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Introduction

A key factor associated with optimal child well-being is our ability to provide children with safe,
nurturing, stable environments that support their development of sound cognitive, emotional
and social skills. It is well established that children tend to thrive and become healthy,
productive adults when they are provided with these types of environments. Conversely, the

healthy well-being of children and adults
can be jeopardized when individuals are
exposed to adverse childhood experiences
(ACEs).!

ACEs are identified broadly as incidents of
childhood abuse and household
dysfunction. Childhood abuse tends to
include experiences of verbal aggression, as
well as emotional, physical and sexual
abuse while household dysfunction can
involve having household members with a
substance abuse problem or mental illness,
an incarcerated household member, the
witnessing of domestic violence or having
parents who are separated or divorced.
Exposure to neighborhood violence is
another dimension of childhood adversity
that is not typically included when we
consider adverse childhood events. Often,
since a safe distance between children and
their environment is implied, given that

Incidents Identified as

Adverse Childhood Experiences

Physical abuse

Sexual abuse

Emotional abuse

Verbal abuse

Household member with mental
illness

Household member with substance
abuse problem
Household member who is

incarcerated

Witnessing domestic violence
Separation or divorce of parents
Exposure to neighborhood violence ’

* Exposure to neighborhood violence was not included as one
of the original ACEs in the CDC study.

1 Nine adverse childhood experiences (ACEs) were identified in a research collaboration between the Centers for Disease
Control and Prevention (CDC) and the Kaiser Permanente Health Appraisal Clinic. The study examined the relationship
between negative circumstances experienced in childhood to one’s health status in adulthood.
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children are not necessarily the direct victim or participant in such events. Yet, exposure to
neighborhood violence can play a critical role in children’s development and has been shown to
have a detrimental impact on their well-being (1-6).

Adverse childhood experiences and child well-being

Numerous research studies underscore the impact of child abuse and household dysfunction on
children’s social, emotional, and cognitive development. In particular, child abuse has been
shown to influence children’s development of social-emotional skills and their ability to interact
with peers. It has been noted that the experience of abuse impairs children’s ability to develop
relationships with adults, which can subsequently influence their ability to interact with peers (7).
When the social networks of abused children are compared with non-abused peers, results
indicate children who have experienced abuse have a lower degree of status among their peers
and are rated by their peers as being more aggressive and less cooperative. Additionally,
children who have been abused tend to have social networks that are more insular and show
more negativity (8). Although negative outcomes are not a certainty for children who experience
abuse or neglect, they are more likely than their peers to be arrested for violent crimes, either as
juveniles or adults (9).

The psychological impact of abuse is not limited to physical maltreatment and neglect. In fact,
children exposed to parental verbal aggression also experience psychosocial problems (10). This
is observed in higher rates of physical aggression, delinquency, and interpersonal problems
among children who experience frequent verbal aggression compared to children without this
experience (11). This form of abuse is also related to psychiatric symptoms in adulthood (10, 12).

Children can be affected by violence when they are the observer rather than victim of that
violence. As such, children’s exposure to parental conflict has been shown to be associated with
emotional, behavioral, cognitive, and general health functioning, as well, as poor academic
performance (13-16). Witnessing violence in one’s neighborhood rather than one’s home can also
be detrimental to children’s functioning. Youth exposed to neighborhood violence report higher
rates of truancy and increased conflict with peers (17). Additionally, there is a strong relationship
between exposure to neighborhood violence, and poor academic performance. For instance,
youth exposed to neighborhood violence score lower on math and verbal tests and report
negative interactions with their teachers (4). Furthermore, living in a community with high levels
of violence has been identified as a risk factor for later gang involvement (3). The cumulative
exposure to violence that children experience through bullying, witnessing gun violence or
perceptions of school safety has been shown to be related to poor self-rated health in adolescence
and young adulthood (1).

Youth exposed to adverse experiences tend to engage in health risk behaviors, such as early
sexual intercourse, and alcohol use at a higher rate than their peers who do not have these
experiences. In particular, there is a strong, incremental relationship between the number of
adverse experiences encountered and adolescent pregnancy (18). Also, individuals who
experienced adverse events in their childhood are more likely than individuals without these
experiences to report they abused alcohol and drank to cope during their first year of alcohol use
(19, 20).
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Adverse childhood experiences and adult well-being

The health risk behaviors observed among adolescents also are evident among adults who
experienced adverse childhood events. Adults who had multiple adverse experiences during
childhood are more likely to engage in health risk behaviors, such as alcohol or drug
dependency, smoking, promiscuity, and overeating (20, 21). These behaviors, often viewed as
negative coping mechanisms used to alleviate trauma, have been linked to premature mortality.
In fact, individuals with six or more adverse childhood experiences die approximately 20 years
earlier than individuals who do not have such circumstances (22). Negative health outcomes also
have been noted among adults who experienced childhood adversity but do not engage in risk
behavior as adults. It has been shown that the traumatic stress experienced in early life from
adverse events is related to autoimmune diseases in later life (23).

The psychological toll of child abuse and household dysfunction is linked with the development
of anxiety disorders, major depressive disorders, antisocial personality disorders, and substance
dependence in adulthood (24-26). The impact of these difficult events are manifested in poor
physical health outcomes that include an increased likelihood of lung cancer, chronic obstructive
pulmonary disease, heart disease, and perceived poor quality of health (27-30).

Service utilization among individuals with ACEs

The long-term consequences of adverse childhood experiences are evident in increased use of
healthcare services. Studies have shown that individuals who are exposed to abuse and
household dysfunction during childhood tend to have an increased use of psychiatric services,
medical services, and prescription drugs as adults when compared to individuals who did not
have these experiences (31-35). Furthermore, the experience of child abuse is associated with
more physician visits, surgeries, hospitalizations, and higher annual health care costs in
adulthood (31).

Most studies of service utilization focus on traditional medical services, such as use of mental
health and substance abuse treatments provided through inpatient and outpatient programs for
individuals with healthcare insurance. However, peer recovery is a well-established means of
support for individuals who have experienced family members with a substance abuse or may
have a substance abuse problem themselves. Furthermore, peer recovery is increasingly
recognized as an important form of support among individuals diagnosed with a mental illness.
Yet, little is known about the extent individuals with various adverse childhood experiences
utilize peer recovery alone or in combination with other medical services despite the fact that this
form of service support can often augment the contribution of traditional medical services. The
following study was conducted to gain a better understanding of the types of adverse childhood
events experienced by adults in New York state and the extent those experiences influence the
type of service supports they seek, including traditional medical services provided through
inpatient and outpatient programs, as well as peer recovery supports.
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Method

Telephone interviews of adults in New York state were conducted using an omnibus survey.
Omnibus surveys are a cost-saving means of data collection that are often used in marketing
research. Typically, the survey used to gather information is the result of multiple researchers
combining proprietary questions of interest. As a result, the final survey instrument addresses a
wide variety of subjects. Contributing researchers receive responses to their proprietary
questions while sharing responses to common questions such as demographic information.

The proprietary questions for this omnibus survey included the 10 survey items that were used in
the original ACE survey conducted by the Centers for Disease Control and Prevention (CDC) and
Kaiser Permanente. Additionally, a question related to an individuals” exposure to neighborhood
violence during childhood was included. This question was added to the survey due to an ever
growing body of research literature that indicates children are negatively impacted by
experiences of violence, regardless of whether they or family members are the direct target of that
violence (1, 6). The exposure to violence survey item was drawn from the questionnaire My
Child’s Exposure to Violence, version 3—a data collection instrument used for the Project on Human
Development in Chicago Neighborhoods (36). Three questions identified as resiliency assets also
were included, given the extensive literature that highlights these assets as counters to adverse
experiences (37-40). Additionally, since the experience of an adverse event in childhood can lead
to health risk behaviors, it was important to determine the extent individuals were exposed to
and learned positive coping mechanisms during childhood. Finally, questions regarding support
service utilization were added (i.e., use of self-help and traditional medical services) in an effort
to examine the relationship of adverse experiences and resiliency assets on one’s use of inpatient,
outpatient, and self-help services for assistance with mental health or substance abuse issues.

A list-assisted method of random-digit-dialing (RDD) was used to obtain phone numbers.
Numbers were purchased from Genesys Inc. (Marketing Systems Group). Under the list-assisted
sampling method, random samples of telephone numbers were selected from blocks of 100
telephone numbers that are known to contain at least one listed residential telephone number.
These blocks with at least one residential telephone number are referred to as “1-plus” working
blocks. According to Survey Sampling Inc. roughly 40 percent of telephone numbers in 1-plus
working blocks are residences, although percentages are as high as 54 percent when the blocks
are screened for non-working and business numbers.

The sample selection method used for this survey guarantees the inclusion of a representative

group of households that accurately reflects the state’s geographic, economic and racial/ethnic
diversity. The survey was conducted during October 2009. Interviewers conducted interviews
until a total of 807 complete surveys were gathered.
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Adverse childhood experiences

Average number of ACEs encountered

About six in 10 respondents (59.3%) reported they experienced at least one of the adverse events
identified in the original ACE study. This percentage is similar to a five-state report of ACES and
somewhat higher than findings of a national sample where 52 percent of individuals reported
similar experiences (44, 45).

When respondents were asked to report whether they experienced exposure to violence, the
number of individuals experiencing an ACE increased to seven in 10 (69.1%). The average
number of ACEs experienced by respondents was 1.8 events and this tended to be similar for
males and females with no significant difference between the two groups (1.9 and 1.8
respectively). Similarly, no significant differences were noted when the average number of
adverse childhood experiences was examined by age group. The number of ACEs one had was
moderately associated with service use.

Types of ACEs encountered

Approximately four in 10 (38.0%) adults reported they were exposed to neighborhood violence
prior to their 18" birthday (Figure 1). This was the most frequently cited ACE followed by
separation or divorce of parents (25.4%) and having had someone in the household with a
substance or alcohol problem (21.4%).

Figure 1. Percent of respondents reporting an adverse childhood experience

Exposure to neighborhood violence 38.0%
Parents separated/divorced

Household member w ith substance abuse
Verbal abuse

Emotional abuse

Physical abuse

Household member w ith mental illness
Domestic violence

Household member in prison

Sexual abuse

Lack basic needs/maltreatment

A high percentage of individuals who reported experiencing verbal aggression also often
reported experiencing physical and emotional abuse (60.0% and 45.3% respectively). This is
consistent with other research that found psychological abuse to be a component in forms of
child abuse and domestic violence (41-43). Individuals who had a family member with a
substance abuse problem often reported experiencing neighborhood violence (55.8%).
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An examination of ACEs by gender indicated females were 2.5 times more likely to report being
sexually abused compared to their male counterparts. They also were more likely to report

having a household member
with a mental illness. Males
were 1.7 times as likely as
females to

report being exposed to
neighborhood violence or
having a household member in
prison. Additionally, males had
a household member with a
substance abuse problem more
often than females. The ACEs
that reflected statistical
differences by gender are
presented in Table 1.

Table 1. Adverse Childhood Experience by Gender *

Adverse Childhood Experience Females Males
Sexual abuse 8.2% 3.2%
Household member with mental iliness 17.7% 11.9%
Exposure to neighborhood violence 27.6% 49.3%
Household member in prison 4.3% 8.0%
Household member with substance abuse 18.5% 24.7%
*p<.05

While the average number of ACEs one had did not differ by age group, some age differences
were noted by the type of ACE one had. For example, adults in older age categories were up to 3
times more likely than younger adults to report experiencing neglect and maltreatment while
younger adults were more likely to report experiencing parental divorce, neighborhood violence,
and have incarcerated household members. Specifically, individuals 18 to 24 years old were 2.2
times more likely to experience divorce and 1.7 times more likely to be exposed to neighborhood
violence than individuals 55 years or older (Table 2).

Table 2. Adverse Childhood Experiences by Age Groups

18 to 24 years 25 to 34 years 35 to 54 years 55 years & older

Basic needs not met/maltreatment 3.3% 2.6% 3.7% 9.1%

Parents divorced/ separated 36.4% 28.7% 26.2% 16.0%

Violence in neighborhood 52.1% 26.3% 44.4% 29.9%

Household member in prison 10.9% 6.0% 3.7% 7.0%
6
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Resiliency assets

The resiliency assets included in the omnibus survey were drawn from protective factors
identified by the Search Institute and primarily represent external factors (i.e., adult support,
religiosity, involvement in youth programs) with one internal factor (i.e., read for pleasure) (37).
These assets are positive forms of coping strategies that play a critical role in healthy
development. Resiliency assets, such as positive adult relationships and engagement in sport
activities, have been shown to mediate negative outcomes for children who have experienced
abuse (39).

The average number of resiliency assets reported by all respondents was 3.3 assets. Almost two
in three respondents (64%) reported they had the benefit of all four resiliency assets to varying
degrees (Figure 2) and the average number of resiliency assets experienced by individuals with
one or more ACE was the same as those who did not experience adverse events (3.40 and 3.37
respectively).

Figure 2. Percent of respondents that report having resiliency asset during childhood

Percent

Adult support Religon Read Sports

B Never O Rarely O Every so often B Sometimes W Very often

The average number of resiliency assets experienced by males was similar to females (3.3 and 3.5
respectively). The average number of resiliency assets experienced also tended to be similar
across age groups, with no meaningful or statistically significant differences observed.
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Increased use of support services among adults with adverse
childhood experiences

Most respondents (75.4%) report they never used any inpatient, outpatient or peer recovery
services related to substance abuse and mental health issues. However, among individuals using
these services, utilization is higher for those who experienced an adverse event during childhood
than individuals who did not face that challenge and may be seeking support services for an
event during their adulthood. Among individuals using services, adults who experienced had an
ACE more likely than adults without an ACE to access peer recovery support services. In fact,
they were about twice as likely as those without such experiences to use only mental health
services, 5.4 times as likely to use only peer recovery support services and 2.5 as likely to use both
forms of support (Figure 3).

Figure 3. Type of service support used by ACE group

15.2%

Use mental health services only Use self-help services only Use both types of services

@ Withouth ACEs @ With ACEs

Summary

Many of the adverse events associated with child abuse and household dysfunction go
undetected during childhood. Yet, the residual effects contribute to the use of support services
well into adulthood. This has been noted in previous research and is substantiated here. This
underscores the need for service providers to be sensitive to the lingering effects of ACEs so they
are better able to detect and refer individuals to valuable supports. Additionally, the findings
suggest that peer recovery supports, which have been used effectively to address highly
stigmatizing issues (e.g., substance abuse, sexual abuse, mental illness) can be beneficial to those
with other types of adverse events that may be equally stigmatizing but are not traditionally
linked with peer recovery (e.g., family member in prison).
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While services received in adulthood may be beneficial, priority should be directed toward
helping children sooner by providing needed services during childhood. Early detection of
ACEs, possibly through pediatric screenings and heightened awareness among educators, may
reduce the likelihood children are exposed to an adverse event or multiple events, as was the case
for a substantial portion of respondents of this survey. Nurse-Family Partnership programs and
the Positive Parenting Program (Triple P) are examples of early intervention approaches that
promote positive parent-child interactions and reduce household dysfunction.

Lastly, our ultimate goal is the prevention of ACEs and this requires approaches that support
families, schools and communities in the development of safe, stable environments. Even when
children have healthy families, unsafe communities that expose children to violence can have a
detrimental effect. Findings from this survey indicate exposure to violence was the most
commonly reported event with almost four in ten respondents experiencing it and this increased
to five in ten among young respondents. Neighborhood-based approaches that integrate human
services at the community level can be beneficial to families as well as the entire community. An
example of this approach is the Promise Neighborhoods. Promise Neighborhoods is modeled
after the Harlem Children’s Zone -- an integrated education and human service network for
approximately 10,000 children in New York City. The Wisconsin Initiative for Neighborhoods
and Schools is another example of a community-wide effort that promotes safe environments and
promotes positive child well-being.

Given the complex, long-term impact of adverse childhood events, a multi-dimensional approach
that emphasizes prevention and early detection as well as access to diverse support resources is
warranted.
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