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Moving Research into Practice

TracyJ. Plouck
Director, Ohio Department of Mental Health
and Addiction Services

I am pleased to present the fourth issue of Behavioral Health in
Ohio - Current Research Trends (CRT). The focus of this issue
of CRT addresses childrens behavioral health services and health
disparities. Behavioral health disorders in childhood affect many
children and families. Boys and girls from all socioeconomic
strata, ethnic/racial backgrounds, and regions throughout
Ohio experience behavioral health difficulties at high rates. It is
currently estimated that between 13 to 20 % of children living
in the United States ( up to 1 in 5 children) experience a mental
disorder in any given year, with an estimated $247 billion spent
each year on these disorders. According to recent statistics, suicide,
which can be a consequence of untreated mental disorder, is the
second leading cause of death among children aged 12-17. Given
the high prevalence of mental health issues in childhood and their
long term consequences across the lifespan, child behavioral health
prevention, promotion, and treatment is a significant priority for
the state of Ohio’s system of behavioral health services.

Other articles in this edition of CRT focus on the experiences
of disparities in behavioral health care within Ohio’s minority
populations. In 2011, the U.S. Department of Health and Human
Services found that individuals belonging to minority racial and
ethnic groups experience adverse health outcomes to a greater
extent than Caucasian Americans. These disparities involve social,
economic, and environmental factors and have changed very little
over the last decade. In response to these findings, Ohio and other
states have prioritized efforts to close this health equity gap using
various strategies, including the identification of underserved
populations, workforce development, community collaboration,
and a disparity-reducing research agenda. A few articles in this
edition of CRT are a part of this emerging research agenda. One
study shows how children of different ethnic groups receive
disparate levels of treatment for a common behavioral health
problem. Another study highlights the geographical disparities
in children’s access to behavioral health treatment. Other articles
focus specifically on African American girls, the unique mental
health issues faced by Ohios Asian/Pacific Islander population,
and the correlation of childhood trauma and dangerous behavior
later in life.

Our Office of Quality, Planning and Research (QPR) works to
provide real-time data, analysis, research, and evaluation in the
areas of children’s behavioral health and healthcare disparities. The
work produced by QPR assists policymakers to better understand
the extent and consequences of behavioral health disorders and
inform potential solutions. The systematic use of evaluation,

research, and monitoring of behavioral health disorders helps
target resources and determine the most efficient and effective
treatment and prevention efforts for all Ohio’s children, youth, and
minority populations.

While, the burdens carried by some of Ohio’s most vulnerable
youth are painful to think about, I believe the progress that Ohio
behavioral health researchers are making in expanding our field’s
base of clinical knowledge is very encouraging. I hope you will be
able to use insights from these studies to enhance the availability
and quality of services to meet the needs of all individuals with
addiction and mental illness living and working in our state.

On the Cover: “-Detail from Untitled Image below-"

Queen Brooks is a staple in the creative arts
community of Columbus, Ohio. A popular
artist, Brooks can be found either working
in her studio or with middle and high
school students, designing and painting
murals around Columbus.

Historically, Brooks is sometimes referred
to as a “late bloomer.” She began her
career in the 1980s when as a young adult
she apprenticed with the accomplished
Columbus photographer Kojo Kamau.

Queen Brooks

In national art circles, Brooks is best known for her skillful and
colorful wood burning technique. This method, known as the art of
pyrography, was used to produce the colorful image on the cover.

With B.EA. and M.EA. degrees in art in 1990 and 1992, respectively,
Brooks is a graduate of The Ohio State University. In 1993, Brooks
won the Lila Wallace, Reader’s Digest International Artist Award,
which enabled her to pursue a residency in the French port city of
Abidjan in the Republic of the Ivory Coast, West Africa. Upon her
return, Brooks served as an adjunct professor in art instruction

at Otterbein University (1995-2002) and at the Ohio Dominican
University (2002 -2006). In 2008, Brooks was hired as the lead artist
for the Greater Columbus Arts Council’s Art in the House program.

Brooks has exhibited locally; nationally; and internationally. She has
been featured in Essence magazine and the International Review of
African American Art. A visual storyteller, Brooks’ public works can
be seen around Columbus at the Kwanzaa Playground, Ohioss first
African-centered playground
and on murals in various
neighborhoods, such as the
Rosewind Center and the
Krumm Park area. See Broks
art on Pages 1, 10, 62 & 76.
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Improving Access to Prevention,
Treatment and Recovery

Support Services: A Quality-Driven
Research Agenda

The consolidation of the Ohio Depart-
ment of Mental Health and the Ohio Depart-
ment of Alcohol and Drug Addiction Services in July 2013 enabled
two research and evaluation teams to unite under the Ohio Depart-
ment of Mental Health and Addiction Services’ Office of Quality,
Planning and Research. The Department is fortunate to have such
an experienced team of social science researchers with a wide range
of expertise in qualitative and quantitative methods. In addition
to annual funding of a number of external studies relevant to the
mission of the Department, the Bureau of Research and Evaluation
leads and lends support to a host of internal evaluation, epidemio-
This
range and depth of experience facilitates a data driven approach to

logical, cost-effectiveness, disparities, and outcome studies.

service delivery that is critical in a changing landscape of new op-
portunities and challenges that are part and parcel of health care
reform.

Within this context of healthcare reform, our Ohio behav-
ioral health field is challenged to improve access to evidence-based
prevention, treatment, and recovery support services that are trau-
ma-informed, culturally and linguistically competent, and person-
centered. Improved access to services must include a research and
evaluation agenda that addresses issues of health disparities and
promotes health equity. For example, what is the impact of various
care integration models on behavioral healthcare access, especially
for underserved and minority populations? Which cultural or eth-
nic populations demonstrate poorer treatment outcomes and what
programs, practices, and strategies can be demonstrated effective
in improving those outcomes? How do we prepare our behavioral
health workforce to better address the needs of a culturally and lin-
guistically diverse population?

A focus on improved access to behavioral health services also
suggests the need to explore enhanced epidemiological activities
to identify new and emerging populations in need of interven-
tion. Surveillance systems like OhioMHAS’ State Epidemiologi-
cal Outcome Workgroup (SEOW) and the Ohio Substance Abuse
Monitoring (OSAM) Network inform the behavioral health field of
needed programs and policies. Over time, these systems can also
provide evidence of regional and statewide impact of programs and
policies implemented in response to emerging needs.

Improving access to behavioral health services also requires
that we give attention to improving quality and reducing costs. For
example, how do different service purchasing mechanisms affect

the provision, quality, and outcomes of behavioral health care?
Which individual and system level outcome indicators are useful
in guiding programs, practice, strategies, and policies to support a
highly effective and efficient service system?

These questions related to improved access to quality be-
havioral health care are just some of the issues under consider-
ation in establishing a research agenda moving forward within
the Office of Quality, Planning and Research. Our efforts will
be guided by our Office mission: to support high quality, cost ef-
fective public mental health and addiction services for consum-
ers, families and communities by engaging in decision support,
quality improvement and planning activities.

Sanford Starr
Deputy Director
Office of Quality, Planning and Research

mha.ohio.gov 5
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Guest Columnist

Angela Sausser
Executive Director
Public Children Services Association of Ohio

Web: www.pcsao.org

As director of the Public Children Services Association of Ohio
(PCSAOQ), I am reminded on a daily basis about the unmet
behavioral health needs of Ohio’s children. Childhood can be a
challenging time, particularly when children have difficulties with
their behavior, attention, mood or troubles at home or at school.
If problems go unrecognized, children can develop low self-es-
teem, perform poorly at school, have troubling relationships with
friends and family, and not live up to their fullest potential.

Current estimates suggest that 491,000 children and youth in
Ohio (20% of all Ohios youth) have some form of a diagnosable
behavioral health disorder. The Youth Risk Behavior Survey
(YRBS) surveys a representative sample of youth in Ohio every
two years to monitor students’ health risk and behaviors. Ac-
cording to YRBS findings, 30% of Ohio students surveyed
reported feeling so sad and hopeless that they stopped doing
usual activities. An additional 10% reported attempting suicide
one or more times in the past year, and 20% reported purposely
hurting themselves without wanting to die, such as cutting or
burning themselves, during the past year. These statistics are even
more alarming when accounting for racial and ethnic dispari-
ties. African Americans and Hispanic youth are more likely to
be diagnosed with a behavioral health disorder than their White
counterparts. These same youth are significantly less likely to
receive necessary treatment because their parents, caretakers,
and communities lack information about mental illness and
behavioral health services and do not have access to appropriate
evidence-based care.

The articles in this issue of Current Research Trends (CRT) shed
light on some of the challenges associated with identifying and
serving youth in Ohio communities where behavioral health dis-
parities are the norm and not the exception. The Rise Sister Rise
(RSR) research project is one such study that, due to the findings,
has received a fair amount of attention and has led to some local
community action. This research examined the prevalence of
adverse childhood experiences and their association with risky
behaviors in African American girls in four Ohio communi-
ties. Findings from the RSR study mirrored national statistics on
depression in youth. Study findings indicate that: 1) 32% of the
girls experienced depression and thoughts of suicide, 2) 18% re-
ported using illicit drugs, 3) 15% mentioned alcohol use, 4) 19%
admitted to driving while drinking alcohol, and 5) an alarming
50% engaged in physically violent behavior with another person.

One of the most striking RSR findings was concerned with the
association between violent behavior in youth and their adverse
experiences in the home. The girls that had a propensity toward
violent behavior were far more likely to live in homes where
there was, for instance, physical abuse (57%), sexual abuse (67%),
physical neglect (58%), and an incarcerated household member
(62%). This finding is significant because research to date has
only shown that adverse events that occurred in childhood were
associated with violence and other adverse consequences later in
life. This study is the first one to show that adverse consequences
take root much earlier than expected, during the person's child-
hood years rather than in adulthood. While clearly upsetting,
these findings actually provide policymakers and interventionists
the opportunity to reverse the effects of childhood adverse expe-
riences through early identification, evidence-based behavioral
health prevention and treatment, and local community-based
prevention coalitions.

The PCSAOQ is all too familiar with the findings of the RSR
research project. We, along with other system stakeholders, are
active partners in implementing major reforms in the delivery of
behavioral health services to children and youth. We have as our
behavioral health transformation priorities:

o Ensuring access the Early and Periodic Screening, Diag-
nosis and Treatment (EPSDT') benefit for children within
Medicaid and to needed behavioral health services for
youth and their families.

o Implementation and dissemination of a tool kit for psy-
chotropic medication management protocols and technical
assistance to reduce the number of inappropriate prescrib-
ing practices for atypical psychotropic drugs for children in
foster care.

o Trauma-informed care, including the effects of human
trafficking, for early identification, unified screening, and
treatment

o Ensuring Intensive Home Based Treatment (IHBT) is a
Medicaid service

« Preparing county agency personnel, foster parents and
children in foster care to move to some form of managed
care for health care by January 2017, ensuring high-quality
care coordination and a robust menu of integrated and
behavioral health services.

To help children reach their potential and have a successful and
happy life we must first understand the depth of the problems
children face and evaluate current practices to ensure children
and youth are receiving the very best care. To accomplish this, it
is imperative to work across multiple child-serving systems with
stakeholders at the local, state, and federal levels to affect positive
changes that will enhance the lives of Ohio’s children and youth.
Continuing support for quality research and evaluation is criti-
cally important to the success of that mission.
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EVALUATION OF MENTAL HEALTH SERVICES FOR CHILDREN
DIAGNOSED WITH PTSD AND ACTING OUT BEHAVIOR PROBLEMS

Laura Nabors, PhD! « Christina Baker-Phibbs, EdD? « Michelle Burbage, MS*

'Health Promotion and Education Program, School of Human Services, University of Cincinnati
2St. Aloysius Mental Health Services and the Counseling Program, School of Human Services, University of Cincinnati

Corresponding author: Laura A. Nabors,
Health and Education Program, School of
Human Services, University of Cincinnati,
Mail Location 0068, Cincinnati, OH 45221-
0068. Tel: (513) 556-5537

Email: naborsla@ucmail.uc.edu

The project, entitled, Therapy and
Outcomes for Children with Behavior
Problems and Trauma, (TOCD Proj-
ect)” provided information on mental
health services for children with dual
diagnoses, specifically a dual diagno-
ses of Post-Traumatic Stress Disorder
(PTSD) and behavior problems (con-
duct disorder, ODD). The objective of
this project was to describe services
and determine change in child func-
tioning. Results advanced knowledge
about services for and clinical out-
comes for children who were dually
diagnosed with PTSD and behavior
problems, and this is an area where
literature documenting outcomes and
interventions is needed.

BACKGROUND
INFORMATION

Children were recruited from
school-based, outpatient, and in-home
trauma treatment programs. All three
of these programs served children with

Abstract:

Purpose of Study: The objective of this project was to describe services and determine change in child
functioning for children diagnosed with Post-Traumatic Stress Disorder and behavior problems who
were receiving individual counseling or therapy services.

Description of the Study: Change in child functioning based on Ohio Scales completed by parents
and therapists/counselors were assessed for a six-month period. Children and parents completed
surveys to describe child functioning at home, school, and in the neighborhood. Parents or caregivers
completed surveys assessing their satisfaction with treatment.

Major Findings: Child behavior at home could be problematic. When this occurred, child
functioning was negatively impacted. Thus, continued interventions to improve child behavior at
home and improve caregiver-child attachment and positive interactions are warranted. Children had
fairly positive feelings of self-worth, a key resilience factor. Functioning over the six-month period
remained unchanged, and more research is needed to uncover the reason that child symptoms and
positive functioning did not improve.

Implications: Findings indicated that children were moving in and out of treatment, and case
management could improve involvement of children in treatment. Gaining an understanding of what
interventions work when and for whom they work will provide information to advance the field..

Keywords: Children with PTSD and Behavior Problems «Trauma and Child Functioning

dual diagnoses, specifically a dual di-
agnosis of behavior problems (conduct
disorder, ODD) and trauma (PTSD).
Children who received an intake for
services across all three programs
are referred by parents or guardians,
community agencies, school admin-
istrators, and social service agencies.
Children were identified at intake (i.e.,
received diagnoses at intake). The par-
ent or guardian, therapists and children
also participated in this project.

All three programs, outpatient,
school based, and in-home trauma,
have the ability to provide individual

therapy, community support services,
family therapy, and psychiatric servic-
es. Mental health treatment focused on
implementing trauma-informed inter-
ventions with ongoing clinician train-
ing, theory to practice mentoring and
supervision for all staff.

Children can experience acute
stress disorder and/or PTSD after trau-
matic experiences (Meiser-Stedman,

Acknowledgment

This research was funded by a contract from
the Ohio Department of Mental Health and
Addiction Services.
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Yule, Smith, Glucksman, & Dalgleish,
2005). Children who have been diag-
nosed with PTSD experience some
symptoms that are consistent with
those displayed by adults with this
disorder, such as avoidance of stimuli
associated with the traumatic event,
hyperarousal, as well as repetitive play
that re-enacts the trauma they have
experienced (Caffo & Belaise, 2003).
Children may experience co-morbid
psychiatric problems, such as anxi-
ety, depression, behavior, and conduct
problems; difficulties maintaining at-
tention; and learning problems (Caffo
& Belaise). Children diagnosed with
PTSD related to trauma may experi-
ence problems in behavioral and so-
cial functioning, which can linger long
after the trauma experience (Lonigan,
Phillips, & Richey, 2003). Moreover,
exposure to trauma has the potential
to negatively impact the development
of the child’s central nervous and neu-
roendocrine systems (Dyregrov &
Yule, 2006). In spite of the difficulties
in functioning and long-term sequel-
ae related to the experience of trauma,
young children display resilience and
participation in therapy can enhance
positive outcomes (Caffo & Belaise).
Children who have been exposed to
trauma often receive treatment in
community mental health settings.
Information about interventions that
are used in these settings will pro-
vide valuable information for mental
health providers and other health pro-
fessionals (Kerig, Fedorowicz, Brown,
& Warren, 2000).

Expanding knowledge about in-
terventions for young children is essen-
tial to promoting their social and emo-
tional development. This study also
takes a creative approach by narrowing
our area of interest to children who
were diagnosed with PTSD and behav-
ior problems, a very vulnerable group.
The current evaluation project was a

longitudinal study, assessing change in
child functioning over time. Surveys
with clinicians and caregiver and child
interviews and surveys were the prima-
ry methods for collecting data.

METHODS

Participants

This project was approved by the
university-based institutional review
board (at the University of Cincinnati).
There were 92 children enrolled and
their ages ranged from 3-18 years, with
73 boys and 17 females (gender was not
provided for two participants). Seventy-
three percent had a primary diagnosis
of PTSD with a secondary diagnosis of
behavior problems (Conduct Disorder,
Oppositional Defiant Disorder, or Dis-
ruptive Behavior Disorder Not Other-
wise Specified). Children resided were
in 10 different school districts and were
in families where the primary means of
insurance was through Medicare/Med-
icaid.

Measures

Therapists and parents rated their
perceptions of the childs emotional
and behavioral functioning on the Ohio
Scales. The Ohio Scales are used by cli-
nicians in the mental health programs.
Clinicians received training on how to
complete the forms. These instruments
have been used extensively and translat-
ed into several languages. The measures
have good psychometric properties
(e.g., Ogles Melendez, Davis, & Lunnen,
2001) and are available at https://sites.
google.com/site/ohioscales.

School, Neighborhood and Commu-
nity Indicators Checklist

This index, developed for this
project, documented caregiver and
child perceptions of child functioning
in the neighborhood and community.
Caregivers and the child rated their

perceptions of child functioning in
neighborhood play, afterschool activi-
ties, sports and recreational activities,
friendship skills, respect for the envi-
ronment and respect for the commu-
nity on 5 point Likert scales ranging
from “1” very poor to “5” very good.

Procedures

Both caregiver consent and thera-
pist consent were required. Caregivers
completed the well-being items; school,
neighborhood and community func-
tioning questions; and an Ohio Scale.
Therapists completed the Ohio Scale
(Agency Worker Rating Form). This
information was provided at intake,
three-, and six-months post-intake.

Parents provided information on
child functioning at school and in the
neighborhood or community on the
Neighborhood, School, and Commu-
nity Indicators checklist developed for
this project, at the intake session for
their child. Parents also rated their sat-
isfaction with services provided by cli-
nicians on a scale from “1” very poor
to “5” very good. This information was
provided at the end of the study. Clini-
cians provided information on child
diagnoses at intake into the programs.
Clinicians also provided their per-
ceptions of parents’ abilities to super-
vise and care for the child at home on
5-point Likert scales ranging “1” very
poor to “5” very good after complet-
ing the intake. Children also provided
ratings of their behaviors/functioning
at school and in their neighborhood or
community (on 5-point Likert scales
ranging from very poor to very good).
Data collection was challenging as chil-
dren moved in and out of treatment
and in and out of different home situ-
ations (foster care, guardianship, etc.).

Data Analyses

Descriptive statistics were used to
examine parent and child perceptions
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of child functioning in the school and
neighborhood/community as well as
parent satisfaction with mental health
services. A repeated measures analy-
sis of variance was utilized to examine
change over time in parent and clini-
cian reports of child functioning us-
ing the Ohio Scales. Correlations were
used to investigate the relationship be-
tween parent satisfaction with mental
health services and child functioning.

RESULTS

There were 52 children in our
sample with Ohio Scale Worker Prob-
lem Scores at intake, three, and six
months (all three time points for
data collection). A repeated measures
analysis of variance did not reveal sig-
nificant differences in problem scores
over time. There were 54 children with
Ohio Worker Scale functioning scores
at intake, three and six months and
results of a repeated measures analysis
for change were not significant. There
were 42 children with parent problem
scores on the Ohio Scales at intake,
three, and six months and the repeat-
ed measures analysis for change over
time were not significant. Also, the
repeated measures analysis for parent
ratings of positive child functioning
on the Ohio Scales at the three time
points did not reveal significant differ-
ences over time.

Ratings by Clinicians. The cli-
nicians’ report indicated that 37% of
the parents were providing good or
very good supervision for their child.
Alternately, 20% of parents were rated
by clinicians as providing poor or very
poor supervision of the child. Clini-
cian ratings indicated that 44% of par-
ents had “good” capacity for caring
for their child, while 14% had poor or
very poor capacity for caring for their
child.

Ratings by Parents. In terms of
parents (parents is the term used for
caregivers, parents, and guardians):
20% rated child functioning at school
as “poor;” while 42% said it was “good”
Forty-two percent of the parents re-
ported that their childs friendships
were positive or “good,” whereas 20%
reported their child’s relationships with
friends were poor or very poor. Con-
sistent with our report of parent rat-
ings of child behavior at home being a
concern, 51% of the parents rated child
behavior at home as being poor or very
poor, whereas only 23% of the parents
rated child behavior at home as being
good. On a more positive note, 56% of
the parents rated child performance
at school as good. In contrast, 20%
of parents rated child functioning at
school as poor.

Satisfaction with Therapy Ser-
vices. Importantly, 72% of parents
rated the mental health services that
they were receiving as good or very
good, while only 5% rated their servic-
es as poor. The rest reported that their
services were OK and what they had
expected. Thus, parents were satis-
fied with the therapeutic services their
child was receiving.

Ratings by Children. In terms of
views of themselves, the child report
was fairly positive. Sixty-six percent
of the children felt things were good
at school. Seventy-six percent thought
that their relationships with their
friends were good, and only about 6%
believed relationships with friends
were poor or very poor. Seventy per-
cent of the children thought relation-
ships with others in their neighbor-
hoods were good, while only 1.8%
thought these relationships were poor
and none reported that they were very
poor. Only 40% reported that their
behavior at home was good or very
good. Forty percent said their behav-
ior at home was “O. K., and 18.3%

said behavior at home was poor or
very poor. Thus, although children
had a more positive view of behavior
at home, there was some realization
that this was an area of weakness. Ap-
proximately 66% of children reported
that their behavior at school was good
or very good, while 8.5% reported it
was poor.

Caregiver Perspectives of Services
and Child Functioning

As stated, caregiver perspectives
of mental health services were posi-
tive. Positive parental perceptions of
mental health services were negatively
related to clinician ratings of prob-
lem behaviors on the Ohio Scales (r =
-.376, p = .04). Thus, as perceptions
were more positive, problem scores
decreased. The opposite relationship
was discovered for the relationship
between parent perceptions of mental
health services and mental health cli-
nicians’ ratings of positive behaviors
for the child. Specifically, parents with
more positive perceptions of mental
health services had children who re-
ceived higher scores for positive behav-
joral functioning via clinician ratings
on the Ohio Scales (r = 471, p = .009).

Implications and Significance of
Findings for the Mental Health System

Treatment of complex trauma in
children involves a myriad of goals in-
cluding reconnecting with safe adults
and forming positive connections
with adults, improving regulation of
upsetting emotional reactions, in-
creasing pleasurable activities, help-
ing the child regain a sense of mastery
and control, and improving the child’s
skills for engaging others in close rela-
tionships. Children can move through
their experience and again become
“grounded” and experience the “self”
as being integrated. When healing
occurs, the trauma experience is no
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longer at the foreground of the child’s
life, and hence, the child can resume a
more “normal” developmental trajec-
tory, experiencing positive psychoso-
cial functioning and attaining key de-
velopmental milestones in emotional,
social, and psychological functioning.

Change was not observed in Ohio
Scale Scores, when the six-month in-
terval was considered. Perhaps this
would have changed if the sample
size were larger or if we had analyzed
findings for individual items, rather
than total scores, on the Ohio Scales.
Although study findings did not re-
veal significant improvement at six
months, there was some improve-
ment in symptoms, and parents were
satistied with services. The support
that families experience as the child
processes trauma may have long-term
implications for improving caregiver-
child attachment, and this needs to be
assessed in future studies. An ecologi-
cal approach to treating children, to

assess, and then to apply interventions
that impact home, school, and com-
munity functioning should be a focus
of treatment for children with PTSD
who also are experiencing signifi-
cant behavior problems. Gaining an
understanding of what interventions
yielded what types of success also
will provide more information about
what works, when, and for whom. In-
creased study of behavioral interven-
tions and how they are implemented
at home and at school to help the child
who is experiencing problems with
behavioral functioning will provide
ideas for expansion of therapy tech-
niques to reduce problem behaviors.
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To assess the cumulative effect
of traumas on a persons life, Felitti
and colleagues (1998) conducted the
groundbreaking Adverse Childhood
Experiences (ACE) Study. Their work
identified 10 childhood experiences
that are risk factors for negative phys-
ical, mental, and behavioral health
outcomes. These risk factors are as
follows: emotional abuse, physical
abuse, sexual abuse, emotional ne-
glect, physical neglect, violent treat-
ment towards mother, household
drug and alcohol abuse, household
mental illness, divorce, and incarcera-
tion of a family member. Their work
initiated multiple studies examining
the effect of cumulative stressors dur-
ing childhood.

Based on findings from the mul-
tiple studies examining the effect of
cumulative stressors during child-
hood, ACEs have been shown to be a
significant public health concern that
jeopardizes healthy development and

Abstract:

This study explores using the Adverse Childhood Experiences (ACEs) survey to identify
traumatic exposure in adolescent African American girls. Employing the ACEs questionnaire,
we explored the levels of ACEs and risk taking behavior among a convenience sample of 410
adolescent African American girls. Results suggest high levels of ACEs, particularly parental
divorce, emotional abuse and neglect, and exposure to domestic violence in the participating
adolescents. Forty percent of the girls had four or more ACEs, which has been found in previous
research to be highly predictive of serious psychosocial and physical health problems later in
life. There were a number of significant associations found between the cumulative number of
adverse experiences and risky behavior patterns. Participants who had four or more ACEs were
significantly more prone to risk behaviors such as suicide attempts, alcohol use, driving under
the influence of alcohol, anti-social behavior, illicit drug abuse, tobacco use, and early sexual

intercourse.

Keywords: Adverse Childhood Experiences (ACEs) ¢ African American « Adolescent

Female « Risky Behavior

functioning. High cumulative ACE
scores are strong risk factors for chron-
ic physical health conditions such as
heart disease (Dong et al., 2004); ob-
structive pulmonary disease (Anda et
al., 2008); liver disease (Dong, Anda,
Dube, Felitti, & Giles, 2003; Corso,
Edwards, Fang, Mercy, 2008); auto-
immune disorders (Dube et al., 2009);
and obesity (Williamson, Thompson,
Anda, Dietz, & Felitti, 2002).

Research has also found a corre-
lation between the number of ACEs a
person experiences and mental health
issues, particularly, depression and sui-
cide attempts (Anda et al., 2007; Anda
et al, 2002; Chapman et al., 2004;

Dube et al., 2001; Edwards, Dube, Fe-
litti, & Anda, 2007; Edwards, Holden,
Anda, & Felitti, 2003). Other behav-
ioral health risk factors related to high
ACE scores include excessive alcohol
use (Dube, Anda, Felitti, Edwards,
& Croft, 2002), drug abuse (Dube et
al., 2003), smoking (Edwards, Anda,
Dube, & Felitti, 2007), and unintended
pregnancy (Dietz et al., 1999).
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Some ACE differences have been
reported by race. The Philadelphia Ur-
ban ACE Survey studied about 1,700
Philadelphia residents who had par-
ticipated in the Pennsylvania House-
hold Health Survey. This survey asked
residents about their health and well-
being (The Research and Evaluation
Group at Public Health Management
Corporation, 2013). Respondents were
over age 18; 40% male; 60% female;
44.1% White; 42.5% Black; 3.5% Lati-
no; and 9.8% Asian, Biracial, or other.
Compared with Whites, Black adults
reported higher rates of being sexual
abused (20.9% of Blacks); being physi-
cal neglected (21.9% of Blacks); having
a household member that abused sub-
stances (37.8% of Blacks); witnessing
domestic violence (20.7% of Blacks);
and having a household member in-
carcerated (15.9% of Blacks) during
childhood. In addition to the stan-
dard ACE questions, the Philadelphia
Urban ACE study asked about addi-
tional stressors and found that in Phila-
delphia, compared with Whites, Black
adults reported higher rates in child-
hood of witnessing violence (52.0% of
Blacks), experiencing discrimination
(49.5% of Blacks), adverse neighbor-
hood experiences (29.2%), and living
in foster care (4.1% of Blacks). Addi-
tional analyses by poverty and neigh-
borhood also showed that adults living
below 150% of the Federal Poverty Lev-
el (FPL) were more likely to have four
or more ACEs (50.0% of respondents)
compared to those living above 150%
of the FPL (31.8% of respondents).

Adbverse Experiences and Youth

The ACE questionnaire developed
by Felitti and colleagues (1998) is a brief
trauma screen that assesses the cumu-
lative effect of childhood stressors. The
ACE questionnaire is a proven brief
trauma screen that has demonstrated
relationships with negative health out-
comes for adults. However, to date, the

majority of research studies have used
the ACE:s to study behavior retrospec-
tively. Only a handful of studies have
been published using the ACE survey
with adolescents under age 18.

Schilling, Aseltine Jr., and Gore
(2007) examined the relationship be-
tween ACEs reported by high school
seniors and depressive symptoms,
drug abuse, and antisocial behav-
ior during young adulthood. In their
sample, girls reported higher rates of
sexual abuse, being physically abused,
and serious neglect, while boys re-
ported higher rates of witnessing
violence, physical assault, and being
threatened. There were also some dif-
ferences by racial/ethnic group. White
youth reported higher parent alcohol
use; Black and Hispanic youth report-
ed higher rates of witnessing violence,
and Hispanic youth reported higher
rates of being sexually abused and be-
ing threatened with a weapon.

Controlling for gender, race/
ethnicity, and SES, depressive symp-
toms and antisocial behavior were
related to eight ACEs, and nine ACEs
were related to drug use. There were
also cumulative effects of ACEs. As
ACE frequency increased, depressive
symptoms, drug use, and antisocial
behaviors increased. Respondents
who experienced four ACEs scored
about one standard deviation higher
on each outcome than persons with
no ACEs. Their research supports
that adverse childhood experiences
contribute to mental health problems
in young adulthood.

Two other studies examined
ACEs with juvenile justice popula-
tions, one with adolescent girls, and
another with young adults who had
recently been incarcerated in the juve-
nile justice system. Matsuura, Hashi-
moto, and Toichi (2013) studied the
relationship between adverse child-

hood experiences and aggression,
depression, and self-esteem among
female juvenile offenders, aged 15-
18, in Japan. Most offenders were de-
tained due to drug-related crimes and
larceny. Compared with non-offender
high school gitls, offenders had multi-
ple serious adverse experiences (ACE
scores of four or more: 21.0% of the
offenders, less than 1.0% of the non-
offenders). A much higher percentage
of offenders were depressed (48.1%
offenders versus 30.0% comparison).
Cumulative ACE scores were nega-
tively correlated with self-esteem and
positively correlated with aggression
and depression. Path analyses results
suggest that high ACE scores, high ag-
gression, and high depression symp-
toms aggravate each other to nega-
tively affect self-esteem.

Baglivio and colleagues (2014)
studied ACEs with young adults who
had been previously incarcerated
in the juvenile justice system. Study
staff used a risk and needs assess-
ment called the Positive Achievement
Change Tool (PACT) to calculate the
ACEs. Participants were both male
and female, were over the age of 18,
and included several races (White,
Black, Hispanic, and Other), although
ACE scores were only compared by
gender. Females had slightly higher
rates for each individual ACE and
had higher percentages of cumulative
ACEs (45.1% of females reported 5+
total ACEs; 27.4% of males reported
5+ total ACEs). Compared to other
published ACE studies with adults, the
previous juvenile offenders reported
higher rates of cumulative ACE scores.

ACE scores were also compared
by risk for reoffending. There was a
significant difference between each
risk for reoffending level and the av-
erage ACE score. Higher risk for re-
offending was associated with higher
cumulative ACEs scores.
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Two studies with youth calculat-
ed ACE scores using other question-
naires. Duke and colleagues (2010)
studied the relationship between six
ACEs and adolescent violence us-
ing the Minnesota Student Survey of
6th, 9th, and 12th grade public school
students. Girls and older adolescents
were more likely to report adverse ex-
periences. Bullying, physical fighting,
suicidal ideation, and self-injury were
the most common types of violence
reported. For adolescent girls, the risk
of violence perpetration increased
significantly with reporting an ad-
verse experience. The risk of violence
increased from 38% to 88% for each
increase in the adverse events score.
Adolescent girls with four or more
adverse experiences perpetrated bul-
lying two times more and attempted
suicide seven times more compared
to those with no adverse experiences.

Kaess and colleagues (2013) ex-
amined the relationship between
ACEs and self-injury with youth and
young adults (ages 13-26) in psychi-
atric inpatient units using the Child-
hood Experiences of Care and Abuse
Questionnaire. ACEs were highly
inter-correlated. Parental antipathy,
neglect, and physical abuse showed
higher numbers of correlations while
sexual abuse showed fewer correla-
tions. Patients engaging in self-injury
were generally younger, less likely to
have delusional disorders, and had
higher ACE scores.

Two studies examined historical
ACEs use chart reviews and medical
records. Burke and colleagues (2011)
examined ACEs in an urban pediat-
ric population (mean age of the pa-
tients was eight years). Children who
experienced four or more ACEs had
increased risk for learning/behav-
ior problems, such as low academic
achievement, history of violent be-
havior, and obesity. Their implications

called for screening of ACEs among
youth in urban areas and the need to
develop effective prevention and inter-
ventions.

Jamora and colleagues (2009)
compared ACEs of children in treat-
ment foster care versus standard foster
care using medical records. Children
in both types of foster care experi-
enced neglect, physical abuse, sexual
abuse, and abandonment. However,
children in treatment were 2.5 times
more likely to experience physical
abuse or neglect, twice as likely to ex-
perience abandonment and domes-
tic violence, and 20 times more likely
to witness community violence than
children in standard foster care. About
one third of biological mothers of both
groups had a history of alcohol abuse,
and one fifth of biological mothers had
a history of mental health disorders.
Children whose biological mothers
were incarcerated were more likely to
be in treatment foster care than stan-
dard foster care. Together there was a
positive correlation between the num-
ber of ACEs and the number of psy-
chiatric disorders (r =.38). Children in
foster care are likely to have multiple
ACEs which may place children at risk
for physical and mental health disor-
ders in adulthood.

Together these studies with youth
show that the ACE questionnaire
shows some promise for utilization
with youth, not just adults. The cumu-
lative risk factors approach may also
be valid for youth in predicting more
proximal negative outcomes as well as
the delayed outcomes reported in the
research with adults. However, addi-
tional research needs to support these
limited findings and examine these
relationships with additional behav-
ioral outcomes.

Adolescent Trauma Research by
Race and Gender

Although there have been lim-
ited studies using the ACEs question-
naire with adolescents to date, other
childhood stress and trauma studies
have been conducted with youth par-
ticipants. Recent studies suggest that
more than 60% of children and ado-
lescents have been exposed to some
form of violence (Finkelhor, Turner,
Hamby, & Omrod, 2011; U.S. Depart-
ment of Justice, 2012); 40% experience
divorce before reaching adulthood
(Hetherington, & Elmore, 2003); 28%
are victims of sexual abuse (Finkelhor,
2008); 22% reside in households with
incomes below the FPL (Wight, &
Chau, 2009); and 12% live with a sub-
stance abusing adult (HHS Substance
Abuse and Mental Health Services
Administration Office of Applied
Studies, 2009).

Compared with other racial and
ethnic groups in the United States, the
rates of adverse experiences are the
highest for African American youth.
African American youth ages 12 to 19
are victims of violent crime at signifi-
cantly higher rates than whites (U.S.
Department of Justice, 2006; Black et
al,, 2011). African American youth are
three times more likely to be victims
of reported child abuse or neglect and
five times more likely to be victims of
homicide than their white counterparts
(Baum, 2005). Currently, homicide is
the leading cause of death among Af-
rican American youth ages 15 to 24
(Voisin, 2007). Further, 67% of African
American children are being reared in
single parent households compared
to 25% in non-Hispanic white house-
holds (Maruschak, Glaze and Mumola.,
2010). One in nine African American
children (11.4%), one in 28 Hispanic
children (3.5%), and one in 57 white
children (1.8%) in the United States
have an incarcerated parent (Pew Char-
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itable Trusts, 2010). African Americans
tend to live in urban areas. Residing
in urban areas also increases the risk
of exposure to violence and other ad-
verse events (Center for Intersection-
ality and Social Policy Studies, 2015).
For instance, in a study of low-income,
urban youth, 75% had heard gunshots;
60% had seen drug deals; 18% had
seen a dead body outside, and 10%
had witnessed a shooting or stabbing
in their own home (Buka, 2001). Add-
ing to these stark statistics is the fact
that much of the community violence
witnessed by African American youth
is recurrent and committed by known
persons, adding to the trauma experi-
enced (Voisin, 2007).

While exposure to violence is
common for African American youth,
limited research has focused on Afri-
can American girls’ trauma exposure
(Triffleman & Pole, 2010). Likewise,
research on the ‘school-to-prison pipe-
line has focused more on boys even
though black girls receive more severe
sentences and are the fastest grow-
ing population in the juvenile justice
system (Crenshaw, Nanda, & Ocen,
2015). Compared with white girls,
suspension and expulsion rates were
much higher (10-12 times) for African
American girls than their white coun-
terparts in Boston and New York and
increase their likelihood of dropping
out of school (Crenshaw et al.,, 2015).
Some research has shown that Afri-
can American girls report higher rates
of sexual victimization and intimate
partner violence (Kennedy, 2008).

The majority of studies on African
American girls have looked at correla-
tions of risky behaviors. These studies
may examine mental health problems
but have examined the role of trauma
or adverse experiences. They have
shown that risky behaviors in African
American girls may be more problem-
atic than for their white counterparts.

Alcohol usage has been associated
with substance use, risky sexual be-
haviors and truancy (Guthrie, & Low,
2000). Substance use problems have
been associated with risky sexual be-
havior (Woods-Jaeger, Jaeger, Donen-
berg, & Wilson, 2013). Even though
some research has begun examining
patterns of gender, victimization, trau-
ma, and juvenile justice involvement,
there is a serious need for more studies
investigating gender, race, and behav-
iors associated with victimization and
criminalization to inform policy mak-
ers, stakeholders, and advocates work-
ing to reduce negative consequences
for these youth. The African Ameri-
can Policy Forum calls for additional
research on girls of color (Crenshaw et
al., 2015).

The Rise Sister Rise Project

The Rise Sister Rise Project was
implemented to explore the ways
in which urban adolescent African
American girls experience their world
and are affected by these experiences.
Rise Sister Rise examined the ways Af-
rican American girls experience and
articulate self-care and resiliency, so-
cial relationships, school performance,
self-image, and the ways they perceive
other girls in relation to themselves.
Barriers to wellbeing were identified to
determine what prevention programs
and services are necessary for making
healthier life choices and outcomes.

Rise Sister Rise was undertaken
to heighten community awareness
of and engagement with the special
challenges facing African American
girls. Women leaders and representa-
tives of organizations that serve ado-
lescent African American girls were
invited to serve as conveners for this
project. In each of the four cities these
leaders were invited to form steering
committees. Committee responsibili-
ties included recruiting girls for focus

groups and surveys, organizing a girls’
resiliency conference, participating in
a community dialogue about the col-
lected data, present their local results
to stakeholders, and creating action
plans about future programming and
funding to sustain long-term resilien-
cy in African American girls.

The study focus on African
American girls is due to the

“ .. financial disadvantage, uncer-
tain economic conditions, and low
prospects for achievement [that]
negatively impact the ability of
Black girls to make a healthy tran-
sition to adulthood. Particularly
among Black girls residing in an
urban context, structural factors
such as poverty, social immobility,
increased likelihood of victimiza-
tion, limited access to resources,
and both real and perceived lack of
opportunities regarding education,
employment, and the possibility for
forming loving, long-term romantic
relationships that result in marriage,
all work together to become critical
factors impacting Black girls' de-
velopment during the adolescent
years~ [Black Women for Black Girls
Giving Circle (BWBGC), 2009].

Nevertheless, African American
girls have a number of strength-
promoting resources available to
help overcome these risks. While
resiliency themes may be common
across ethnicities and cultures, their
expression of these resources is unique
within each culture (BWBGC, 2009;
American Psychological Association
Task Force on Resilience and Strength
in Black Children and Adolescents,
2008). African American girls and
women rely on strong family ties of
biological and non-biological kinship
networks, i.e., fictive kin, that provide
emotional support and the sharing of
resources, childcare, and information.
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Table 1. Demographic Information by City

All Cities
itv 1 ity 2 . o
Combined City City City 3 City
M SD M SD M SD M SD M SD For xz
Number of participants (N =409) (N=25) (N=101) (N=109) (N=74)
Grade 8.92 2.09 8.94 2.08 8.92 1.92 9.53 2.04 8.01 2.12 8.08%%x1
N % N % N % N % N % P
Live with both parents 73 18.0 24 19.4 22 22.0 14 13.0 13 17.6
Live with adoptive parents 7 1.7 2 1.6 0 0.0 5 43 0 0.0
Alternate between mom and dad 21 52 5 4.0 6 6.0 3 2.8 7 9.5
Live with one parent 174 42.9 51 41.1 49 49.0 42 38.9 32 43.2
L' i h i h 40'2**2
ivewithonebirthparentand o 00 51 g 6 6 13 120 10 135

stepparent or adoptive parent
Live with foster parents 9 22 5 4.0 0 0.0 4 3.7 0 0.0

Live with grandparents or other
adult relatives

Other 25 6.2 9 7.3 0 0.0 12 11.1 4 54

Note. ANOVAs (F) tested whether the differences between the means (averages) for the cities were statistically significant; Chi-squares (y°) tested whether the differences
between the percentages for the cities were statistically significant. Significant differences are noted by: *p < .05, **p < .01, ***p <.001. 'Respondents from City 4 had a lower average
grade level than the three other cities. ‘Respondents from City 2 had a lower percent of participants who lived with adoptive parents than City 3. Respondents from City 2 had a
lower percent of participants who lived with foster parents than City 1; respondents from City 1 had a lower percent of participants who lived with grandparents or another adult

than City 3. Respondents from City 2 had a lower percent of participants who marked other living situation than all of the other cities.

37 9.1 7 5.6 7 7.0 15 13.9 8 10.8

These family ties also socialize girls
about their culture. Their racial
identity can serve as a psychological
buffer against oppression and racism.
The strong emphasis on social bonds
and responsibility to the community
can create a sense of interdependence
and collective well-being that fosters
involvement in community and
service activities.

Also, African American girls
tend to be involved in their religious
communities. Religion can be a social
support between women and girls and
helps integrate and involve the girls
more deeply within the community.
In some cases church can also operate
as an extended family. Involvement in
religion can lead to a focus on inner
versus outer beauty and delayed sexual
activity and less risky sexual behavior.

The Current Study

In order to build our understand-
ing of the ways in which urban ado-
lescent African American girls expe-
rience their world, the current study
was conducted in four Ohio cities. The
selected cities have a higher percent-
age of African American girls than
statewide, and were medium to large
urban-type cities. Each of the four
counties in which these cities are lo-
cated have higher percentages of chil-
dren living in poverty and adolescents
adjudicated for felonies. The counties
also had high rates of children receiv-
ing food stamps or reduced lunch,
high rates of births to adolescents, and
high rates of students not graduating
from high school.

The current study extends the Rise
Sister Rise Project 1) examining the fea-
sibility of using the ACE as a screening
tool to identify at-risk adolescent girls;

2) studying the prevalence of ACEs with
adolescents, specifically African Ameri-
can girls; 3) examining the prevalence of
risky behaviors, e.g., alcohol/drug use,
sexual intercourse of African American
girls; and 4) studying the relationship
between ACEs and risky behaviors in
African American girls. Communities
can potentially use this study to help
identify gender-specific interventions to
reduce the consequences of ACE stress-
ors. Having completed Rise Sister Rise,
the current task is to review and analyze
the findings with an eye on future policy
and program implications for African
American girls.

METHOD

Sample and Participant Selection

The study population included
410 girls ranging in age from 10 to 20
(M = 1441, sd = 2.24) in four Ohio
cities. Sample sizes were as follows:
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City 1, n =125; City 2, n = 101; City
3, n = 110; and City 4, n = 74. These
cities have a higher percentage of
African American girls than statewide
and were medium to large urban-
type cities. All four counties in which
these cities are located have higher
percentages of children living in
poverty and adolescents adjudicated
for felonies. Some of the counties had
higher rates of children receiving food
stamps or reduced lunch, higher rates
of births to adolescents, and higher
rates of students not graduating from
high school than statewide.

Girls were recruited through the
local steering committee members’
social networks. Surveys took approxi-
mately two hours to complete. Girls
took a break midway through the sur-
vey and were offered a variety of activi-
ties such as games to relieve question
fatigue. No monetary incentives were
provided for participation, but food
and beverages were provided. Girls kept
a decorative folder that contained their
surveys. Parental consent and youth as-
sent forms were collected from all par-
ticipants. Surveys were anonymous; ID
numbers were used on the surveys and
were not associated with any sign-in or
consent forms. An Institutional Review
Board approved protocols and consent
and assent forms.

Measures

Adverse Childhood Experiences
Survey (ACE). The ACE survey is a
retrospective survey including expo-
sure to 10 categories of adverse child-
hood experiences. These categories
include emotional abuse, physical
abuse, sexual abuse, physical neglect,
emotional neglect, a battered mother,
parental separation or divorce, house-
hold member abusing alcohol or drugs,
household member who is mentally
il, and an incarcerated household
member. The survey asks participants

to endorse whether or not they lived in
a household with one of these adverse
childhood environments; responses
were “yes,” “no,” or don’t know (Felitti,
etal., 1998).

The ACE questionnaire has been
found to have good reliability. The
kappa coefficient for emotional abuse
was .66 (95% CI, .55-.76); for physical
abuse, it was .55 (95% ClI, .47-.63). For
sexual abuse, it was .69 (95% CI, .61-
.77). The kappa coefficient for grow-
ing up in a household with substance
abuse was .75 (95% CI, .68-.81) and
for growing up witnessing violence
was .77 (95% ClI, .68-.85), both repre-
senting high reliability. The weighted
kappa-coefticient for the ACE score
(range: 0-8) was .64.

In terms of convergent validity,
the ACE questionnaire was correlated
with previous self-reports of child sex-
ual abuse. One study by Edwards et al.
(2001) asked individuals who indicated
a past history of sexual abuse to answer
ACE questions. The prevalence of child
sexual abuse in the sample was 6.1%.
Those that answered affirmatively to
the ACE question on child sexual abuse
was 5.9%. The findings support the va-
lidity of the instrument in measuring
adverse childhood experiences.

Search Institute Profiles of Stu-
dent Life: Attitudes and Behaviors.
The Search Institute (2010) measure
includes a 166 items; the survey also
includes items about risky behaviors.
The Search Institute calculates wheth-
er an individual has each of 10 high-
risk behavior patterns based on the
pattern of responses, which are “yes”
and “no” The 10 high-risk behavior
dichotomous scales measure the fol-
lowing:

o Alcohol use -- two items, used al-
cohol three or more times in the
last 30 days or got drunk once or

more in the last two weeks (a =
77),

o Driving and alcohol -- two items,
driven after drinking or ridden
with a drinking driver three or
more times in the last year (a =
.33);

o Tobacco use -- two items,
(smokes one or more cigarettes
daily or using chewing tobacco
frequently (a = .16);

o Illicit drug use -- four items used
an illicit drug three or more times
in the last year (a = .05);

o Sexual intercourse -- one item,
has had sexual intercourse three
or more times in lifetime;

o Depression and suicide -- two
items, is frequently depressed and/
or has attempted suicide (a = .43);

o Anti-social behavior -- three
items, has been involved in three
or more incidents of shoplifting,
trouble with police, or vandalism
in the last year (« = .62);

« Violence -- six items, has engaged
in three or more acts of fighting,
hitting, injuring a person, carry-
ing or using a weapon, or threat-
ening physical harm in the last
year (a =.61);

o School problems -- two items,
skipped school two or more days
in the last four weeks and/or has
below a C average (a = .38);

o Gambling -- one item, gambled
three or more times in the last year.

The formula for calculating the
high-risk behaviors is proprietary.
Cronbach alphas, which are the reli-
ability coefficients, for this sample,
were adequate for alcohol use, anti-
social behavior, and violence. Reli-
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Table 2. Percent of Adolescent African American Females Reporting

Adverse Childhood Experiences

Total N % with ACE
Emotional Abuse 221 53.9
Physical Abuse 109 26.6
Sexual Abuse 64 15.6
Emotional Neglect 196 47.8
Physical Neglect 46 11.2
Parental Discord/Divorce 231 56.3
Battered Mother 119 29.0
Substance Abuse In Home 88 21.5
Mentally Ill Household Member 71 17.3
Incarcerated Household Member 129 31.5

Note. There were between N=22 and N=25 participants that did not respond to individual ACE
questions, the percent displayed is based on the total number of respondents for each individual ACE.

ability coefficients were inadequate
for the scales with smaller numbers
of items that include tobacco use, il-
licit drug use, depression and suicide,
school problems, and driving and al-
cohol. Reliability coefficients are not
able to be calculated for single-items,
which include sexual intercourse and
gambling.

RESULTS

Adverse Childhood Experiences

Table 2 presents the number and
percentage of study participants who
reported experiencing an ACE. The
most common abuse indicator was
emotional abuse, with 53.9% of partici-
pants reporting this ACE. A little more
than one-quarter reported physical
abuse (26.6%), and 15.6% reported sex-
ual abuse. Similarly, the most common
neglect indicator reported was emo-
tional neglect (47.8%) with some of the
participants reporting physical neglect
(11.2%). The most common household
dysfunction reported was parental dis-
cord/divorce, which 56.3% of the par-
ticipants reported. Almost one third
of the participants reported they have
an incarcerated household member

(31.5%) or that their mother was bat-
tered or treated violently (29.0%).

Table 3 reports the number and
percentages of summed ACEs by par-
ticipants. About 10% of the partici-
pants did not report any ACEs. More
than half of the adolescent females in
this study reported an ACE score of
three or more (57.1%). Over 17% re-
ported one ACE; 16.3% reported two
ACEs; 16.5% reported three ACEs;
and 10% reported four and five ACE:s.
Six or more ACEs was reported by
16.6% of the participants.

Table 3. Percent of Adolescent

African American Females
with ACE scores summed

Total N %
0 ACEs 37 9.3
1 ACE 69 17.3
2 ACEs 65 16.3
3 ACEs 66 16.5
4 ACEs 48 12.0
5 ACEs 48 12.0
6+ ACEs 66 16.6

Note. There were n=27 participants that did not
indicate a response for all of the ACE questions,
the percent displayed is based on the total number
of participants that had a calculable ACE score.

Table 4 examines the co-oc-
currence of ACE variables. In other
words, if a participant experienced
one ACE, which other ACEs are they
likely to experience? Contingency
tables were calculated, and chi-square
(x*) tests for homogeneity using Fish-
er’s Exact test was used to determine
if there were significant relationships
between the ACE variables. Both
emotional abuse and physical abuse
showed a significant association with
all of the other ACEs, except for paren-
tal discord/divorce. Sexual abuse also
showed a significant association with
the other abuse and neglect ACEs but
only showed a significant association
with two of the household dysfunc-
tion ACEs, which are battered mother
and household substance abuse. Both
emotional neglect and physical neglect
showed a significant association with
all of the other ACEs except for paren-
tal discord/divorce. The only signifi-
cant associations for parental discord/
divorce were the four other household
dysfunction ACEs. Household sub-
stance abuse was significantly associ-
ated with all of the other ACEs. Mental
illness in household and incarcerated
household member were significantly
associated with all other ACEs, except
sexual abuse. In this sample of adoles-
cent female African Americans, ACEs
are significantly associated with many
other ACEs. Additionally, there does
not appear to be a unique pattern of
association between most ACEs.

Risk-Taking Behaviors

Table 5 presents the percentages
of risk-taking for the total sample of
African American adolescent females
by grade. Table 5 also shows significant
effects by grade. Chi-square (y*) tested
whether there were differences be-
tween the percentages for the grades.

mbha.ohio.gov

17

August 2015



BEHAVIORAL HEALTH IN OHIO ~ CURRENT RESEARCH TRENDS

Table 4. Percent of Adolescent African American Females Reporting Co-occurring Adverse Childhood Experiences

1. 2. 3. 4. 5. 6. 7. 8. 9. 10.

1.  Emotional Abuse % 43.3 254 65.4 15.2 65.7 45.6 34.0 28.3 40.7

XZ 59.09%*  2346%**  37.56%**  6.49* 1.10 26340 33,0204 21.22%%¢  9.94%*
2. Physical Abuse % 88.6 46.0 68.6 23.6 60.6 50.5 35.2 28.9 41.3

XZ 13.92%%*  16.61***  18.91"* 0.29 17.84%%%  14.25%*  8.16** 4.39*
3. Sexual Abuse % 84.4 46.0 66.7 20.7 70.2 51.7 45.2 29.1 443

X2 6.73* 5.84* 1.43 10.86** 2243 371 4.08
4. Emotional Neglect % 72.6 37.7 214 16.5 68.6 429 30.3 27.7 41.0

X2 9.45** 3.08 13.36*  11.87** 16.27***  6.55*
5. Physical Neglect % 744 556 279 73.8 703 63.9 61.4 325 500

XZ 0.85 17.59%%%  44.72%  5.57* 6.50*
6. Parental Discord/Divorce % 58.0 254 17.9 534 11.6 39.7 27.0 51.6 40.7

XZ 12.85%%*  8.45%* 5.31* 14.02%%*
7. Battered Mother % 76.1 41.7 27.0 64.6 20.5 76.4 36.0 29.6 47.4

XZ 19.06***  10.14**  15.65%**
8. Substance Abuse In Home % 83.9 44.0 333 67.9 32.5 77.2 53.9 44.6 63.9

XZ 39.95%F% 43 .35%%*
9. Mentally Ill Household % 80.0 406 229 73.1 19.4 75.4 492 485 58.0

Member

X 26.07++

10. Incarcerated Household % 69.6 352 22.3 61.6 17.1 76.9 47.8 42.7 35.1
Member P

Note. If the ACE listed at left was reported, the percent/statistic shown is for co-occurring (co-reported) ACEs listed across the top. x* values are italicized, and significance
is noted by *p < .05, **p < .01, **p <.001 based on two-sided significance for Fisher’s Exact test.

Substance Abuse

Alcohol. Of those mentioning
risky behaviors about alcohol 42.9% of
participants reported attending parties
with alcohol, while 21.0% of the partici-
pants also had used alcohol at least once
in the last month. For attended one or
more drinking parties last year, the
percentage for 12th grade was statisti-
cally higher than the percentages for
5th-6th through 8th grades. Likewise
the percentages for 8th and 9th grades
were statistically higher than the per-
centages for 5th-6th and 7th grades
(x> = 114.28, p < .001). For alcohol use
one or more times in the last month,
the percentages for girls enrolled in
the 10th through the 12th grades was

statistically higher than the percent-
ages of the 7th graders (y* = 23.23, p
< .001). The percentage of 11th and
12th grade respondents reporting get-
ting drunk within the last two weeks
were statistically higher than the per-
centage for 7th graders (y* = 15.60, p
< .05). Also, the percentages of 10th
through 12th grades indicating alco-
hol use three or more times during the
last month or drunk within the last two
weeks were statistically higher than the
percentage for the 7th grade respon-
dents, (y>=17.18, p < .05).

Driving and alcohol. For the en-
tire sample, participants (40.2%) most
frequently reported having ridden at
least once with a drunk driver in the

last year. Less than 10% of the par-
ticipants (8.2%) reported driving after
drinking at least once last year. There
were statistical differences among
grades for driving and alcohol behavior.
The percentages for 11th through 12th
grade reporting that they drove once or
more times after drinking was statisti-
cally higher than the percentages of
responses for 7th and 8th graders, (y*
= 14.56, p < .05). Also, the percentage
of 9th grade participants reporting that
they had ridden with a drunk driver one
or more times in the last year was statis-
tically higher than those participants
in the 5th-6th grades through the 8th
grade (y*=14.50, p <.05).
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Cigarettes and Tobacco. Over-
all, 6.7% of the participants reported

smoking a cigarette at least once last
month. Also, 5.0% indicated that they
had smoked a cigarette daily or fre-
quently chewed tobacco. There were no
statistical differences among grades.

Ilicit Drugs. Of those reporting
illicit drug use 23.2% of participants
had used marijuana at least once in
the last year. A number of partici-
pants (17.7%) reported using illicit
drugs three or more times in the last
year. For using marijuana one or more
times in the past year, the percentages
for 9th through 12th grades is statisti-
cally higher than the percentages for
5th-6th and 7th grades (y* = 56.69, p
=.001). The percentages of the 12th
grade participants who reported using
an illicit drug three or more times in the
last year was higher than percentages
for participants in the 5th-6th grade
through 8th grades, (y* = 43.10, p <
.001).

Anti-Social and Violent Behaviors

Anti-Social Behavior. More than
one-quarter (28.5%) of participants
said they had shoplifted at least once
in the last year. About one fifth (20.5%)
of the participants said they had gotten
into trouble with the police at least once
in the last year. The only significant ef-
fect by grade was for police trouble in
earlier grades. The percentage of 11th
and 12th grade responses was higher
than for those in the 7th grade, (y* =
23.37,p <.001).

Violence. Self-reported violence
percentages were quite high. More
than half (55.9%) of the participants
reported they had hit or beat some-
one up at least once last year, while
41.9% of participants said that they
had threatened someone with harm at
least once in the last year. A little over
one quarter (27.9%) of participants re-

ported participating in a group fight at
least once last year. One fifth (20.0%) of
participants said they had hurt some-
one at least once in the last year. Some
participants also reported carrying a
weapon for protection at least once last
year (10.3%) or using a weapon to get
something from a person at least once
last year (5.5%). About half (50.2%) of
the participants reported engaging in
three or more acts of fighting, hitting,
injuring a person, carrying or using a
weapon, or threatening physical harm
in the last year. The only significant ef-
fect by grade was for threatening harm
one or more times in a year with the per-
centage of 10th grade responses being
statistically higher than the percentage
for 5th-6th grade (y* = 16.49, p <. 05).

Additional Risky Behaviors

Sexual Intercourse. More than
one third (35.7%) of participants said
that they had sexual intercourse at
least once in the last year. About one
quarter (25.8%) of the participants
reported having intercourse three or
more times in their life. As expected,
the percentages for later grades were
statistically higher than the percent-
ages for earlier grades. The percent-
age of 10th grade through 12th grade
respondents indicating that they had
either sexual intercourse ever or has
sexual intercourse three or more times
was statistically higher than the per-
centages for 5th-6th grades through
8th grade (respectively, > = 126.5, p <
.001; x* = 115.59, p < .001).

School problems. Of those re-
porting school problems, 26.7% of
participants reported they had skipped
school at least once last month. The
percentage for 12th grade was statisti-
cally higher than the percentages for
5th-6th and 7th grades, (y* = 20.45, p <
.01). Also, 22.8% of participants report-
ed skipping school at least twice in the

last month or having below a C average.

Gambling. Several participants
reported gambling at least once with-
in the last year (14.8%). A few partici-
pants (5.7%) reported gambling three
or more times within the last year.
There was no statistical difference
among grades for either item.

Disordered eating. Almost one
fifth (18.6%) of the participants said

they had disordered eating habits,
which involved binge eating, purging,
and starving.

Depression and Suicide. About one
fifth (20.7%) of the participants said
they had felt sad or depressed most or
all of the time in the last month. Almost
one-fifth (19.7%) of the participants had
reported ever attempting suicide. About
one-third (32.1%) of the participants
reported being frequently depressed
or have ever attempted suicide. The
percent of 11th graders who indicated
that they had been depressed most of
the time last month was statistically
higher than the percent of 5th-6th and
7th graders, (y* = 25.27, p < .001). A
statistically higher percent of 10th and
12th grade respondents reported that
they had attempted suicide than those in
the 5th-6th and 7th grades (y* = 14.45,
p < .05). For those reporting that they
were frequently depressed or had ever
attempted suicide, the percentages of
11th and 12th grades was statistically
higher, (y* = 24.18, p <.001).

Associations between Adverse
Childhood Experiences High Risk
Behavior Patterns

Tables 6 and 7 examine the asso-
ciation between risky behaviors and
cumulative ACE scores. ACE scores
were categorized into 0-1 ACEs, 2-3
ACEs, and four or more ACEs because
much of the previous work shows a
relationship between 4 or more ACEs
and negative outcomes. Also, for these

mbha.ohio.gov

19

August 2015



BEHAVIORAL HEALTH IN OHIO ~ CURRENT RESEARCH TRENDS

Table 5. Percentage of Risky Behaviors by Grade

Total 5th-6th  7th 8th 9th 10th 11th 12th 7
grade grade grade grade grade grade grade
Attended 1+ drinking party last year 42.9 11.3 12.9 204 464 60.0 707  79.6  114.28***
= Alcohol use 1+ last month 21.0 14.8 6.5 10.2 25.5 27.7 27.6 35.2 23.23%%*
QS Get drunk within last 2 weeks 13.6 13.1 1.6 10.2 12.7 13.8 20.7 24.1 15.60%
< Alcohol use 3+ last month or drunklast2 weeks  15.6 14.8 1.6 10.2 16.4 18.5 224 259 17.18%
Driving after drinking 1+ last year 8.2 4.9 1.6 2.0 8.9 9.4 13.8 16.7 14.56*
3 Ridden with drunk driver 1+ last year 40.2 32.8 31.1 327 411 531 431 463 10.14
gg ?:T:Sﬂt‘;rnmg orriddenwithdrunkdriver g\ 95131 102 286 266 190 259 1450°
E g Cigarettes 1+ last month 6.7 1.6 1.6 4.1 54 10.8 12.1 11.1 11.90
gbfé Other tobacco 1+ last year 0.7 1.6 0.0 0.0 1.8 0.0 1.7 0.0 3.93
SF Cigarettes daily or frequently chew tobacco 5.0 0.0 0.0 6.4 3.6 7.7 10.3 74 11.97
Marijuana 1+ last year 232 33 33 12.5 296 375 32.1 46.2 56.69*
§o Inhalants 1+ last year 4.0 3.3 4.9 6.1 3.6 4.6 34 1.9 1.58
A | Otherillicit drugs 1+ last year 1.0 0.0 0.0 0.0 0.0 1.6 3.6 1.9 6.63
Mlicit drugs 3+ last year 17.7 1.8 1.7 8.5 204  28.6 27.8 35.3 43.10%*
= . Shoplifted 1+ last year 28.5 22.6 274 30.6 30.9 25.0 259 389 481
é '% Vandalism 1+ last year 12.2 15.0 6.5 10.4 16.1 9.2 14.0 14.8 4.34
é § Police trouble 1+ last year 20.5 9.7 4.8 184 309 231 293 29.6 2337
< Anti-social behavior 3+ last year 14.5 13.3 8.1 12.5 167 156 158 204 4.13
Hit or beat up someone 1+ last year 559 50.0 58.1 55.1 53.6 569 60.3 574 1.67
Hurt someone 1+ last year 20.0 16.4 17.7 16.7 250 292 17.2 16.7 6.00
g | Used weapon to get something 1+ lastyr 5.5 1.7 1.6 2.1 3.6 10.8 8.6 9.3  11.02
ig’ Group fight 1+ last year 27.9 32.3 22.6 22.9 37.5 27.7 25.9 259 4.84
> | Carried weapon for protection 1+ lastyr ~ 10.3 3.2 9.7 6.1 143 169 8.6 13.0 8.92
Threatened harm 1+ last year 41.9 29.0 339 408 446 569 345  53.7 16.49*
Violence 3+ last year 50.2 36.7 45.2 50.0 564  60.0 44.8 59.3 10.80
E % Sexual intercourse ever 35.7 1.6 49 16.3 364 585 58.6 74.1  126.57°*
g
&:ﬁ é Sexual intercourse 3+ times 25.8 0.0 0.0 4.1 255  40.0 48.3 63.0 115.59%**
gg Skipped school 1+ last month 26.7 17.7 11.3 26.5 25.5 30.8 32.8 444  20.45**
ég) Skipped school 2+ last month or < Cavg.  22.8 17.7 17.7 204 200 262 298 278 498
éb Gambled 1+ last year 14.8 9.7 9.7 12.2 10.7 24.6 20.7 14.8 10.15
E | Gambled 3+ least year 5.7 1.6 4.8 2.0 5.4 12.3 6.9 56 873
A
Eating Disordered eating ever 18.6 29.0 14.8 104 127 185 207 222 9.07
g Depression most of the time last month ~ 20.7 12.9 9.7 14.3 25.5 15.4 39.7  29.6  2527%%*
% Attempted suicide ever 19.7 11.3 11.3 16.3 161 277 241 315 1445*
<
gj Frfeqzently depressed or ever attempted  32.1 22,6 16.1 265 309 338 50.0 463 24.18%**
suicide

Note. Chi-squares (x2) tested whether the differences between the percentages for the risky behaviors were statistically significant; significant differences are noted by: *p < .05,

“p < .01, **p < 001
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analyses, High-Risk Behaviors were
used (where the behaviors occurred
three or more times last year). Test-
ing the relationship using High-Risk
is more rigorous as it requires a higher
level of participation in the risky be-
haviors. Contingency tables were cal-
culated, and chi-square (x*) Fisher’s
Exact test was used to determine if the
variables were related.

Table 6 reports the percentages
for each High-Risk Behavior by cat-
egorized cumulative ACE scores. All
of the High-Risk Behaviors were asso-
ciated with higher ACE scores except
school problems and gambling. In
general, participants that report each
high-risk behavior report more ACEs.
Less than 20% of the girls that report-
ed risk behavior had an ACE score of
none or one. Of the girls that reported
tobacco use, 80% had an ACE score
of four or more. Of the girls that re-
ported illicit drug use, 71% reported
an ACE score of four or more. More
than half of the girls that reported the
high-risk behavior patterns of alcohol
use, driving and alcohol, sexual inter-
course, depression and suicide, and
anti-social behavior had ACE scores
of four or more. Almost half of the
girls that reported the high risk pat-
tern of violence reported ACE scores
of four or more.

Table 7 reports the percentages
and chi-square results for each High-
Risk Behavior by individual ACE.
In other words, if participants expe-
rienced one ACE, which High-Risk
Behaviors are they likely to partici-
pate in?

Abuse. Emotional abuse, physical
abuse, and battered mother were
significantly associated with driving
and alcohol, illicit drug use, and
depression/suicide. Physical abuse
was also associated with anti-social
behavior. Sexual abuse was associated

with all of the high-risk behaviors
except school problems and gambling.

Neglect. Emotional neglect was
associated with depression/suicide,
anti-social behavior, and violence.
Physical neglect was associated with
alcohol wuse, driving and alcohol,
depression/suicide, and anti-social
behavior.

Household Dysfunction. Parental
discord/divorce was only associated
with anti-social behavior. Household
members with mental illness and in-
carceration showed similar association
patterns. They were related to alcohol
use, driving and alcohol, tobacco use,
illicit drug use, and depression/suicide,
with incarcerated family member also
being related to anti-social behavior,
violence, and school problems.

High-Risk Behaviors. The four
high-risk behaviors that showed the
most significant associations with
the ACEs were depression/suicide,
driving and alcohol, illicit drug use,
and anti-social behavior. Sexual in-
tercourse was only positively associ-
ated with sexual abuse and house-
hold substance abuse. Tobacco was
only positively associated with sexual
abuse, mental illness in household,
and incarcerated household member.
Violence was associated with sexual
abuse, emotional neglect, and incar-
cerated household member. School
problems were only associated with
household substance abuse and incar-
cerated household member.

DISCUSSION

Most ACE research has been con-
ducted retrospectively. However, this
study shows that the ACE question-
naire is not limited to retrospective
use and can be utilized with adoles-
cents while adverse events may be oc-

curring. The African American girls
in this study reported high percent-
ages of adverse experiences compared
to the original ACE sample (Fellitti,
et al., 1998). A much higher percent-
age of adolescent females in this study
reported being emotionally abused
(+42%), being emotionally neglected
(+33%), and having a battered mother
(+16%). A slightly higher percent-
age of participants than the original
sample reported having an incarcer-
ated family member, and about the
same number of participants reported
physical abuse and mental illness in
household.

The research has shown that the
cumulative effects of trauma are bet-
ter predictors of problems than indi-
vidual trauma issues. Only 25.8% of
girls in this study experienced none
or one trauma. Twenty-two percent
of girls reported experiencing two
to three ACEs, and 40.6% reported
four or more ACEs. When compared
with Fellitti’s original sample, which
found that people with scores of four
or more likely to have adverse conse-
quences in adulthood, 40.6% of girls
in this study had ACE scores of four
or more. They are, therefore, at risk
for attempting suicide, smoking, alco-
holism, absenteeism, serious financial
or job problems, teen pregnancy, and
having serious medical problems.

African American girls in this
study reported many risky behaviors.
When exploring participant behaviors
during the prior 12 months, more than
one third of the girls attended a drink-
ing party, rode with a drunk driver, hit
or beat someone up, threatened harm,
participated in violence at least three
times, and had sexual intercourse.
More than one quarter of the girls shop-
lifted, participated in a group fight,
had sex at least three times, skipped
school the previous month, or report-
ed they were frequently depressed or
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Table 6. High Risk Behavior Patterns by Number of Adverse Childhood Experiences

Reporting Risky Behavior 0-1 ACEs 2-3 ACEs 4+ ACEs
N % of Total % of RB % of RB % of RB X
Alcohol use 61 15.5 19.7 21.3 59.0 10.58**
Driving and alcohol 75 19.1 18.7 17.3 64.0 21.77+%*
Tobacco use 20 5.1 15.0 5.0 80.0 14.46°*
Ilicit drug use 66 17.6 10.6 18.2 71.2 31.697%*
Sexual intercourse 101 25.7 16.8 32.7 50.5 8.36*
Depression/suicide 125 31.6 12.8 25.6 61.6 36.930¢
Anti-social behavior 58 14.8 15.5 25.9 58.6 10.36**
Violence 198 50.5 20.7 33.3 46.0 8.71*
School problems 89 22.6 20.2 32.6 47.2 3.12
Gambling 22 5.6 18.2 18.2 63.6 5.29

Note. Percents by ACE category are within those that reported high-risk behaviors. Significant chi-square (x*) values are noted by *p < .05,
*¥p <.01, **p <.001 based on two-sided significance for Fisher’s Exact test.

Table 7. Percent of Adolescent African American Females Reporting Co-occurring High Risk Behavior Patterns

Driving .. X Anti-
Alcohol Tobacco  Illicit Sexual Depression/ ) . School .
and . .. social  Violence Gambling
use Use druguse intercourse suicide . problems
alcohol behavior

Emotional Abuse % 16.1 24.3 6.5 22.0 28.1 41.0 16.7 54.9 22.9 5.5
¥ 078 10.49** 2.13 5.64* 1.34 18.73*** 1.47 2.92 0.03 0.06

Physical Abuse % 215 259 7.5 29.4 29.0 46.3 21.9 56.6 222 83
¥ 423 4.53* 2.57 13.02** 0.86 14.637** 6.55% 1.90 0.09 1.91

Sexual Abuse %  27.0 31.3 14.8 35.6 40.3 58.7 30.6 66.7 31.7 9.4
X 7.63* 6.81% 13.0%*  16.35%**  8.53** 26.75% 162174 7.62** 3.18 1.87

Emotional Neglect % 17.6 214 8.3 21.9 29.0 46.4 18.4 56.5 234 4.6
¥ 157 091 6.44 3.45 1.63 37.06*** 4.41* 4.96** 0.14 1.15

Physical Neglect % 311 35.6 6.7 26.7 26.7 57.8 26.7 57.8 33.3 6.7
x¥ 10397 9.10** 0.19 3.18 0.03 18.56*** 7.12* 1.28 3.34 0.08

Parental Discord/ % 17.0 18.9 6.2 19.6 26.3 31.0 17.2 52.2 21.8 7.0
Divorce ¥ 156 1.55 1.77 2.52 0.19 0.35 5.45% 1.36 0.20 2.48
Battered Mother % 179 259 6.8 26.5 29.9 444 19.5 51.3 28.2 6.8
X 080 4.89* 0.63 7.20% 0.34 11.10** 2.93 0.04 2.40 0.07

Household % 261 34.5 9.2 33.7 34.5 48.9 24.1 55.2 349 9.1
Substance Abuse ¥ 940 1635 415  21.35%* 4.53* 1747 8.51** 0.97 9.25%* 2.39
Mental Illness in % 229 314 11.6 29.9 34.8 57.1 174 55.7 25.7 8.6
Household ¥ 52 7.85% 791" 855 2.82 3077 1.49 1.03 0.60 2.01
Incarcerated % 227 25.8 9.4 28.0 29.9 40.3 232 62.2 30.2 85
Household Mbr £ 809% 516 733 1375 143 6.42* 1110 10.05%* 6.72* 3.15

Note. If the ACE listed at left was reported, the percent shown is for co-occurring (co-reported) high risk behavior patterns listed across the top. Chi-square (y*) values
are italicized, and significance is noted by *p < .05, **p < .01, ***p < .001 based on two-sided significance for Fisher’s Exact test.
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had attempted suicide. When these
behaviors were categorized into high-
risk behavior patterns, about one fifth
of the girls had driven or ridden with
a drunk driver more than three times
the previous year. About one-quarter
of the girls skipped school at least two
days in the last month or had below a
C average.

Over half of the girls reported
they had engaged in three or more acts
of fighting, hitting, injuring a person,
carrying of using a weapon, or threat-
ening physical harm in the previous
year. Compared to the Search Institute
studies of other African American
youth in 6th to 12th grade (both male
and female; Benson, Scales, Leffert,
& Roehlkepartain, 1999), a higher
percentage of girls in this sample re-
ported depression and suicide. Girls
in this study reported about the same
percentages for driving and alcohol
and violence. Also, girls participating
in this study reported lower percent-
ages of alcohol use, tobacco use, illicit
drug use, sexual intercourse, antiso-
cial behavior, school problems, and
gambling.

Compared to the Search Institute
studies, including girls from all racial
backgrounds, the girls in this study
reported higher percentages of sexual
intercourse, violence, depression/sui-
cide, and school problems. The girls
in this study reported about the same
percentages of illicit drug use and an-
ti-social behavior. Fewer girls in this
study reported alcohol use, tobacco
use, and gambling.

We also examined the co-occur-
rence of adverse experiences with other
risky behaviors. Having been sexu-
ally abused and having an incarcerated
family member was significantly relat-
ed to eight of the 10 risky behavior pat-
terns. Household substance abuse was
related to seven of the 10. Both emo-

tional and physical abuse were signifi-
cantly related to the risky behavior pat-
terns of driving and alcohol, illicit drug
use, and depression. Depression and
suicide attempts were related to nine of
the 10 ACE categories. While examin-
ing the relationship between individual
ACEs and risky behaviors in adoles-
cents needs more investigation, much
of the research on ACEs suggests that
it is the cumulative number of ACEs
that leads to negative behavioral and
physical health outcomes. This study
confirms these findings with an un-
derstudied group, with adverse experi-
ences more proximal to outcomes. For
girls that reported each of the high-risk
behavior patterns, almost half had high
cumulative ACEs scores and scores of
four or more adverse experiences. Be-
cause of the concurrent methodology,
we cannot with certainty conclude that
adverse experiences predict risky be-
haviors. However, based on the nature
of the ACE questions, we may infer
that ACEs are predictive. Additional
research on the predictive nature of
cumulative trauma, as assessed by the
ACE, risky behaviors, and other risk
and protective factors is needed.

POLICY AND PRACTICE
IMPLICATIONS

The current research suggests that
if African American girls are exhibiting
negative behavioral outcomes, these
outcomes may be occurring because
of trauma exposure in their homes,
schools, or communities. The findings
further indicate a need for a policy shift
in community and educational settings,
moving away from a punitive approach
and toward prosocial, preventative
measures. The presence of a negative
behavior is an opportunity for schools
and communities to act proactively, as-
sessing for trauma and intervening ear-
lier to prevent further short and long-

term consequences in the adolescents
life. Furthermore, the ACEs appear to
be a good, brief screen that could be
help assess for problems and lead to
referrals for services and treatment.
Anecdotally, the girls recruited for this
study were from the community and
not targeted through behavioral health
intervention programs. It is likely that
the majority of these participants were
not receiving behavioral health treat-
ment although their ACE scores and
risky behaviors indicate there may be a
need. Additional analyses are needed to
examine the mental health symptomol-
ogy related to ACEs and risky behavior
patterns.

Because there are multiple ACEs
linked to risks and negative outcomes,
multiple pathways need to be con-
sidered when designing secondary
and tertiary prevention. However,
research on resiliency has recognized
that developing interventions focused
on changing the risks may not be ef-
fective because risk factors such as
abuse or neighborhood disadvantage
are not easily amenable to change
and that research ought to exam-
ine protective factors that moderate
risk to better understand why youth
with similar risk factors may or may
not have the same negative outcomes
(American Psychological Association,
Task Force on Resilience and Strength
in Black Children and Adolescents,
2008; Hawkins, Graham, Williams, &
Zahn, 2009).

Research on African American
girls is just beginning. We reiterate the
call for additional studies on girls of
color by The African American Poli-
cy Forum (Crenshaw et al., 2015). A
unique contribution of this study was
its use of local leaders to assist in the
recruitment, data collection, and sub-
sequent implementation of empower-
ment-oriented interventions for Af-
rican American girls in participating
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communities. We found that the direct
involvement of the community in the
research, as opposed to being passive
recipients, engendered a renewed sense
of community pride and ownership
that continues to bring new empower-
ment programming to girls throughout
Ohio long past the study’s completion.
Our experience suggests that funders,
stakeholders, and advocates should
support community leaders and part-
ner with prevention, intervention and
treatment programs to support youth
in need.

LIMITATIONS

The current study is among
the first to examine adverse child-
hood experiences and risk taking be-
havior in African American girls. The
results support the emerging empiri-
cal literature that adverse experiences
in childhood are associated with in-
creased rates of risk taking behavior in
adolescence and adulthood. That said,
the study has limitations that warrant
mention, most notably the absence
of a comparison group and the use
of a convenience sample. The use of
a comparison group that include both
African American girls and girls from
other ethnicities, races, and socioeco-
nomic backgrounds may yield further
support for interventions that are
geared toward empowering adoles-
cent girls and ameliorating the effects
of childhood adverse experiences.
While the study developers knew this
to be a limitation from the outset, the
goal of the study was to provide local
community leaders with tools to iden-
tify needs and take action. Therefore,
compromises were made in the design
due to budget and local needs. Gen-
eralizability is further limited because
of the use of a convenient sample. Fu-
ture studies should use a randomized
sample and comparison groups to in-

crease the reliability and applicability
of the findings.
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