Independent MFT (IMFT)

Independent MFT with Supervisor Designation (IMFT-S)

Professional Counselor under supervision (LPC)

Independent Professional Clinical Counselor (LPCC)

Independent Professional Clinical Counselor with Supervisor Designation
(LPCC-S)

Social Worker under supervision (LSW)

Independent Social Worker (LISW)

Independent Social Worker with Supervisor Designation (LISW-S)

11. How old are you? Please choose ONE response

<25 years
25-35 years
36-45 years
46-55 years
55-65 years
>65 years

12. With what racial/cultural group(s) do you identify? Mark all that apply

White, non-Hispanic/Latino
Hispanic/Latino
Black/African American
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Asian

Native Hawaiian/other Pacific
Islander

American Indian/Alaska Native
Middle Eastern

Asian Indian

Other (specify)

13. If you identify with multiple racial/cultural groups, is there one racial/cultural
group that you most closely identify with? Please choose ONE response

White, non-Hispanic/Latino

Hispanic/Latino

Black/African American

Asian

Native Hawaiian/other Pacific Islander

American Indian/Alaska Native

Middle Eastern

Asian Indian

Other (specify)

No, I identify equally with my multiple racial/cultural groups

14. With what gender do you identify most closely? Please choose ONE response

Male

Female

Male to female transgender
Female to male transgender
Non-binary
Genderqueer/gender fluid
Other (specify)
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