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Abstract 

EVALUATING THE KNOWLEDGE OF ADVERSE CHILDHOOD EXPERIENCES 

SURVEY AND THE ADVERSE CHILDHOOD EXPERIENCES VIDEO AS BRIEF  

ONLINE E-HEALTH INTERVENTIONS WITH LATINX ADULTS:  

IDENTIFYING PREDICTORS OF MORE SEVERE  

ADVERSE CHILDHOOD EXPERIENCES 

Lucia J. Alfano 

Given the public health crisis of Adverse Childhood Experiences (ACEs) in childhood 

and adolescence, and the potential lifelong repercussions, this study sought to identify significant 

predictors of a high self-rating for having experienced ACEs in childhood/adolescence with 

Hispanic/Latinx adults (n=292) with 55.8% female and 81.5% U.S. born with a mean age of 33 

years. Some 52.5% presented moderately high to extremely high levels of race-related stress due 

to being Hispanic/Latinx; 63.6% experienced moderate to very severe toxic stress in 

childhood/adolescence and, 66.1% in the past year; 82.6% reported depression, 87% anxiety, and 

86.2% trauma during childhood/adolescence; and,  83.1% reported depression, 89.7% anxiety, 

and 81.1% trauma for the past year. 

The study introduced the Knowledge of Adverse Childhood Experiences Survey 

(KACES-20) finding a moderate level of knowledge with deficits regarding how ACEs in 

childhood/adolescence can place individuals at risk later in life for type 2 diabetes, cancer, and 

high blood pressure. An ACEs video was included in the study with over 90% recommending the 

KACES-20 and ACEs video to others; and, together these brief online e-health interventions 



were associated with significant increases in knowledge of ACEs and self-efficacy for the ability 

to recognize ACEs in children/adolescents. After taking the KACES-20 and watching the ACEs 

video, 94.6% revealed experiencing ACEs during childhood/adolescence. Having more severe 

experiences of ACEs was significantly predicted by male gender, higher race-related stress due 

to being Hispanic/Latinx, higher toxic stress in childhood/adolescence, higher mental distress in 

childhood/adolescence and the past year, and a higher KACES-20 score. 

Findings highlight the value of the KACES-20 and ACEs video as brief online e-health 

interventions, and the important contribution of a new methodology for investigating experiences 

of ACEs in childhood/adolescence without causing discomfort or re-traumatization. These 

findings have particular value as contributions to the literature, while focusing on the neglected 

Hispanic/Latinx population, especially at this historic time of a pandemic and post-pandemic era 

when ACEs have risen; and, there is an urgent need for tools for prevention and intervention. 

This study has provided evidence for using the KACES-20 and ACEs video, as well as the study 

measures for prevention and future research. 
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Chapter 1: INTRODUCTION 

A plethora of research about childhood maltreatment and Adverse Childhood 

Experiences (ACEs) already exists. Including the significant findings of alterations in DNA 

methylation, which has informed science that ACEs are an intergenerational public health crisis 

(Cooke et al., 2023). However, not all children exposed to ACEs show negative health problems 

(Hall et al., 2023). Still, it has been found that aging and ACEs are significant predictors of 

obesity and other health outcomes such as heart disease and diabetes (Hall et al., 2023; Tönnies 

et al, 2023). Further, research has confirmed that ACEs cause chronic inflammation which 

causes the immune system to become compromised and vulnerable to disease (Cooke et al., 

2023, p.9). Moreover, discrimination towards Black and Hispanic/Latinx populations has been 

associated with ACEs, having implications for health and healthcare disparities (Nelson et al., 

2023). Hence, the need for further ACE research to help build innovative mitigation solutions— 

is of great urgency.  

Kappel et al. (2021) indicated that adverse childhood experiences (ACEs) “are of great 

public health concern globally” (p.1). Adverse childhood experiences (ACEs) refer to negative 

events experienced as a child—and, those who endure these events are known to have 

challenging health outcomes throughout their entire life (Claypool & de Peralta, 2021). Children 

who have been physically, sexually, or emotionally abused, have experienced ACEs, while  

“poverty, the absence or death of a parent, violence” and “caretakers’ drug or alcohol addiction,” 

as well as “physical or emotional neglect” can also be considered ACEs (p.80) (Seteanu & 

Giosan, 2021, p.80).. 

The original ACE study described by Felitti et al (1998; 2019) surveyed adults (N=13, 

494) across seven categories of adverse childhood experiences, spanning psychological,
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physical, or sexual abuse; violence against mother; or living with household members who were 

substance abusers, mentally ill or suicidal, or ever imprisoned. These categories were examined 

in relation to measures of adult risk behavior, health status, and disease. While greater than half 

of the adults experienced at least one category, a quarter of the sample experienced more than 

two categories—while there was a graded relationship extent of exposure to ACEs and having 

risk factors for some of the most common causes of mortality (Felitti et al, 1998, 2019). 

Dobson and McLarnon et al.  (2021) studied “associations between types of ACEs and 

adult outcomes” (p.3). Merely totaling a count of ACEs is not enough, as each individual ACE 

needs to be assessed according to its individual severity. This suggests a criticism of the original 

ACE questionnaire which calculates the total sum of ACEs, rather than evaluating further each 

individual ACE. Further, recent studies “discern more specific relationships among” ACEs and 

“adult health outcomes, by examining specific forms of adversity” (p.3). This helps to 

demonstrate the dimensionalities of each ACE endured and how it relates to the individual being 

evaluated. Findings have demonstrated how those “who did not report strong levels of any form 

of ACE” had “significantly stronger levels of resilience and lower anxiety” (Dobson & 

McLarnon et al.  2021, p.9).  

As per Kappel et al., (2021), a body of literature has indicated how ACEs and health 

effects have a dose response relationship: i.e. the higher the number of ACEs, then the worse the 

health outcomes will be. Unfortunately, research has “largely been conducted in high-income 

western countries” (p.2). This has not permitted obtaining a complete picture of how ACEs 

impact health in diverse adults. It is therefore essential to focus on research in diverse 

communities to learn how ACEs may impact health and well-being. This is important,  

considering that “continued exposure to childhood adversities increases the risk” of a 
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compromised adult health status (p.9). Also, these health consequences will negatively impact 

life choices and families. Essentially, “primary prevention of ACEs” has the potential to “reduce 

risk and promote health” within vulnerable communities (Kappel et al., 2021, p.9).  

Hajat et al. (2020) emphasized “measuring and understanding patterns of adversities” as 

this may help in developing early primary preventative strategies (p. 2). Further, it is important to 

study and understand why negative health outcomes happen to some ACE survivors and not all 

for others.  Healthcare providers will “better serve clients” if they “connect them with beneficial 

resources” when there is an ACE history (p.10). Further, to identify risk factors that are present 

prior to the manifestation of chronic conditions is key to the prevention of ACE adverse 

outcomes. Attention also needs to be paid to groups historically represented less in research, such 

as “Black, Latino and Mixed Race heritage” populations (Hajat et al., 2020, p. 11).  

Current “research is limited in their examination of ACEs among Hispanic adults” 

(Ochoa et al., 2021, p. 2). Past ACEs research has primarily studied non-Hispanic Whites. Yet, 

Hispanics are the largest minority group, while anticipated growth in this population  in the 

United States is anticipated. Hence, “understanding the factors associated with externalizing 

behaviors [e.g. aggression]” due to ACEs among Hispanics is “of critical public health 

importance (p.2). Externalizing behaviors can potentially disturb the familism that is known to 

be a protective factor in Hispanic communities. Therefore, “psychosocial mechanisms” are of 

“fundamental importance among the Hispanic/Latino” populations for targeting in studies, as 

they need to be explored further (Ochoa et al., 2021, p.8).  

According to Wheeler et al. (2021), ACEs “have pervasive cumulative effects on health 

and development” throughout the life cycle (p.24). When adults have experienced ACEs, they 

may have emotional, physical, or mental disorders. In addition, “a strong relationship exists 
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between income, ACEs, and long-term” quality of life (p.24). Individuals from traditional 

minority backgrounds, such as Latinx or African Americans, with a history of low socio-

economic status (SES), may be at greatest risk of having a history of ACEs.  

Miller et al. (2020) emphasized how the costs due to ACEs is an economic burden that 

can cost the nation billions of dollars. There is a need to “treat the toxic stress associated with 

childhood adversity” and acknowledge the related costs (p.2). Those who experience ACEs or 

have a history of ACEs may be high health care utilizers. Findings showed “exposure to ACEs 

was associated with $10.5 billion dollars” in healthcare spending; and, “cardiovascular disease 

had the highest spending” (p.6). Risk behaviors such as heavy drinking and smoking, both 

associated with ACES, were also reported to cost millions in individual clinical care. Principally, 

“costs of ACEs-associated health outcomes” need further research and priority in primary care 

(Miller et al., 2020, p.11). 

 

1.1 Overview of ACES and How they Impact Health 

Claypool and de Peralta (2021) asserted that “childhood experiences, both positive and 

negative, shape the physical” life of people (p. 258). Hence, the connection between “childhood 

adversity and lifelong health is essential” to study (p. 272). Furthermore, interventions that 

address ACEs and their impact on adult health need to be developed and rigorously evaluated. 

Currently, “the traditional measures of ACEs can miss experiences of adversity” particularly 

within Latinx communities (Claypool & de Peralta, 2021, p.273). 

Others have described adverse childhood experiences (ACEs) as “negative events that 

some people are exposed” to during one’s upbringing (Seteanu & Giosan, 2021, p.80). The 

implications of ACEs go beyond the person who endures these experiences. In fact, commonly 
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“described in the literature” is the connection between as “parents’ mental health” and the  

“psychological consequences for their children”—especially within marginalized populations 

(Seteanu & Giosan, 2021, p.81). 

Consequences of ACEs are considerable, as in Grummitt et al. (2021) emphasizing how 

childhood adversity “has consistently been” a contributing factor to adult mental and physical 

health (p.2). Hence, those who have endured childhood adversity, have the risk of being 

diagnosed with obesity, diabetes, heart disease, and mental health disorders. Consequently, this 

“adversity is a major contributing factor to early mortality” (p.2). The leading cause of death in 

the United States is heart disease and it is associated with survivorship of childhood adversity. 

These findings can help to promote and provide funding for programing that will prevent 

childhood adversity and provide early primary and secondary preventative interventions.  

Furthermore, models that prevent exposure to childhood adversity “may be best achieved 

through policies” that will build societal solutions to address the “constraints experienced by 

families” (Grummitt et al., 2021, p.6). 

Dobson et al. (2020) noted how persons with a prior history of a high level of  “ACEs 

reported more pronounced physical health problems” when compared to adults with no ACE 

history (p.39). Besides health problems, mental health disorders have also been connected to a 

history of ACEs. In fact, research is more abundant regarding mental health and ACEs than adult 

physical health problems and ACEs. Noteworthy findings have shown a “strong association 

between ACEs and gut-related dysfunction” (p.43). Interestingly, cardiac conditions were not 

associated with those who experienced ACEs. This may be because the subjects were mostly 

Caucasian (82.5%) and cardiac disease incidence is most prevalent in minority populations. 

Thus, continued research is needed to enhance the interpretation “of patients’ ACEs in primary 
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care settings” in order to impact the development of “prevention efforts and improved service 

delivery for affected individuals” (Dobson & Pusch et al., 2020, p.48).  

 

1.2 Toxic Stress, Stress, and Stress from Discrimination and Racism 

Sonu et al. (2019) reported there are “associations between childhood adversity and poor 

health outcomes in adulthood,” as demonstrated by various studies (p. 164). One common poor 

health outcome is toxic stress. Unfortunately, toxic stress after childhood adversity can be 

pervasive throughout the lifespan and can affect brain development and equilibrium of the 

immune and endocrine systems— among other health issues. Findings showed that “individuals 

who reported four or more ACEs” had a higher incidence of diseases identified, such as diabetes, 

depression, COPD, cardiovascular disease and prediabetes (Sonu et al., 2019p.167). 

Jimenez et al., (2021) proposed that ACEs have “implications for long-term impact” such 

as “obesity and diabetes risk” as an adult (p. 20). Childhood adversity coupled with obesity and 

stress may be contributing factors towards the development of insulin resistance and chronic 

inflammation; and, towards potential chronic disease and an increase in morbidity and mortality. 

Furthermore, those who have endured ACEs may suffer with cardiac related ailments into 

adulthood. Hence, the consequences of adversity as a child and adolescent are a precursor for 

adult wellbeing. It was reported that “adolescents with any ACE history” were also found to have 

a “heightened heart rate and diastolic blood pressure response” when compared to adolescents 

who had no child adversity (p.6). ACEs can “heighten the risk for obesity and cardiometabolic 

disease” as identified in various studies (p. 2). Thus, it is incumbent upon science to seek a 

deeper understanding of ACEs (Jimenez et al., 2021). 
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In a similar vein, Hagiwara et al. (2021) discussed how the “prevalence of obesity among 

Latinx youth is 25.8%” which is the “highest of any U.S. racial/ethnic group”—while  obesity is 

both related to ACEs and increases risk of diabetes and heart disease (p.189). Also, emerging 

Latinx adults “reported greater experiences of discrimination" and “increased BMI” when 

compared to other racial/ethnic groups (Hagiwara et al. 2021, p.195).  

Of note, as per Wilcox et al (2021) Latinx and African American groups in particular, 

experience discrimination and racism, which could enhance the effects of ACE exposure. 

Differing from the standard ACEs, it was reported that the “most prevalent ACEs described were 

racism, discrimination, bullying” and existing mental illness (Wilcox et al., 2021, p. 4).   

Ports et al. (2021) discussed how “everyone is at risk of experiencing ACEs,” however 

“because racism has shaped the social, political, and economic environments” certain 

marginalized groups are at greatest risk (p.2). These groups are predominantly African American 

and Hispanic marginalized people. Additionally, “inequalities in health, including exposure to 

childhood adversity” may “reverberate from one generation to the next” and continue to cause 

disparities in health (p.2). Fortunately, ACEs may be preventable with early intervention. One 

way to achieve “breaking the cycle of ACEs is to strengthen economic stability” (p.2). Trouble 

with finances can lead to ACEs, because financial stress contributes to overall increased life 

stress, potential substance abuse, and child abuse and/or neglect. Research findings suggests the 

“potential of strategies” to “improve family economic position,” as strategies especially intended 

for “Black and Hispanic families” in order to break the ACEs cycle; and, the implementation of 

such strategies is critical (Ports et al., 2021, p.8). 

Mosley-Johnson et al. (2021) acknowledged how a disparity continues to exist in 

research regarding “the role of ACEs on the adult experience of” daily stress (p. 39). For adults, 
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stress is a contributing factor to disease and mortality. Also, ACEs have been proven to be a 

contributing factor to daily stressors. Therefore the “impact of ACEs and stress in adulthood on 

health” was examined to further explicate the linkage (p.43). The importance of quantifying 

stress, investigating types of stress and conditions in which stress happened, was also studied. 

Findings showed the “important implications for clinical practice, research, and policy” 

regarding ACEs and adult stress status (Mosley-Johnson et al., 2021, p. 42). 

 

1.3 ACEs, Stress, and Poverty 

Possibly, the leading cause of ACEs is “greater economic problems and lower income” 

status (Hamai & Felitti, 2022, p. 105). Those who have trouble paying for essential living 

expenses may suffer with stress and insecurity. This stress may lead to hunger, anger, or family 

instability. Those “raised in households with greater economic and residential instability” may 

have a higher number of ACEs (p.101). There have been various studies that have proved a 

positive relationship between poverty and ACEs. Additionally, ACE scores increase when the 

“number of residential moves during childhood” increases (Hamai & Felitti, 2022, p. 101). 

Nurius et al. ‘s (2019) findings connected “low-income households to adult adversity” 

(p.219). A low-income household may have an increase in stress, lack of resources and limited 

support. Studies have proved “implications of low income across cardiovascular, metabolic, and 

inflammatory risks” (p.223). Therefore, it is of value for primary care providers to evaluate for 

childhood adversity, especially with low-income populations.  This is “an important element to 

addressing preventable adult health disparities” in vulnerable communities (Nurius et al., 2019, 

p.225).  
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Lee et al. (2021) affirmed there is a “relationship between childhood poverty and later 

adult health” that needs to be explored further (p. 160). Economic scarcity may impact the 

trajectory of health throughout the adult lifespan. Further, “health disparities associated with 

socioeconomic differences during childhood” are evident in current literature (p.159). This study 

focused upon interactions between socioeconomic status, health outcomes, and behavior risks 

while accounting for ACEs. Findings showed that “severe childhood poverty” was related to an 

increase in “the odds of poor general health” in adulthood “independently of a count of ACEs” 

(Lee et al., 2021, p. 164, P.168).  

 

1.4 ACEs and Immigrant and Latinx/Hispanic Communities 

Grest et al. (2021) acknowledged how the “gaps in ACE research among ethnic groups”, 

including immigrant populations, continue to exist in the current literature (p.20). Generally, 

Latinx individuals have not been represented in research. This minimal representation creates 

health disparities when building policies and interventions to address ACEs in Latinx 

communities. It is critical to obtain a further “detailed understanding of ACEs among U.S. 

Latinx youth” to help in the “reduction of health disparities” in their adulthood (p. 21). 

Preventative measures for ACEs are vital to prevent adult-onset adverse health outcomes. These 

“prevention efforts across disciplines” will help address the “health impact of ACEs on U.S. 

Latinx families” and beyond (p. 27).  Earlier studies examining Latinx populations and ACEs 

have demonstrated gaps and inconsistencies. Additionally, discrepancies and limitations exist in 

the studies available about immigrants and ACEs. As such, it is important to “target the systemic 

cycles of poverty experienced by immigrants” and Latinx populations, in order to facilitate the 
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development of “more inclusive policies” and strategies for “reducing stress;” such actions will 

help in the prevention of the negative health outcomes from ACEs (Grest et al., 2021, p. 26).  

Indeed, in general, “less attention has been given to racial/ethnic disparities of ACEs” in 

recent research (LaBrenz et al., 2020, p. 589). Yet, communities of racial/ethnic minorities are 

known to suffer greater with ACEs. The violence and poverty that may exist in conventionally 

marginalized racial/ethnic communities must be accounted for when researching ACEs.  

Favorably, “protective factors that may mitigate the impact of ACEs” have been increasingly 

investigated (p.590). Community congruence, or living with those similar to one’s self, along 

with psychosocial support and improved parenting skills, for example, have been linked to an 

improvement in ACEs and negative physical health outcomes. Still, the importance of mitigating 

“the impact of ACEs among people of color” remains a priority for researchers (p.590). Prior 

literature has demonstrated the connection between ACE scores and the incidence of mental 

illness and various health conditions. Notably, what has been demonstrated is how “ACE scores, 

particularly on mental health” are “dependent on race/ethnicity” (LaBrenz et al., 2020, p. 606).  

Hagan et al. (2021) indicated, little is “known about the prevalence and effects of ACEs” 

on psychological wellbeing among underserved or “vulnerable subpopulations” (p. 2). Most 

ACE research has neglected to study young adulthood. Further, the majority of ACE research has 

focused on the insured White participant—despite findings that ACEs are disproportionately 

greater in Hispanics and other ethnic minority groups when compared to White adults. Also, 

little is known about the pervasiveness and “impact of ACEs among ethnic minority young 

adults” from varied immigration statuses (p.2). Young adulthood is an important transition 

period distinguished by shifts in relational networks. Hence, socio-psychological changes 

coupled with the prior experience of ACEs may play a role in the evolution of mental health 
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issues. What is needed in contemporary research is a shift from a “focus” on “the question of 

whether ACEs impact long-term” mental health to how it happens (Hagan et al., 2021, p.2).   

Andrade et al. (2021) investigated the linkage between ACEs and the development of 

“cardiometabolic risk factors among Hispanic adolescents” aged 15-21 years old (p.267). The 

average age of participants (n=133) was 19 years old and most of them were female. The 

measures included Body Mass Index (BMI), “waist circumference, body fat percentage, and 

resting” blood pressure in relation to the number of ACEs experienced (p.268). Unlike previous 

research, bullying was added as an experienced ACE. Those who had more than four “ACEs 

were more likely to have a greater BMI” (p.269). There was a remarkable significance for male 

participants reporting more than four ACEs where there was an association with high BMI and 

high blood pressure. However, there was no significant associations with blood pressure when 

women reported more than four ACEs. Furthermore, results uncovered how “Hispanic youth 

who experienced more ACEs” exhibited “increased cardiometabolic risk and obesity in 

adolescence” (p. 270). More research “is needed to characterize the biobehavioral mechanisms” 

associated with ACEs having an “adverse health” impact for Hispanic adolescents (Andrade et 

al., 2021, p. 273).  

Bravo et al. (2021) discussed the “Hispanic Immigrant Health Paradox [i.e. arrive in the 

U.S. with lower rates of mental health disorders] as it relates to depression” (p.1). Exactly how 

ACEs, acculturation stress, and depressive symptoms are associated with young adult Hispanic 

migrants was examined. Of note, once time is spent living in this country, “Hispanic immigrants 

in the US” might have a “higher prevalence of ACEs” when compared to other US groups (p.2).  

Findings suggest, acculturation stress along with parental/family stress puts Hispanic immigrant 

families at greater risk for depression. Hence, “ACEs are associated with an increased prevalence 
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of mental health concerns” in Hispanic immigrants (p.2). Therefore, these findings suggest a 

need to evaluate young adult Hispanic immigrants for ACEs and depression and offer them early 

intervention. However, evaluating for “ACEs should also move beyond prevalence of ACEs” 

and measurements should aim to capture “type, frequency of exposure, and age at which 

exposure occurred,” as well (p.9).  Evidently, over time, the health of subsequent generations of 

immigrants worsens in the US. Further. the “prevention and treatment for depressive symptoms 

in Hispanic immigrants” will require trauma-informed intervention (Bravo, et al. 2021, p. 9). 

As per Wheeler et al. (2021), a study was conducted with participants where there was a 

majority Hispanic/Latinx (55.9%). Findings showed that “Hispanic/Latinx ethnicity” was 

associated with a “smaller ACE score” when compared to other races/ethnicities (p.31). 

Emphasis was placed upon the need for  clinicians to perform ACE evaluations during clinical 

visits with their clients. These types of evaluations constitute “important areas of practice, 

especially for culturally competent” clinical care (Wheeler et al., 2021, p.31). 

 

1.5 Adolescence, ACEs and Health 

It has been acknowledged how experiences of child maltreatment play a role in 

adolescent behavioral difficulties (Yoon et al., 2021). Engagement in risky behaviors serves to 

“threaten adolescent health and well-being” (p. 1). However, the “association between child 

maltreatment types and adolescent behavior problems” needs to be explored further (p. 1).  It 

was asserted that investigating the “underlying factors that lead to the development of 

internalizing [e.g. social withdrawal] and externalizing [e.g. truancy, substance abuse]” 

behaviors may help to further explain adolescents’ engagement in risky behaviors (p. 1). Given 

this premise, a study was conducted with results showing that “emotional abuse was associated 
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with both internalizing and externalizing behavior problems” among adolescents  (p.7). In 

addition, “youth who have been physically abused may perceive violence and aggressive” 

displays as being acceptable with their peers (p.8).  Also, “adolescents with higher levels of 

deviant peer affiliation had higher levels of both internalizing and externalizing behavior” (p.5). 

Interestingly, “emotionally abused youth with higher levels of deviant peer affiliation” were 

noted to have less internalizing behaviors (Yoon et al., 2021, p.8).  

Humphreys, et al. (2020) mentioned how “among early adverse experiences, child 

maltreatment is a particularly potent risk factor for depression,” especially in adolescence (p.2). 

This metanalysis examined “192 unique samples from 190 studies, consisting of 68,830 

individuals” to measure child maltreatment and its effect in adulthood (p.10). The results 

revealed maltreatment was related to greater depression scores among adolescents and adults, 

while depression was most prevalent in adolescence. Those with greater “emotional abuse and 

emotional neglect had the strongest associations with depression” (p.12). However, findings 

suggested that the link between emotional abuse and symptoms of depression symptoms 

weakens over time—and as individuals mature into adulthood (Humphreys et al., 2020, p. 13) 

 

1.6 ACEs, Brain Impacts, Cognitive Functioning, and Mental Health Problems 

Rokita et al. (2020) investigated “the relationship between childhood trauma, brain 

structure and emotion recognition” (p. 1326). Previously studied, were cognitive deficits which 

may have occurred after experiencing ACEs. Emotion recognition is one such cognitive deficit 

which may be due to a compromised brain structure. Further, “childhood trauma, specifically 

physical neglect and total childhood trauma” causes long term stress that extends into adulthood 

(p.1335). Research such as this enhances the study of the neurophysiology which pertains to the 
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implications of ACEs. Such studies may assist in developing early prevention interventions 

which could help children, parents and communities in need. Unfortunately, “childhood trauma 

experiences have a particularly high prevalence in people with psychiatric” diagnoses, and there 

is, therefore, a critical public health research need to continue the prevention of ACEs within 

societies (Rokita et al., 2020, p.1335).  

Hawkins et al. (2021) discussed the results of “both early life adversity and deficits in 

brain health” as a public health priority (p.2). The cost and debilitating aspects of neurocognitive 

diseases, similarly, make this a critical aspect to study. Hence, “investigations of ACEs-cognition 

relationships, particularly” in emerging adulthood, is vital (p. 2). There is already evidence that 

revealed that the individual level experience of the ACE of child neglect has been linked to a low 

intelligence quotient, as well as compromised verbal skills and mental illness. Additionally, 

factors like “lower income and marginalized racial identities” such as being Latinx, are also 

connected to lower cognitive abilities (p.6). Whether the child, then adult, is born with this 

cognitive impairment before experiencing ACEs, is a question that remains. Research has 

revealed that an increase in “ACEs, especially deprivation-type, were prospectively linked to 

poorer cognition” (Hawkins et al., 2021, p. 7).  

Meeker et al. (2021) discussed the “strong relationship between retrospective reports of 

ACEs” which negatively impact “adult mental and physical health outcomes” (p. 303). Adult 

risk behaviors are also connected with ACEs. Likewise, ACEs have been associated with mental 

health issues such as suicide and substance abuse. Additional learning on the emergence of 

“trauma and high-risk behaviors” can “support early intervention strategies” and help prevent 

“negative health outcomes long-term” (p.304). High risk behaviors such as fighting, gun 

violence or self-injury which are correlated with ACEs can be avoided with preventative care. 
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Hence, “systems-level efforts to prevent and mitigate ACEs,” starting early in the lifespan, “may 

be a key factor to reduce a range of” impending “health outcomes and could have a significant 

public health impact” (Meeker et al., 2021, p.310).  

Cunradi et al. (2020) acknowledged the likelihood that “those exposed to ACEs will 

engage in harmful substance” abuse (p. 739). Additionally, persons who are subjected to ACEs 

are in all likelihood going to have negative adult health outcomes. Regarding substance abuse, 

research has shown that the intensity of “alcohol problems was greater for men than for 

women”—although females tend to have experienced ACEs in higher numbers (p.740). 

Nevertheless, study results have indicated that childhood adversity is more “strongly related to 

substance use among females than males” in adulthood (Cunradi et al., 2021, p. 745).  

 

1.7 Parents with ACEs and Perpetuation of Intergenerational Cycles of Violence 

A systematic literature review aimed to examine how “parents’ childhood maltreatment 

experiences have an impact on their children” and how clinicians can help mitigate the effects 

(Greene et al., 2020, p.2). They focused on examining if parents with a history of child 

maltreatment “perpetuate the harm” in adulthood and put their offspring at risk for repeating the 

“cycle of violence” (p.2). Across studies (n= 97),  “researchers consistently found that parents 

who reported experiencing physical abuse in childhood” engaged in “physically aggressive 

behaviors toward their child” (Greene et al., 2020, p.2). 

Shin et al. (2022) examined the extent to which “patterns of maternal ACEs relate to 

parent-to child aggression risk” (p.2). The subjects who participated in this study were women 

(n=329) from an urban community.  Analysis revealed “women in the High/Multiple ACEs class 

(M = 32.71) demonstrated significantly higher levels” for a “lack of empathy” (p.10). These 
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same women also scored high in “levels of parent-to-child aggression risk” when compared to 

women with lower levels of ACEs (p.12). Moreover, the women with a greater number of ACEs 

were also more favorable towards the use of corporal punishment. Hence, there is a need for 

“preventative efforts, particularly primary prevention, to reduce exposure to ACEs, as the carry-

over effects on later parenting approaches increase risk for intergenerational ACEs” (Shin et al., 

2022, p.12). 

Magariño et al. (2021) compared “parenting attitudes between Black, Latinx, and White 

emerging adults” and associations with ACEs along with other mediators (p. 2). Also, the 

investigation examined at-risk emerging adults (EA) from minority racial/ethnic groups to 

examine their parenting attitudes. It was determined that “parents who have experienced 

adversity may favor stricter strategies” which helped them to believe that they were protecting 

their children from all harm (p.3). These stricter strategies included corporal punishment, 

authoritarian parenting, and a lack of focus on the child’s developmental needs. Growing up in 

these types of households increases the chances for eventual adult adversity. The 

“intergenerational transmission of their own parents’ attitudes” to the next generation of their 

own children necessitates that “policy makers and practitioners” focus on “sociocultural realities 

that influence intergenerational transmission” of ACEs; and, forces a focus on how consequences 

include adults being diagnosed with illnesses (Magariño et al., 2021, p. 9).  

 

1.8 Mitigation of ACEs, Positive Childhood Experiences, and Resilience  

Crandall et al. (2021) suggested that subjects with “high counter-ACEs, irrespective of 

ACEs, would be associated” with less adult adversity, even with varied socioeconomic statuses 

(p.2).  Counter-ACEs are described as experiences that offset or neutralize or protect a victim 
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from the negative outcomes that can happen in adulthood after experiencing ACEs. While 

evidence has proven that children from minority and low-income households sustain more 

ACEs, what is still not clear is the severity of each individual ACE experienced; or. what, if 

anything, can offset the ill adult effects of ACEs. Study evidence proved that “those with higher 

counter-ACEs had lower” incidence of “suicidal thoughts or behaviors in the past 12 months” 

(p.4). Confirmation of counter-ACEs were also related to less psychosocial concerns reported. 

Counter-ACEs were defined as an aggregate of beneficial conditions which occurred to children 

who also experienced ACEs, such as a safe home environment, feeling cared for by parents and 

friends, and an overall sense of comfort. Further, counter-ACEs could be one of the best answers 

“for ameliorating the health effects due to ACEs” (Crandall et al., 2021, p.6). 

It is important to focus on “ensuring safe, stable, nurturing relationships and 

environments for all children” and their families, to prevent ACEs in communities (Gervin, et al., 

2022, p. S4). This has the potential to break the prevalent generational cycle of ACEs across 

lifespans. In addition, “mitigating the consequences of ACEs can improve population-level 

health” and increase life expectancy (p. S4). Funding from government and other sources has 

helped in developing and initiating surveillance and prevention strategies for ACEs, for the last 2 

decades. However, there is a “need to document the impact of these comprehensive and 

multipronged investments” and disseminate this data, in order to address and improve the public 

health effects of ACE prevention strategy (Gervin, et al., 2022, p. S4).  

Crouch et al. (2021) considered an encouraging “aspect of childhood is found in positive 

childhood experiences (PCEs)” and may have the potential to combat ACEs (p. 2). This is a 

force that could be built upon in minority communities. Since ACEs are interconnected with 

racial and ethnic disparities, a focus on prevention strategies for ACEs is vital.  The findings 
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revealed that those of “minority race or ethnicity were less likely” then others to “live in a safe 

neighborhood, or live in a supportive neighborhood;” and, they therefore reported less positive 

childhood experiences and increased ACEs (p.7). The insufficiency of such factors leaves 

communities vulnerable and individuals at risk for adult adversity. Therefore, “policy-oriented 

approaches are needed to ensure” that positive childhood experiences “among minority families 

and communities” are developed (Crouch et al., 2021, p.7). 

Numerous “ACE studies have received considerable attention,” given evidence 

accumulating regarding how ACEs contribute “to poor adult health outcomes” (Wilcox et al., 

2021, p. 2). Still, the exact implications of ACEs for adult survivors, remains ambiguous. It is 

believed that resilience may help mitigate the internal and external effects of ACEs. The 

resilience “theory considers the synergy between the burdens an environment” puts on an 

individual’s capacity and adaptation during adversity (Wilcox et al., p. 2).  

 

1.9 Issues in the Measurement of ACEs 

Research has greatly demonstrated the “relationships between Adverse Childhood 

Experiences (ACEs) and adult health outcomes” (LaNoue et al. 2020, p. 2). Generally, most 

studies have depended on self-reported ACEs (srACEs). Consequently, the “operationalization of 

the srACEs as a predictor variable” has been inconsistent (p.2). Further, the way that ACEs have 

been traditionally measured may not allow a true depiction of the effects of ACEs due to 

potential recall bias. Hence, it is suggested that researchers use an “exposure coding strategy, 

that are a best fit for the outcome” being researched when studying ACEs and health outcomes 

(LaNoue et al., 2020, p.8).  
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According to Maguire-Jack et al. (2020), ACEs research has “shifted the conversation in 

medicine, public health” and other clinical fields to help embrace “a more holistic picture of the 

social determinants of health” (p.106). Yet, the way ACEs had been traditionally measured failed 

to capture additional adversities and explain racial/ethnic differences. What has been missing in 

ACE surveys in other research has been an examination of  how “neighborhood violence and 

racial/ethnic discrimination” play a role in the impact of ACEs (p.107). Community violence and 

all types of discrimination have been linked to poor health outcomes. This creates significant 

racial disparities in vulnerable populations. In studies examined, there have been clear 

“differences by race in the number of ACEs experienced” (p.107). Hence, there is a need to 

make the original ACEs survey more inclusive to the needs of diverse individuals and 

communities. The original ACEs survey was developed for middle class—predominantly White 

individuals. Thus, future research surveys can aim to identify “how different combinations of 

experiences differentially relate to health outcomes” of diverse communities (Maguire-Jack et 

al., 2020 p. 113). 

Bond et al. (2021) discussed how existing childhood adversity studies revealed a need for 

a “more expansive definition of adverse childhood experiences” (p.407). Further, measuring the 

occurrence and severity of ACEs could be pertinent to understanding how high exposure to 

certain ACEs affects physical and mental health outcomes. Examining “ACEs may provide one 

explanation for the health disparities” which minority communities experience (p.408). 

However, simply knowing that ACEs occurred, is not enough, and the use of Likert scales could 

help reveal the frequency and severity of these experiences. Study results indicated that “ACEs 

are more predictive of mental health outcomes,” especially when connected with the frequency 

of exposure to ACEs (Bond et al., 2021, p. 411).  
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Barajas-Gonzalez, et al. (2021) proposed “an expanded ACE framework to include the 

detrimental threat” that immigrant families encounter (p.1). There are items on the original ACE 

measurement tool that do not capture what an immigrant parent or child may endure as an 

undocumented immigrant in the U.S. For example, an undocumented parent who gets deported 

can be compared to a parent who gets incarcerated. Hence, “ACEs resulting from psychological 

violence due to immigration enforcement” need to be assessed differently (Barajas-Gonzalez et 

al., 2021, p.2).  

Krinner et al. (2021) indicated that the “dimensions within and across the established 

ACE domains” assessment tool have not been fully studied (p.2). Additional study on the 

strength of associated dimensions is necessary to help develop a broad ACE theory. Therefore, 

“researchers should present a definition of ACEs” when communicating study findings (p.9). 

These studies should also include theoretical groundwork to report on the research aims. 

Recommendations included “the inclusion of primary as well as intensity-related dimensions” 

when assessing every ACE domain (Krinner et al. 2021, p. 9).  

According to Abbot and Slack (2021), the literature lacks studies of “caregivers at risk 

for perpetrating child maltreatment” (p.2). Targeting this population may help in developing 

prevention strategies that can mitigate incidence of ACEs and hence negative adult health 

outcomes. However, the challenge of obtaining truthful or accurate information via a self-report 

questionnaire which depends on memory and perhaps causes discomfort, is something to 

consider. Hence, “an alternative approach is to measure positive experiences” and compare them 

with the cumulative ACE score (p.2). Depression was the dependent variable in this study, due to 

its prevalent connection with ACEs, as demonstrated in a vast amount of research. In fact, 
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studies found “relatively consistent findings related to mental health in adulthood” when ACEs 

were experienced as children (p.2). 

 

1.10 ACEs and a Trauma Informed Approach 

Mendel et al. (2021) noted there is a great need “for consistent screening of ACEs in 

healthcare settings” (p. 1080). Though clinicians know the consequences of ACEs throughout the 

lifespan, there continues to be a lack of priority or training on how to effectively evaluate for 

ACEs in the clinical setting. While the original ACE questionnaire had been scientifically 

supported, recent criticism has risen about its constraints, including its low yield dose-response 

capacity. Hence, a trauma Informed (TI) “approach may be applied to the process of screening 

for ACEs” to help rectify the problem (p.1080). Using a trauma informed approach allows 

participants to choose “how, when, and where they answered each question” of the ACE 

questionnaire (p.1085). This empowers the participant to feel capable and comfortable while 

providing their ACE history. The integration of a trauma informed approach with the ACE-IQ 

has the potential to create a stronger ACE measurement tool (Mendel et al., 2021). 

The World Health Organization (WHO) has developed the ACE‐IQ which “encompasses 

a broader spectrum of adverse experiences responsive” to an evolving social context and 

migration (Mendal et al., 2021, p.1080). The original ACE questionnaire is not capable of 

measuring community violence, bullying or family relationships, which are measures included in 

the ACE-IQ. Thus, the original ACE questionnaire is not equipped to provide a complete picture 

of a particular individual’s ACE risk score. Additionally, it does not “account for duration and/or 

severity of a person's ACEs” (p.1080). With all the forementioned shortcomings, the ACE 

Questionnaire may not be as efficient as originally intended. Trauma has both a subjective aspect 



22 
 

and an unspoken ambiguity. Therefore, integrating a trauma informed approach when measuring 

ACEs may help in providing a holistic screening that has minimal risk to retraumatize, such as 

the original ACE questionnaire does. The surveyor of ACEs needs to aim to create 

“environments and interactions that promote emotional safety” and help build trust, for an 

ultimate shared affirmative outcome (Mendel et al., 2021, p. 1091).  

 

1.1 ACEs and the COVID-19 Pandemic 

It was anticipated that there would be a rise in ACEs during the pandemic, particularly 

for those children living in low-income households in communities of color (Bryant et al, 2020). 

Also identified was a need to prevent both the short- and long-term negative health and social 

consequences of the likely increases in ACEs (Bryant et al, 2020).  

Some of the earliest available evidence regarding what was anticipated has been provided 

from a study in Germany (Calvano et al, 2022). It was noted how the COVID-19 pandemic has 

included restrictions that are “especially challenging for families, with home schooling, social 

distancing measures and lockdown situations having a profound and complex impact in the 

family context” (Calvano et al, 2022, p. 1043).  Parents in a study conducted in Germany 

reported “children witnessing domestic violence (n=332, 32.4%)” and “verbal emotional abuse 

against the children (n=332, 32.4%)” (Calvano et al, 2022, p. 1048). What emerged was how 

“parental stress” was an “important target point for interventions” (Calvano et al, 2022, p. 1053).

 The pandemic has also been a time of increasing the use of digital solutions, such as 

telehealth implementation (Blandford, et al, 2020). Further, a “telehealth enabled future” is also 

envisioned (p. e1365). The pandemic has “accelerated digital literacy, so too telehealth can 
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accelerate health literacy” –and improvements in health outcomes “might follow from improved 

processes that deliver more cost-effective health care (Blandford, et al, 2020, p. e1365). 

 

1.12 Statement of the Problem 

The problem that this study addresses has multiple dimensions, including: 1-the need to 

focus on Hispanic/Latinx populations in research on ACEs; 2-the need to appreciate the unique 

stressors impacting Hispanic/Latinx populations (racism, discrimination, economic); 3-the need 

to consider immigrant Hispanic/Latinx stress and the higher prevalence of ACEs with more time 

spent in the U.S.; 4-the need to acknowledge how ACEs surveys have challenges with regard to 

assessing Hispanic/Latinx populations, as ACE survey fail to consider relevant factors 

(neighborhood violence, racial/ethnic discrimination, parental deportation, immigration 

enforcement stress); 5-the need to appreciate other deficits and risks in existing ACEs surveys 

(truthfulness of information obtained, depending on memory, participant discomfort from 

questions and risk of re-traumatization); 6-need for primary prevention of ACEs in the pandemic 

and post-pandemic era; and, 7-the need for increased digital access to health care post-pandemic.  

These 7 needs, as core to the problem that this study addresses, are detailed, below: 

1) Need to Focus on Hispanic/Latinx Population. Hispanic/Latinx adults are the largest 
minority group in the U.S., while growing, yet they are neglected in research on ACEs 
(Ochoa et a, 2021)—with the majority of ACE research focusing on insured White adults, 
despite findings that ACEs are disproportionately greater in Hispanics and other ethnic 
minority groups when compared to White adults (Hagan et al, 2021).  
 

2) Need to Appreciate Unique Stressors Impacting Hispanic/Latinx Populations. 
Hispanic/Latinx communities experience discrimination and racism which may 
contribute to ACEs as a neglected area in research (Wilcox et al, 2021), frequently 
experience economic problems and lower income which contribute to ACEs (Hamai & 
Felitti, 2022). 
 

3) Need to Consider Immigrant Hispanic/Latinx Stress. Hispanic/Latinx immigration 
populations’ experiences are neglected in the literature on ACEs (Grest et al. 2021), 
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while greater time spent in the U.S. shows Hispanic/Latinx immigrants have a “higher 
prevalence of ACEs” when compared to other US groups (Bravo, et al, 2021, p.2).  
 

4) Need to Acknowledge ACEs Survey Challenges with Hispanic/Latinx Populations. 
Assessment of Hispanic/Latinx experiences of ACEs is challenging, given numerous 
criticisms of ACE surveys as failing to: examine neighborhood violence, community 
violence, and all types of racial/ethnic discrimination (Maguire-Jack et al., 2020); cover 
the evolving social context and migration, as well as bullying or family relationships—
and fail to account for the duration or severity of an individual’s ACEs (Mendal et al., 
2021); assess the detrimental threat immigrant families encounter such as what 
undocumented immigrant families cope with when a parent is deported, or the 
psychological violence due to immigration enforcement (Barajas-Gonzalez, et al., 2021). 
 

5) Need to Appreciate Deficits and Risks in Existing ACEs Surveys. There are deficits in 
existing ACEs surveys, including: it is difficult to ensure that what is obtained is truthful 
or accurate information via a self-report, as surveys depend on memory (Abbot & Slack, 
2021); there are difficulties for study participants since ACEs surveys may cause 
discomfort by uncovering traumatic information as individuals answer questions and are 
at risk for re-traumatization (Abbot & Slack, 2021; Mendel et al., 2021). 
 

6) Need for Primary Prevention of ACEs in the Pandemic and Post-Pandemic Era.  
Contemporary considerations for prioritizing prevention strategies include how: adverse 
childhood experiences (ACEs) are a global public health issue of great concern, given 
strong association between ACEs and health outcomes, necessitating emphasis on the 
primary prevention of ACEs, which has the potential to “reduce risk and promote health” 
within vulnerable communities (Kappel et al., 2021, p.9); how the COVID-19 pandemic 
was anticipated to increase ACEs with initial evidence supporting this (Bryant et al, 
2020; Calvano et al, 2022); and, how there is a need to prevent both the short- and long-
term negative health and social consequences of the likely increases in ACEs (Bryant et 
al, 2020). 
 

7) Need for Increased Digital Access to Health Care Post-Pandemic. Just as there has 
been a rise in telehealth and a focus on digital solutions during the pandemic, there may 
be a role in digital solutions post-pandemic, in order to improve health outcomes  
(Blandford, et al, 2020). 
 

Hence, more specifically, the problem that this study addresses is the need for primary 

prevention strategies for ACEs with a focus on preventing both the short- and long-term negative 

health consequences from a likely pandemic-era increase in ACEs—while focusing on the 

Hispanic/Latinx population and the delivery of digital solutions to improve health outcomes.  
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1.13 The Purpose of the Study 

The purpose of the study is to investigate with Hispanic/Latinx adults 

1) if they recommend to others two brief online e-health interventions that aim to serve
as a primary prevention strategy for ACEs, while seeking to prevent both short- and
long-term negative health consequences from a likely pandemic-era increase in
ACEs—and more specifically,

a. do they recommend to others the brief online e-health intervention of a true-
false test with all true answers, called the Knowledge of Adverse Childhood
Experiences Survey (KACES-20)—as a True-False test with all True
answers (with disclosure of this being provided upon completion of the
KACES-20), after they take the KACES-20; and

b. do they recommend to others the brief online e-health intervention of the
Adverse Childhood Experiences Video (ACEs VIDEO) (5:43) made
available in the public domain on the YouTube Channel of the Public Health 
Network Cymru that was posted November 6, 2017 and has accumulated 
657,000 views on YouTube, after they watch the ACEs-VIDEO 

2) determine, after their taking the KACES-20 and viewing the ACEs VIDEO, whether 
Hispanic/Latinx adults demonstrate a significant increase in their self-ratings for 
knowledge of ACEs from before taking the KACES-20 and watching the ACEs 
VIDEO versus after doing so—using paired t-tests

3) determine, after their taking the KACES-20 and viewing the ACEs VIDEO, whether 
Hispanic/Latinx adults demonstrate a significant increase in their self-ratings for 
self-efficacy to recognize when a child or adolescent is experiencing ACEs from 
before taking the KACES-20 and watching the ACEs VIDEO versus after doing 
so—using paired t-tests

4) determine, after their taking the KACES-20 and viewing the ACEs VIDEO, whether 
Hispanic/Latinx adults believe (Yes/No) they experienced ACEs during their own 
childhood/adolescence; and, if Yes, then at what level of severity (1-mild level, 2-
moderate level, 3-severe level, 4-very severe level)

5) identify significant predictors of the study outcome variable of having 
experienced ACEs at a higher level of severity, while controlling for social 
desirability, using backward stepwise regression

1.14 Research Questions, Survey Parts, and Data Analysis Plan 

Given a sample of Hispanic/Latinx adults (N=292) who respond to a social media 

campaign [Latinx adults please click https://tinyurl.com/ACEsKnowledge for 20 minute survey—
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including watching a 6-minute cartoon on Adverse Childhood Experiences (ACEs), so you learn 

about ACEs—for a 3 in 250 chance of winning 1 of 3 $100 Amazon Gift Cards (Teachers 

College IRB # 23-138)] this study will seek answers to the following research questions: 

1-What were their demographic characteristics (i.e. gender, skin color, number of children, 
having a partner [yes/no], born in the U.S. [yes/no], annual household income, level of 
education, employment status [yes/no], and state of residence)? 

Part I: Basic Demographics (BD-11) 
Data Analysis Plan: Descriptive statistics, including means, standard deviations, 
frequencies, and percentages 

 
2- To what extent did they present social desirability (0 to 10), or were at risk of providing socially 
desirable responses to survey questions? 

Part II: Single Item Rating of Risk of Providing Socially Desirable Responses (SIR-
RPSDR-1) 
Data Analysis Plan: Descriptive statistics, including means, standard deviations, 
frequencies, and percentages 
  

3-What health conditions do they report currently having or having had, how did they rate their 
physical health and mental/emotional health, and what was their Body Mass Index?  

Part III: Personal Health Background and Body Mass Index (PHB-BMI-17)  
Data Analysis Plan: Descriptive statistics, including means, standard deviations, 
frequencies, and percentages 
  

4-How did they rate all the race-related  stress they have experienced that was, specifically, related 
to their being Hispanic/Latinx in U.S. society, in general—including any stress from 
discrimination or being treated unfairly? 
Part IV: Stress Related to Being Hispanic/Latinx (SRBHL-1) 

Data Analysis Plan: Descriptive statistics, including means, standard deviations, 
frequencies, and percentages 

 
5-Did they experience any toxic stress for the period of their childhood or adolescence, and for the 
period of the past year or 12 months—and if, so, how did they rate the severity of it? 
Part V: Retrospective Toxic Stress Scale—in Childhood or Adolescence and Past Year (RTSS-
CAPY-2) 

Data Analysis Plan: Descriptive statistics, including means, standard deviations, 
frequencies, and percentages 

 
6-Did they experience any depression, anxiety or trauma stress for the period of their childhood or 
adolescence, and for the period of the past year or 12 months—and if, so, how did they rate the 
severity of it?  



27 
 

Part VI: Retrospective Depression, Anxiety, and Trauma Scale—in Childhood or Adolescence 
and Past Year (R-DATS-CAPY-8)   

Data Analysis Plan: Descriptive statistics, including means, standard deviations, 
frequencies, and percentages 

 
7- Did they receive counseling for any toxic stress, depression, anxiety or trauma in childhood or 
adolescence, or in the past year or 12 months? 

Part VII: Receipt of Counseling in Childhood, Adolescence, and Past Year (RC-CD-PY-
2) 
Data Analysis Plan: Descriptive statistics, including means, standard deviations, 
frequencies, and percentages 

 
8-What was their level of knowledge on the Knowledge of Adverse Childhood Experiences 
Survey (KACES-20)? 

Part VIII: Knowledge of Adverse Childhood Experiences Survey (KACES-20) 
Data Analysis Plan: Descriptive statistics, including means, standard deviations, 
frequencies, and percentages 
 

9-Would they recommend to others that they take the Knowledge of Adverse Childhood 
Experiences Survey (KACES-20), thereby diffusing the innovation of learning about ACEs via a 
True-False test with all true answers as a brief online e-health intervention? 

Part IX: Decision to Diffuse the Innovation of the Knowledge of Adverse Childhood 
Experiences Survey (KACES-20)—Yes or No (DDI-KACES-20-YN-1) 
Data Analysis Plan: Descriptive statistics, including means, standard deviations, 
frequencies, and percentages 

 
10-After watching an Adverse Childhood Experiences (ACEs) cartoon video (i.e. ACEs Video, 5 
minutes, 43 seconds), what did they report as their dose of exposure to the video, and would they 
recommend to others watching the ACEs Video, thereby diffusing the innovation of learning 
about ACEs via a cartoon video as a brief online e-health intervention? 

Part X: Watching the ACEs Video, Indicating Dose Watched, and Decision to Diffuse the 
Innovation (W-ACEs-V-IDW-DDI-2) 
Data Analysis Plan: Descriptive statistics, including means, standard deviations, 
frequencies, and percentages 

 
11-When comparing their ratings for their (a) level of knowledge for and (b) self-efficacy for 
being able to recognize Adverse Childhood Experiences (ACEs) for before taking the Knowledge 
of Adverse Childhood Experiences Survey (KACES-20) and watching the Adverse Childhood 
Experiences Video (ACEs Video) versus after watching them, was there a significant difference 
in those ratings?   

Part XI: Ratings of Knowledge of and Self-Efficacy to Recognize Adverse Childhood 
Experiences (ACEs) Before and After Taking the KACES-20 and Watching the ACEs 
Video (RKACEs-BAT-KACES-20-ACE-V-4) 
Data Analysis Plan: Paired t-tests 
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12-After taking the Knowledge of Adverse Childhood Experiences Survey (KACES-20) and 
watching the Adverse Childhood Experiences Video (ACEs Video), did they report experiencing 
any ACEs for the period of their childhood or adolescence—and if, so, how did they rate the 
severity of it? 

Part XII: Self-Assessment for Having Experienced ACEs (SA-ACEs-1) 
Data Analysis Plan: Descriptive statistics, including means, standard deviations, 
frequencies, and percentages 
This scale produces the study outcome variable of having experienced ACEs at a 
higher level of severity 

 
13-Were there any significant relationships between selected independent variables and the study 
outcome variable of having experienced ACEs at a higher level of severity? 

Data Analysis Plan: Independent t-tests, Pearson Correlations, and Backward Stepwise 
Regression Analysis 
 

14-What were the significant predictors of the study outcome variable of having experienced 
ACEs at a higher level of severity? 

Data Analysis Plan: Backward Stepwise Regression Analysis 
 

1.15 Treatment of the Data 

The data will be collected via Qualtrics, then downloaded to SPSS. Data will be analyzed 

as per the data analysis plans indicated above, using the latest version of SPSS. 

 
1.16 Anticipated Findings 

The anticipated findings, were as follows: 
 
• Regarding whether or not (yes/no) they recommend to others the brief online e-health 

intervention of a true-false test with all true answers, called the Knowledge of Adverse 
Childhood Experiences Survey (KACES-20)—as a True-False test with all True 
answers (with disclosure of this being provided upon completion of the KACES-20), 
after they take the KACES-20 

—what is anticipated is Yes, a high percentage of adults will recommend it, thereby 
diffusing the innovation of learning about ACEs via such a test. 

 
• Regarding whether or not (yes/no) they recommend to others the brief online e-health 

intervention of the Adverse Childhood Experiences Video (ACEs VIDEO) (5:43) 
made available in the public domain on the YouTube Channel of the Public Health 
Network Cymru, after they watch the ACEs-VIDEO 

—what is anticipated is Yes, a high percentage of adults will recommend it, thereby 
diffusing the innovation of learning about ACEs via such a test. 
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• After their taking the KACES-20 and viewing the ACEs VIDEO, regarding whether 
Hispanic/Latinx adults demonstrate a significant increase in their self-ratings for 
knowledge of ACEs from before taking the KACES-20 and watching the ACEs 
VIDEO versus after doing so 

—what is anticipated using paired t-tests to compare ratings is that mean scores 
will be significantly higher for afterwards. 

 
• After their taking the KACES-20 and viewing the ACEs VIDEO, regarding whether 

Hispanic/Latinx adults demonstrate a significant increase in their self-ratings for self-
efficacy to recognize when a child or adolescent is experiencing ACEs from before 
taking the KACES-20 and watching the ACEs VIDEO versus after doing so 

—what is anticipated using paired t-tests to compare ratings is that mean scores 
will be significantly higher for afterwards. 
 

• After their taking the KACES-20 and viewing the ACEs VIDEO, regarding whether 
Hispanic/Latinx adults believe (Yes/No) they experienced ACEs during their own 
childhood/adolescence; and, if Yes, then at what level of severity (1-mild level, 2-
moderate level, 3-severe level, 4-very severe level) 

—what is anticipated is at least 40% will report having experienced ACEs closest to 
a moderate level 

 
• When seeking to identify significant predictors of the study outcome variable of 

having experienced ACEs at a higher level of severity, while controlling for social 
desirability, using backward stepwise regression 

—what is anticipated is that the following independent variables will be identified: 
female gender, lower level of education, unemployed, lower household income, 
greater number of health conditions, lower rating of physical health status, lower 
rating of mental/emotional health status, higher BMI, high rating of stress related to 
being Hispanic/Latinx, higher severity rating for toxic stress in 
childhood/adolescence, higher severity rating for toxic stress in the past 12 months, 
higher severity rating for depression/anxiety/trauma in the childhood/adolescence, 
higher severity rating for depression/anxiety/trauma in the past 12 months, 
counseling in childhood/adolescence [yes], counseling in past year [yes], higher 
knowledge score on the KACES-20, decision to diffuse/recommend KACES-20 [yes], 
decision to diffuse/recommend ACEs Video [yes], higher self-efficacy for recognizing 
ACEs (for after taking the KACES-20) 

 
1.17 Delimitations 

The study was delimited to adults aged 18 and above who self-identify as 

Hispanic/Latinx, self-report being able to read and understand English on a 12th grade level, and 

have access to a stable internet connection that can support watching an approximately 6-minute 

YouTube video—whether via a smart phone, laptop computer, or other computer. The study was 
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also delimited to those who complete the survey, thereby providing data for the study outcome 

variable of having experienced ACEs (no, or yes at a particular level of severity). 

 
1.18 Limitations 

The main study limitation is that those of the lowest incomes who may have experienced 

Adverse Childhood Experiences (ACEs) at the highest levels may be excluded from the study 

due to the requirement of having Internet access and a digital device for participating in the 

study. Also, the study may exclude those suffering from the highest levels of current stress, since 

those individuals may not have the time to complete study participation. Further, the study tool 

has not been translated into Spanish, thereby eliminating some of the most vulnerable and 

underserved members of the Hispanic/Latinx population, including more recent immigrant 

arrivals—all of whom may have experienced discrimination, poverty, and ACEs at the highest 

levels. 

 
1.25 Conclusion 

 This chapter has introduced the study, which holds the promise of addressing urgent 

needs facing the field of study into Adverse Childhood Experiences (ACEs) by offering a novel 

approach for assessment of ACEs in a way that avoids discomfort and re-traumatization of 

participants—while also meeting the prevention needs for the underserved Hispanic/Latinx 

populations. This chapter also provided the statement of the problem, purpose of the study, 

research questions, as well as study delimitations and limitations.  

Chapter II will provide a review of literature pertinent to this focus of the study. Chapter 

III will provide the study methods, and Chapter IV will present the results of data analysis. 
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Finally, Chapter V will present a discussion of findings, as well as implications, 

recommendations, and a final conclusion. 
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Chapter 2: Review of the Literature 
 

This chapter will provide a review of the existing literature that is relevant to this 

dissertation. More specifically, this chapter will detail literature  on the following topics: 1-

Adverse Childhood Experiences (ACEs), Health Disparities, and the Hispanic/Latinx Population; 

2-Research on Discrimination, Other Stress, and Problematic Behaviors; 3-Stress Impacting 

Latinx Immigrants; 4-ACEs and COVID-19; 5-Trauma Informed Approaches; 6-Research on 

Other Factors Related to ACEs; and, 7-the Theoretical Frameworks Guiding the Study. 

 

2.1 Adverse Childhood Experiences (ACEs), Health Disparities, and the Hispanic/Latinx 

Population 

Current “research is limited in their examination of ACEs among Hispanic adults” 

(Ochoa et al., 2021, p. 2). Past ACEs research has primarily studied non-Hispanic Whites. Yet, 

Hispanics are the largest and growing minority group in the United States. Hence, 

“understanding the factors associated with externalizing behaviors” due to ACEs among 

Hispanics is “of critical public health importance” (p.2). Externalizing behaviors can potentially 

disturb the familism that is known to be a protective factor in Hispanic communities. Therefore, 

“psychosocial mechanisms” are of “fundamental importance among the Hispanic/Latino” 

populations, while being deserving of further research and study (Ochoa et al., 2021, p.8). 

In Cole et al.’s (2022) study, it was determined that “Hispanic individuals had the second 

highest ACEs mean” score after American Indians (AI) and Alaskan Native (AN) populations (p. 

5). The data represented 34 states and 166,606 diverse participants. Of these participants, about 

2% were AI/AN, about 6% were Hispanic, and the majority (>80%) were Non-Hispanic White. 

Among the “most frequently reported ACEs dom4 ains” was emotional abuse, which was most 
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prevalent in all racial/ethnic groups (p.7). With all the ACEs measured among groups, Hispanics 

came in second for the highest prevalence. While decades of studies have pronounced the 

pervasiveness of ACEs, “ACEs remain highly prevalent, particularly in” marginalized 

populations (Cole et al., 2022, p. 8). 

The evidence of “ACE on early adult IPV [Intimate Partner Violence] behavior are 

inconsistent” within current literature; although, there is evidence that suggests that IPV in 

households has the potential to perpetuate revictimization (Forster et al. 2022, p. NP18293). 

Hispanics are the “fastest growing ethnic groups in the United States, who, due to the strong 

association between structural disadvantage and child maltreatment” are the group primarily 

living with the most detrimental disparities (p. NP18294). When investigating the role of ACEs 

in IPV, among a young Hispanic population (age 22 & 24, N = 1,273), the results showed “over 

80% of respondents who acknowledged any IPV had a history of ACE” (Forster et al. 2022, p. 

NP18304).  

There is strong evidence that Hispanics/Latinos suffer a “disproportional burden 

of health risk factors and adverse social determinants of health” (Avilés-Santa et. al, p.1). 

Hispanics/Latinos continue to be underrepresented as research subjects, especially in rigorous 

empirical scientific research. This National Institute of Health (NIH) sponsored research revealed 

“the need and the opportunities for continued research in Hispanic/Latino health” –while also 

suggesting the need for “innovative multi-level interventions, implementation and dissemination 

studies” (Avilés-Santa et. al, p. 2 & p.13).  

Dominguez and Brown (2022) examined “the relationship between ACEs, mental distress, 

and resilience among adults in a unique and predominantly Hispanic population” (p.595). 

Seemingly, “consequences of ACEs may be more severe in Hispanic communities” (p.596). The 
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participants (n=221) in this study completed a “15-min-long anonymous electronic survey” within 

a “quantitative cross-sectional design” study (p.597). The “findings highlight the importance of 

cultivating resilience to mitigate the influence of ACEs” among Hispanic populations (p. 600). 

The findings were “consistent with previous research” which “suggests that resilience can help” 

mitigate the effects of ACEs (p. 600). The subjects were 78% Hispanic with “16% reporting 

exposure to four or more ACEs and 67% reporting at least one ACE” (p. 601). The authors 

indicated “our focus on a predominantly Hispanic, low-income population is also a strength as 

previous work on ACEs has largely been conducted with Caucasian populations” (p. 601). In 

conclusion, the study provides empirical data to help “promote resiliency in Hispanic 

communities, given its centrality in establishing” a healthy future for children and adults exposed 

to adversity (Dominguez & Brown, 2022, p.602). 

 
2.2 Research on Discrimination, Other Stress, and Problematic Behaviors 

In analyzing data from Latinx emerging adults (N= 198), findings revealed 

“discrimination contributes to obesity,” primarily due to unhealthy eating behaviors (Hagiwara et 

al. 2021, p.  191). This was despite variations in perceived individual identities or values 

concerning familismo (i.e. dedication, commitment, and loyalty to family). It is estimated that 

the “prevalence of obesity among Latinx youth is 25.8% (vs. 14.1% among non-Hispanic 

Whites), the highest of any U.S. racial/ethnic group” (p.189). The numbers are similarly high 

(47%) for Latinx adults. The stress endured with discrimination is thought to contribute to the 

inequity of obesity among this population. Overall, the findings suggest that the “experience of 

ethnic discrimination is harmful for Latinx emerging adults” and could be addressed with social 

supportive measures (Hagiwara et al. 2021, p.195). 
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Nelson et al. (2023) studied a diverse study sample (N=331) of students and examined 

the “impacts of discrimination at the individual level” – toward “understanding the effects of 

cultural and structural factors” (Nelson et al., 2023, p.2). This concurred with previous research 

that has already correlated ACEs and discrimination. Adverse childhood experiences and 

“discrimination may also be linked to ED [eating disorder] pathology through maladaptive” 

behaviors or self-concept (p.2). While ACEs occur during childhood, discrimination is 

cumulative within populations such as Hispanics/Latinx who are known to endure racism, biases, 

and inequity in health and economics. The results revealed “frequent discrimination was 

positively associated with body dissatisfaction, cognitive restraint, binge eating;” and, ACEs 

were “not associated with any ED symptoms when discrimination was included in the model” 

(p.9). Hence, discrimination is a stronger indicator of causing ED than ACEs. However, together 

“ACES and discrimination accounted for significant variance in the final model of binge eating,” 

underscoring the need for further research in this area (Nelson et al., 2023, p.5). 

Rahman et al., (2023) indicated “there is a relative dearth of literature examining the 

effects of cumulative ACE” acculturation and risky sexual behavior (RSB) (p.2). In addition, it is 

well documented that “Hispanic/Latinx populations are disproportionately affected by adverse 

sexual health outcomes” (p.1). The “compelling evidence that exposure to sexual abuse, physical 

abuse, household substance use, and familial incarceration during childhood are deleterious for 

sexual health outcomes in adulthood” is a concern that has been linked to acculturation (p.2). 

Hence, the prevalence of ACEs, acculturation, and RSB were examined. The results revealed 

56.4% of the participants (N=715) experienced 1–3 ACEs (p.7). Furthermore, findings indicated 

“U.S. acculturation offers some degree of protection for those exposed to high levels of ACE” 

(p.7). Still, like previous studies, those who had more than 4 ACEs, were more likely to be 
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engaged in RSB. Consequently, “potential benefits of culturally sensitive sexual health 

education” among young Hispanic/Latinx communities, may mitigate their current status of 

being 4 times more likely to get HIV/AIDS compared to their White counterparts (Rahman et al., 

2023, p.8).  

Adverse Childhood Experiences and “harsh working conditions faced by Latino migrant 

farm workers remains untested” within research (Andrews III et al. 2020, p.180). This study 

proposes that “discrimination and immigration legal status difficulties” are causes of stress and 

the behavior of helplessness (p. 181). They examined (N=241) Latino migrant farm workers who 

primarily identified as males (78.8%) and illegal immigrants. The researchers postulated, “harsh 

working conditions, depression, and anxiety may also be moderated by experiences of 

discrimination and ACEs” among migrant workers (p.183). The results revealed that 86.3% of 

the participants had experienced discrimination while a migrant worker. Further, results revealed 

“ACEs, and legal status fears were associated with larger effects of harsh working conditions on 

depression and anxiety” (Andrews III et al. 2020, p.188).   

 
2.3 Stress Impacting Latinx Immigrants 

In the United States, the poor health of “Hispanic/Latino immigrant populations” has 

revealed a connection with childhood and “lifetime adversities” (Cooper & Nickodem, 2021, 

p.348). In one study, for example, more than three quarters of the Hispanic populations studied 

revealed having experienced at least one ACE. Other studies mentioned the possibility of stress 

from migration or acculturation as possible factors that may impact Hispanic populations, as they 

settle into a new world and society. Still, not enough “studies have assessed cumulative lifetime 

adversity” of “Hispanic/Latino immigrant populations in the United States” (p.349). In addition, 

most ACE and health studies have reported their participants were predominantly White or 
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Caucasian samples. Additionally, the “traditional ACEs measures” lack the capacity to portray 

the varied “stressors that first-generation Hispanic/Latino” populations frequently encounter 

(p.349). Adult adversity, carried over from childhood adversity, ends up as a cumulative 

adversity that affects health outcomes. Specifically, diverse, immigrant-migrant populations who 

endure poor health outcomes are Hispanic/Latinx communities. Moreover, “researchers cannot 

assume” that all research instruments will “perform equivalently across all Hispanic/ Latino 

populations” and they must be cognizant that Hispanic/Latino subgroups experience and 

perceive life differently (Cooper & Nickodem, 2021, p. 350).  

Recent “findings suggest that there are additional factors to consider when assessing the 

well-being of U.S. Latinx immigrant” families (Grest et al., 2021, p. 21). According to previous 

studies, it has been discovered how ACEs increase with “each successive generation, especially 

in the family dysfunction domain” (p.21). Findings in this study concurred with previous studies, 

showing that “ACEs and immigrant generation (p<0.05), sex (p<0.05), and household 

composition (p<0.01)” were significant factors operating for those who identified as Latinx and 

were third generation (p. 23). Household dysfunctions that accumulated across generations may 

have perpetuated the adversities experienced by Latinx populations. Hence, “ACE prevention 

must target the systemic cycles of poverty experienced by immigrants” to help improve their 

quality of life from generation to generation (Grest et al., 2021, p. 26). 

This “mixed‐methods study presents how immigration policy" impacted U. S. and 

“foreign‐born Latinx young adults' experiences of COVID‐19” (Valdez, et al., 2022, p. 421). The 

fear that young Latinx adults have lived with during childhood and beyond included witnessing 

their undocumented immigrant parents avoid obtaining basic health care, and avoid community 

gatherings for risk of getting deported. This made them vulnerable and put them at risk for 
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persistent toxic stress; and, this may have been heightened during the initiation of COVID-19. 

The “participants were, on average, 21.11 years old (SD = 3.93), [and] predominately female 

(78.82%)” (p.423). Participants were both foreign born and U.S. born (N=85). The analysis 

revealed “perceived discrimination due to one's own or a family member's immigration status” 

was associated “with economic hardship” during COVID-19’s height in 2020 (p.425). The 

pandemic served to further isolate them from health care settings to get tested for COVID-19 and 

vaccinated. While this study “illuminated how immigration policy impacts” vulnerability, also 

operatring where factors of “exclusion, and discrimination” which were experienced “during the 

pandemic for Latinx young adults” (p. 436). Notably, the qualitative data revealed a theme of 

“expressed resilience and hope for the future” (p.426).  Still, the “policies that disproportionally 

discriminate against the Latinx” communities which were exposed during the pandemic are both 

alarming and in need of public health attention (Valdez et al. 2022, p.426).  

Recent studies, with robust Latinx representation have established substantial 

“correlations between ACEs and chronic diseases, such as obesity, diabetes, coronary heart 

disease, stroke, asthma” (Donovan, et al. 2022, p.33). The latest (2020) Census reports Latinx/ 

Hispanic populations are at 62.3 million and rising. This statistic represents both U.S. born 

Latinx and und Latinx immigrants. The consequences of neglected trauma and persistent stress 

on the “Latinx immigrant community have the potential to affect families for generations” 

(p.33). While many Latinx/Hispanic immigrants migrate to the US voluntarily, recent evidence 

suggests that they “face some of the same traumatic experiences recognized among refugee and 

asylee communities” (p. 35).  Settling into a new land after leaving a community of loved ones is 

a traumatizing experience. In fact, “multiple studies link chronic stress in Latinx immigrants with 

PTSD and other mental health diagnoses” (p. 35). Furthermore, immigrants, specifically the 
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undocumented, endure discrimination, food insecurity, poverty and risk for illness and death 

because they do not seek healthcare and they are abused and taken advantage of in the labor 

markets. The research links the experience of chronic immigration-related stress with a range of 

negative outcomes that are similar to those of ACEs. However, immigrants have not been 

deemed a  priority population for study in research that might help in identifying and building 

strategies to combat the inequities they experience. Hence, “data collection related to 

conventional ACEs and immigration-related trauma” is of urgency for researchers and policy 

makers to consider prioritizing (Donovan, et al. 2022, p .40).   

 

2.4 ACEs and COVID-19  

The literature is filled with studies on the implications of COVID-19 and the negative 

impact on family economics and psychological consequences (O’Connor et al., 2023). Hence, 

this study expands on previous research by examining the connection between “COVID-related 

stress” with the status of basic needs met combined with experienced family and community 

violence and how this connects with the “psychological adjustment prior to and during the 

pandemic” (p.4). The sample size was robust (n= 1942), and most of the participants identified as 

White (87.6%). Like previous research, the findings suggested (p < 0.001) “those with a history 

of childhood adversity may be more sensitive to changes in psychological” functioning, 

specifically during the pandemic (p.13). However, when examining symptoms prior and during 

the pandemic for those participants (approximately 80%) who did not have a history of 

childhood adversity, “resilient physiological (i.e., autonomic nervous system) functioning” and 

adaptation was revealed, because their psychological symptoms reported were low to mild and 

remained like this prior and during COVID (p.14). Still, “marginalized racial, ethnic, and sexual 
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and/or gender identities” showed “poorer psychological adjustment during COVID-19” (p. 14). 

It was also found that “having needs met during childhood could be implicated in better 

psychological outcomes” because those who reported not having their needs met had results like 

those who reported childhood adversity (p.14). Thus, it is critical to study “marginalized and 

historically underserved populations during COVID-19” because they may have suffered 

psychological symptomology at greater rates than their White counterparts (O’Connor et al., 

2023, p16).  

Diverse children from low socioeconomic communities are more “likely to be impacted 

by the pandemic’s unintended consequences” of the rise in childhood obesity (Hawkins, 2023, 

p.194). Obesity is now considered a disease which affects morbidity and mortality at greater 

numbers, due to its potential to cause diabetes, heart disease, and joint damage. This 

retrospective study aimed to discover if obesity rose for a population of children (n=66) from an 

urban community. The findings revealed these children’s BMI values after the pandemic were 

significantly higher than before the pandemic (degrees of freedom [df] [65]; t = 7.45; p = .001). 

These findings are “consistent with other current literature” which suggests a “disproportional 

rise in BMI values” because of the pandemic (p.195). Their “postpandemic obesity rate was 

43.9% (n = 29)” (p,195). About fifty percent of the sample was either overweight or obese and 

these children already had comorbid conditions (such as asthma and sleep disordered breathing) 

documented in their records. These children are already at risk for adversity and their status of 

obesity, further augments their risk for “health complications related to social determinants of 

health” such as ACEs, bullying, community violence and malnutrition (p. 197). Hence, 

“considering that two or more adverse childhood experiences” increases the “likelihood of a 

child becoming obese” during this post pandemic time, clinicians and researchers need to 
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prioritize the children from “low-income communities and ethnic minorities” who are at greatest 

risk for early mortality, as a result of the increase in childhood obesity (Hawkins, 2023, p. 198).  

 During the pandemic, there were closures, bans and isolation which further exacerbated 

toxic stress for populations at risk for ACEs. Obesity, which has already been connected to toxic 

stress, ACEs and an increase morbidity and mortality when experienced with COVID-19 

presents “limited research on the impact of living with obesity on stress during the COVID-19 

pandemic” (De Rubeis, et al, 2023, p.198). Hence, this longitudinal study analysis aimed to 

remedy this gap by examining adults (n = 23,972) aged 50–96 years with a history of obesity and 

ACEs and the impact COVID-19 had on their stress levels. The results revealed, “(76%) of the 

participants reported at least one stressor” due to the pandemic (p. 200). Further, those with 

severe obesity (BMI >40), “had a greater risk of reporting an additional stressor for the total 

number of stressors” (p. 200). Predictably, as “ACEs increased, the risk of reporting an 

additional stressor” increased (p.200). Statistically, those with the greatest number of ACEs 

when compared to those with no ACEs were 53% more likely to report a stressor. There was a 

“strong dose-response association between ACEs and all measures of stress” (p. 201). Likewise, 

the results suggested that “people with obesity were more likely to experience stressors during 

the pandemic” (p.201). Hence, public health would benefit from future research exploring further 

the interplay of ACEs, obesity, and stress during a pandemic. This may help “future screening 

programs that can identify who may be at the greatest risk of the worst outcomes or experiences” 

during such stressful events, as a pandemic (De Rubeis et al, 2023, p.201).  

Kapp et al (2023) pursued an ecological level analysis to uncover if there was 

“measurable change in the prevalence of psychological burden” amid “U.S. adults from before to 

after COVID-19” with the inclusion of self-reported incidence of ACEs (p. 234). Their sample 
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records included n= 45,198 and represented 17 states throughout the USA. In terms of poor 

mental health, there was a “significant increase (+2.70%) from before compared to after COVID-

19 began” (p.237). Similarly, there was a “significant change from before compared to after 

COVID-19 began in the frequency of reported ACEs” (p.237). For persons of color (POC), the 

reported “ACEs was 1.35 times higher after the pandemic started compared to before” (p. 240). 

Further, the prevalence of “reporting living with anyone with mental illness during childhood 

was 73% more likely” for People of Color, POC (p. 240). This is alarming, since POC were the 

most affected and experienced the most mortality during and after COVID-19 (p.241). The study 

highlights the ‘prevalence of psychological burden” for U.S. populations and gave a glimpse at 

the occurrence of ACEs among those examined (Kapp et al, 2023, p.241). 

 

2.5 Trauma Informed Approaches 

The trauma informed care or TIC approach brings “awareness about the ACEs science” 

to help recognize how “toxic stress affects neurodevelopment” with those who have endured 

ACEs (Dube et al, 2022, p. 2). Yet, there is no standardized curriculum to help advance the 

teaching and learning of TIC. This study sought to address this need by building a TIC training 

and providing it to a community of educators and administrators who look after children with 

behavioral difficulties. At the end of the TIC sessions, researchers requested evaluations of the 

TIC training provided. There was significance (96.3 % agreed or strongly agreed) when 

evaluating if participants learned about the “symptoms and behaviors associated with trauma” (p. 

5). Trainees also increased their appreciation for self-care and stress management, two of the 

reflective practices important to master, to provide effective TIC. While the forementioned is 

important, the authors state that when adults can “become aware of and address their own 
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triggers” to successfully “provide support, safety, and nurturance” to students going through or 

recovering from ACEs, then that is when TIC has been learned effectively (Dube et al., 2022, p. 

9).  

Mendel et al. (2021) denoted there is a great need “for consistent screening of ACEs in 

healthcare settings” (p. 1080). Though clinicians know the consequences of ACEs throughout the 

lifespan, there continues to be a lack of priority or training on how to effectively evaluate for 

ACEs in the clinical setting. While the original ACE questionnaire had been scientifically 

supported, recent criticism has risen about its constraints, including its low yield dose-response 

capacity. Hence, a trauma Informed (TI) “approach may be applied to the process of screening 

for ACEs” to help rectify the problem (p.1080). Using a trauma informed approach allows 

participants to choose “how, when, and where they answered each question” of the ACE 

questionnaire (p.1085). This empowers the participant to feel capable and comfortable while 

providing their ACE history. The integration of a trauma informed approach with the ACE-IQ 

has the potential to create a stronger ACE measurement tool (Mendel et al., 2021). 

 

2.6 Research on Other Factors Related to ACEs 

Cooke et al. (2023) critically evaluated research articles (n=199) that connected ACEs 

with biological outcomes. Specifically, they aimed to explain the prevailing mechanisms which 

presented commonly in the research about ACEs and the constructs of resilience and 

vulnerability. Most of the research examined (n=176) focused on childhood maltreatment (CM) 

and were cross-sectional studies (n=140). This systematic review revealed that “exposure and 

response to CM and ACEs” ranged from “genetic, physiological, and neurological factors” (p. 

163). Hence, there were strong connections found between neurobiological functions and the 

history of ACEs and CM. In particular, “nervous, endocrine, inflammatory, cardiovascular” and 
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other factors connected ACEs and CM with early “life victimization and later life consequences” 

of lived trauma (p.163). The findings of childhood adversity affecting the nervous and endocrine 

systems is of paramount concern since diseases such as Alzheimer’s and diabetes are on the rise. 

Similarly, the findings correlated inflammation and ACEs, as “inflammatory conditions are often 

the result of genetic predisposition,” environmental insult(s), and stress over the’ lifespan 

(p.164). Additionally, chronic inflammation has been connected to poor immunity and disease 

development for a survivor of childhood adversity. Still, “biological functionality connected to 

CM and/or ACEs” requires further exploration and empirical longitudinal research (p.164). 

Moreover, the evidence is strong on the incidence of cardiovascular disease after experiencing 

ACEs. While there are some preliminary findings that identify biological resilience and CM, the 

evidence has not been robust or consistent. There is however, a pattern suggesting that some 

“participants may be more resilient to the negative effects of CM when they have stronger 

connectivity between the cortices and hippocampus,” as identified in numerous studies (p.164). 

Victimization to CM or ACEs are not occurrences that happen by chance. Of note, “findings 

suggest that genetic propensities for self-control” and familial influences, while controlling for 

environmental factors, may increase the possibility risk, especially for those who put 

“themselves in situations where victimization is likely” (p.165). Hence, there is a need for further 

scholarly work on biopsychosocial, neurobiological genetics and its connections to ACEs. 

Ideally, researchers will use “biologically informed methods to assess outcomes associated with 

CM and ACEs” and their connection to victimization and biologic resilience, with the inclusion 

of diverse populations, using longitudinal designs (Cooke et al. 2023, p.167).  

Petruccelli et al. ‘s (2019) systematic review of ninety-six articles revealed how ACEs 

effect “every child and adult who experience them, making ACEs” important to continue 
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studying (p.7).  In addition, “risks for poor health outcomes can be greatly increased based on 

just how much they have suffered during their childhood” (p.7).  The findings support the 

biological effects and increased risks from ACEs are the leading causes of death in the U.S.  

However, “respiratory disease was the strongest associated outcome at many ACE levels” within 

the studies examined (Petruccelli et al., 2019, p.9).    

In the study of ACEs, given the involvement of “biological systems, it seems reasonable 

to approach more comprehensive models that capture a broad range of stress-related biological 

alterations” and their impact (Misiak et al., 2022, p. 2). Additionally, the “association between 

ACEs and various health outcomes needs to be investigated in the context of social 

environments” (p. 2). Thus far, “some studies have investigated whether ACEs and childhood 

SES” are linked and how they “are related to the AL [Allostatic Load] index” (p. 2). Still, “less is 

known about the association between ACEs and the AL index in adulthood” (p.2). Hence, this 

study “aimed to synthesize existing evidence on the association between ACEs, childhood SES 

and AL indices in adults” (p.2). The results from the studies (n=27) examined, revealed “the 

majority of studies recording ACEs (14 out of 19 studies, 73.7%) found that they are associated 

with elevated AL in adulthood” (p.3). Moreover, the evidence reflected low childhood SES is 

associated with elevated AL (p.10). The following factors were noted as key, including: low 

social support, health-related behaviors, as well as adult stress and PTSD symptoms (p. 10). The 

emphasis was placed on the association of childhood SES and ACEs with AL (p.10). Focusing 

on the “physiological effects of chronic stress using the AL index” was deemed important to 

capture the number of dysregulations that occurred across various biological systems related to 

ACEs and SES (Misiak et al., 2022, p. 2).   
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Finally, there is strong evidence that “higher levels of resilience can counteract some of 

the negative effects of ACEs” (Hall et al., 2023, p. 2). Yet, science is yet to explain exactly how 

ACEs and resilience occur together. Indeed, because resilience is an abstract construct, very few 

researchers have studied resilience and ACEs. Hence, the purpose of this study was to 

“investigate how ACEs and resilience impacted real-time parental reports” among an urban 

population (p.2). The study looked at pediatric patients (n=414) and how behaviors interplayed 

with resilience and the presence of ACEs, along with exploring if obesity and/or hypertension 

were present among the study population. Interestingly, ACEs and “resilience were not 

predictors of either [of] the individual physical health outcomes” examined, such as obesity or 

hypertension (p.3). Conversely, the results revealed “higher ACE scores as well as lower total 

resilience scores” correlated with parent reported increase in “behavioral health symptoms” more 

frequently from the male participants (P=.00174) (p. 5). The most common behavioral symptoms 

reported were externalizing behaviors, such as inattention or impulsive behavior, both of which 

are executive functions controlled by the frontal cortex. In addition, the “personal resilience 

subscale was found to be a significant predictor of a positive” behavior. This helps inform the 

need for building resilience, especially in childhood years - adolescence years, to potentially help 

mitigate the long-term effects of ACEs. Crucial to consider is how this research and past research 

has found that adolescents benefit most from positive relationships with their caregivers instead 

of resilience. Effectively, creating positive childhood experiences (PCEs), such as building a 

“supportive family, supportive peer relationships, and a sense of belonging in the community” 

could help children to grow up resilient and combat future diseases, especially if they were 

impacted by ACEs (Hall et al., 2023, p. 6).  

 
2.7 Theoretical Frameworks Guiding the Study 
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Several theories provide a guiding framework for this study. This section provides a brief 

overview of these theories.  

Minority Stress Theory 

The present study is grounded in the work of Meyer’s (1995) minority stress framework, 

that acknowledges “minority groups, are subjected to chronic stress related to their 

stigmatization” (p.38). Also, “minority stress arises not only from negative events, but from the 

totality” of living in a prejudiced society (p.39). Minority stress results in poor health outcomes 

or maladaptive reactions that further explain how “social conditions” are the “source of 

morbidity and distress for minority persons” (Meyer, 1995, p.52).  

Diffusion of Innovation Theory 

The diffusion of innovation theory “explains social change, one of the most fundamental 

of human processes” (Rogers, 2003, p.14). There may be early adopters of an innovation who 

may diffuse the innovation to others. Rogers (2003) said, “an innovation is communicated 

through certain channels” and this “type of communication” will be “concerned with new ideas” 

in “which participants create and share information with one another” (Rogers, 2003, p.22).  

Bandura’s Theory of self-efficacy  

Bandura (1977) stated “methods of change that operate on the basis of performance 

accomplishments convey efficacy information” (p.196). Self-efficacy may be “achieved by 

enlisting a variety of response induction aids” (p. 196). Self-efficacy may be defined as belief in 

one’s ability to perform a behavior that could have positive outcomes, although difficult in 

nature. Also, “efficacy expectations are presumed to influence level of performance by 

enhancing intensity and persistence of effort,” as a factor helping to explain engagement in a 

variety of behaviors (Bandura, 1977, p.212).  
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2.8 Conclusion 

This chapter provided a review of literature on the following topics: 1-Adverse 

Childhood Experiences (ACEs), Health Disparities, and the Hispanic/Latinx Population; 2-

Research on Discrimination, Other Stress, and Problematic Behaviors; 3-Stress Impacting Latinx 

Immigrants; 4-ACEs and COVID-19; 5-Trauma Informed Approaches; 6-Research on Other 

Factors Related to ACEs; and, 7-the Theoretical Frameworks Guiding the Study. 

The next chapter, III, will present the study methods.  
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Chapter 3: Methods 

This chapter will outline the methods and procedures utilized in this study. This includes 

an overview of the study design and procedures, description of the study participants, description 

of research instrumentation, the data treatment plan, and the data analysis plan.  

 
3.1 Overview of The Study Design and Procedures 

The study conducted used a cross-sectional design via an online survey utilizing Qualtrics. 

The survey was administered to a convenience sample of adults (over 18years old) who identified 

as Hispanic/Latinx. This section provides an overview of all study procedures. 

 
3.2 IRB Approval  

On January 20th, 2023, this study received approval under the category “exempt” from the 

Teachers College, Columbia University Institutional Review Board (IRB) as Protocol # 23-138 

(see Appendix A for IRB Approval Letter). Study data collection began after receiving IRB 

approval. 

 
3.3 Recruitment of Study Participants 

Recruitment for this study occurred primarily online via a social media campaign (i.e., 

Facebook, Twitter, LinkedIn) and through email and phone text methods. The social media 

campaign for this study consisted of messages asking for participation in the study and describing 

the prize money associated with participation; for example, participants were sent messages that 

stated: 

Latinx adults please click https://tinyurl.com/ACEsKnowledge for 20 minute survey—
including watching a 6-minute cartoon on Adverse Childhood Experiences (ACEs), so you 
learn about ACEs—for a 3 in 250 chance of winning 1 of 3 $100 Amazon Gift Cards 
(Teachers College IRB # 23-138  
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There were three aspects to the recruitment campaign that assisted with the snowball 

methods core to this study. Initially, the principal investigator joined Facebook, Twitter, and 

LinkedIn, specifically joining groups that focused on ACE advocacy and education. Secondly, the 

principal investigator distributed the study via these groups (by providing the above message or 

the study text/tweet, see Appendix C) with the permission of the group administrators. The 

distribution methods also included emails, with the use of the standardized study email (see 

Appendix B); and also the use of phone text messages, providing the same study message and/or 

the study text/tweet shared on the social media platforms. Thirdly, organizations such as AARP, 

the National Campaign for Action, and the National Association of Hispanic Nurses sent out the 

study promotion message via their email listservs, while using the standardized study email.  

 
3.4 Other Study Procedures 

Participants who were interested in participating in the study were able to click an 

electronic link to begin the survey on Qualtrics. Once directed to the study, participants were asked 

to read and electronically sign the IRB approved informed consent (see Appendix D), which 

included the participants’ rights. To electronically consent to participate, participants had to check 

a box within the Qualtrics online survey.  

 
3.5 Study Inclusion/Exclusion Criteria 

After electronically signing the informed consent, participants then completed a short 

screening questionnaire (see Appendix F) in order to determine if they met the inclusion criteria 

for the study, as follows: 

To determine if you qualify for study participation, please answer the following 
questions: 

 
1-Do you self-identify as Hispanic or Latinx? 
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__Yes __No 
 
2-Are you age 18 or above? 
__Yes __No 
 
3-Are you able to read and understand English on a 12th grade level? 
__Yes __No 
 

Participants who answered “yes” to all of the questions met the study’s inclusion criteria, 

being permitted to proceed with access to the full study questionnaire (see Appendix G). 

Participants who did not meet these criteria were disqualified from the study and were thanked 

for their interest in the study and told they did not qualify for study participation; and, finally, 

they were told that they could share the link that allowed them to access the study opportunity 

with others who might qualify for study participation. 

 
3.6 Generating Prizes: The Study Incentive for Participation 

Participants who completed the entire study survey were directed to a webpage where 

they could enter their email address—thereby officially entering the lottery for a one in three 

chance to win a $100 Amazon gift card. Data collection for the study began on February 14th, 

2023, and closed on February 26th, 2023, at which point, the lottery drawing occurred. Upon 

closing the study, participants who entered the lottery and won were notified by email of winning 

and were informed regarding how to redeem the gift card. The Research Groupon Disparities in 

Health (RGDH) webmaster, Dr. Rupananda Misra, both created and managed the prize lottery 

webpage, while keeping participant’s email data encrypted. Of note, the principal investigator 

was not able to access any participant data (i.e., participant names or email addresses) that may 

have identified them, or associated their identity with the study results. Hence, study 

participants’ privacy was effectively maintained. 
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3.7 Description of the Study Participants 

The study recruited participants using a convenience sampling technique, which resulted 

in 494 cases. After eliminating those from duplicate internet protocol addresses, 386 remained. 

According to initial inclusion criteria questions 339 were deemed eligible. However, only 336 

answered at least 1 demographics question. Finally, 44 did not contribute to the final analyses 

based on inclusion criteria (not Latinx), or for not watching the video, or because they were 

missing the primary outcome variable. Therefore, the final sample was N=292. Analysis was 

conducted to compare the demographics for the N=292 who completed the survey with those 

N=44 who were initially eligible but did not complete the survey.  

Compared to completers, non-completers were significantly (p < .05) less likely to have a 

partner and had a lower income. 

 See Table 1a and Table 1b. 

 
Table 1a: Comparing Survey Completers (N=292) to Non-Completers (N=44)  

Via Independent T-Tests 
          t-test 
         significant at p<.008 
  
  Has Primary 
  Outcome Variable? 
  Yes=Completer 
  No=Non-Completer N  M    SD         t         df          P 
Age   Yes   292 33.31 10.843    0.709   334      .570 
   No              44 34.61 14.556                       
Level of Education Yes  292 3.59  1.489   -1.516    306     .131 
   No  16 3.00  1.789    
Household Income Yes  287 5.65  2.031    -2.059   300     .040* 
   No  15 4.53  2.295   
Skin Color   Yes  292 4.62  1.507    -1.026   307     .306 
   No  17 4.24  1.091  
*p<.05, **p<.01, ***p<.001 
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Table 1b. Comparing Survey of Completers (n=292) to Non-Completers (N=44) Via Chi-

Square Tests  

   Has Primary  
   Outcome Variable?   Chi-Square test of independence 
   Yes=Completer 
   No=Non-Completer        N       Chi-Square        Df            P 
Has a Partner                  6.289            1                     .012* 

    Yes              292          
    No              44 
*p<.05, **p<.01, ***p<.001  

 
 
 

The final group of study participants (N = 292) were a convenience sample of adults 

(over 18) who identified as Hispanic/Latinx who completed the study survey. The screening 

criteria for this study were presented earlier in this chapter, and also appear in Appendix F. 

 
3.8 Description of Research Instrumentation 

This study used a survey developed by the Principal Investigator, Lucia Alfano, in 

collaboration with Professor of Health Education, Dr. Barbara Wallace, the dissertation sponsor 

and Director of the Research Group on Disparities in Health (RGDH), Teachers College, Columbia 

University. Additionally, sections of the study were adapted from surveys previously used by 

fellows of the RGDH. This section will describe the survey and each of its parts in detail (See 

Appendix G). 

Of note, using the survey parts that follow, data analysis will produce a mean score, 

standard deviation, minimum score, maximum score, frequency and percentages. Some scales will 

produce a Cronbach’s Alpha for internal consistency, where appropriate. Other scales will permit 
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conducting paired t-tests, independent t-tests, Pearson correlations, and backward stepwise 

regression—as elaborated upon in Chapter 4, Results. 

 

Basic Demographics (BD-11) 

This is a common tool used by the Research Group on Disparities in Health (RGDH)—

with slight modifications, depending on the population being studied. It provides important 

variables for study, including gender, age, race/ethnicity, self-rating of skin color (7=very dark to 

1=white), if they have a partner (yes/no), number of children, if they are U.S. born (yes/no), 

annual household income, level of education, if employed (yes/no), and state of residence. 

 

Single Item Rating of Risk of Providing Socially Desirable Responses (SIR-RPSDR-1) 

This is a single item scale created by Dr. Barbara Wallace for use in studies since 2018 

conducted by the Research Group on Disparities in Health (RGDH), and for ongoing use by the 

RGDH. It is a now a standard brief tool of the RGDH for ascertaining a sample’s risk for 

providing socially desirable responses. It permits avoiding use of the relatively longer, well-

known 13-item measure of social desirability (i.e. Crowne, D., & Marlowe, D., 1960). During 

pandemic era studies, in particular, it has been deemed vital to reduce the burden of time on 

study participants by using this one item measure of social desirability—as in this present study. 

 

Personal Health Background and Body Mass Index (PHB-BMI-7) 

This is a tool created for use by the RGDH, and used in numerous other studies, being 

modified as appropriate, including for pandemic-era studies. For this study, a modification 

involves adding health conditions that are common in adults who have a history of ACEs, 
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following the review of literature. The last three items, 5, 6, 7, provide a measure for Body Mass 

Index (BMI). For items 3 and 4, the ratings for physical health and mental/emotional health are 

rated on a Likert Scale from 1-very poor to 5-excellent. 

 

Stress Related to Being Hispanic/Latinx (SRBHL-1) 

This is a new one-item scale created by the Principal Investigator, Lucia Alfano, and Dr. 

Barbara Wallace, Director of the RGHD, while following a format used in Spellman (2022) for 

assessing stress from exposure to racism and discrimination by young adults of colors. The tool 

arose from the review of literature and uses a 0-10 Likert Scale (0=Lowest level or NO Stress to 

10=Highest level or Maximum Stress. As in Spellman (2022), the scale avoids measuring race-

related stress with much lengthier scales, given the pandemic stress and the need to avoid placing 

undue burden on study participants.   

 
Retrospective Toxic Stress Scale—in Childhood or Adolescence and Past Year (RTSS-CAPY-
2) 

This is a new one-item scale created by the Principal Investigator, Lucia Alfano, and Dr. 

Barbara Wallace, for first time use in this study—and for future use by the RGDH. It is based on 

the review of literature. A definition of toxic stress is provided, followed by request to rate their 

experience of toxic stress in childhood or adolescence, and in the past year—using a 0-4 Likert 

Scale (0=None to 4=Very Severe), as follows: 

 

Toxic Stress is experienced when there are POWERFUL (strong) and FREQUENT 
(happens regularly) or PROLONGED (ongoing, long lasting) and OVERWHELMING 
(too much to handle) feelings of tension, pressure, strain, fear, and anxiety, while 
worrying about something of concern (e.g. will something bad happen again); and, 
feeling there is DANGER (for one’s self or others being hurt, injured, or killed).  
 
1-Do you think you experienced any toxic stress during your childhood or adolescence? 
0-No.  _1-Yes, a very mild level _2-Yes, a moderate level _3-Yes, a severe level 4-Yes, a very severe level 
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2-Have you experienced any toxic stress in the past year or 12 months? 
0-No.  _1-Yes, a very mild level _2-Yes, a moderate level _3-Yes, a severe level 4-Yes, a very severe level 

 
Retrospective Depression, Anxiety, and Trauma Scale— in Childhood or Adolescence and 

Past Year (R-DATS-CAPY- 8) 

 
This is a version of a scale commonly used by the RGDH (e.g. Lian, 2017). Descriptions 

are provided of depression, anxiety and trauma, followed by a request to indicate if they 

experienced: 1) as a modification for this study, for during their childhood or adolescence; and, 

2) in the past year. New scoring implemented in year 2022 RGDH studies uses the following 0-4 

Likert rating scale: 0-No; 1-Yes, was a very mild level; 2-Yes, was a moderate level; 3-Yes, was 

a severe level; 4-Yes, was a very severe level. In addition, scoring can permit creation of the 

overall mental health index that combines the ratings for toxic stress, depression, anxiety and 

trauma—including for (1) in childhood and adolescence, and (2) in the past year. 

 

Receipt of Counseling in Childhood, Adolescence, and Past Year (RC-CD-PY-2) 

This was taken from a common tool used by the RGDH which followed answering the 

questions, above, regarding experiences of depression, anxiety and trauma. However, for this 

study, questions about receipt of counseling were put into this separate survey part. Further, the 

question adds consideration of counseling for toxic stress,  Thus, the question asks about receipt 

of any kind of counseling or treatment for toxic stress, depression, anxiety or trauma, 

specifically, (1) in childhood or adolescence, and (2) in the past year. 

 

Knowledge of Adverse Childhood Experiences Survey (KACES-20) 
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The Knowledge of Adverse Childhood Experiences Survey (KACES-20) is a new 20 

item scale created by the Principal Investigator, Lucia Alfano, and Dr. Barbara Wallace, Director 

of the Research Group on Disparities in Health (RGHD) for first time use in this study—and for 

future use by the RGDH. The KACES-20 is based on the review of literature on ACEs and the 

information in the animated cartoon YouTube Video on ACEs made available in the public 

domain November 6, 2017 by the Public Health Network Cymru on their YouTube channel, 

having accumulated 657,000 views (700,00 noted post study). The KACES-20 is a true-false test 

with all true answers. The KACES-20 follows a common brief online e-health genre advanced 

by the RGDH (e.g., Aiyedun, 2014; Afram, 2019; Gallop, 2021). More specifically, this study 

follows the RGDH model provided by Aiyedun (2014) who provided participants with both a 

true-false test with all “true” answers and an animated cartoon YouTube video covering the same 

information. In addition to the options of true or false, there is also an unsure option. True is 

scored 1 and false and unsure are scored 0. The highest possible knowledge score on the 

KACES-20 is 20, and the lowest possible is 1. The instructions and sample questions follow: 

Based on what you know, please indicate if the following statements are True or False—
or indicate if you are Unsure. 
 
1-An Adverse Childhood Experience (ACE) is a traumatic event or negative event 
experienced during childhood (and/or adolescence)—and they can be called an ACE or 
ACEs 

___TRUE   ___FALSE ___UNSURE 
2-Parents fighting in front of children may be considered an ACE 

___TRUE   ___FALSE ___UNSURE 
3-Getting hit or beaten by parent’s may be considered an ACE 

___TRUE   ___FALSE ___UNSURE 
 

 

 

Decision to Diffuse the Innovation of the Knowledge of Adverse Childhood Experiences 
Survey (KACES-20)—Yes or No (DDIKACES-20-YN-1) 
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In this study, after participants complete the KACES-20, and are told that all the answers 

were “true,” they were then asked if they would recommend (i.e., diffuse the innovation) taking 

the KACES-20 to others, as a way to learn about ACEs. This tool ascertains their decision to 

diffuse/recommend the KACES-20 to others, or not. It is common with this RGDH study genre 

to ask if the participant would recommend the true-false test with all “true” answers to others—

thereby diffusing the innovation of learning about a topic via such as test (e.g. Aiyedun, 2014; 

Afram, 2019; Gallop, 2021). The simple instructions and one-item for this survey part follow: 

We created the True-False questions you just completed above, as the Knowledge of 
Adverse Childhood Experiences Survey (KACES-20)—with all TRUE answers—as a 
way to help people learn about ACEs. 
 
1-Would you recommend taking the Knowledge of Adverse Childhood Experiences 
Survey (KACES-20)—with all TRUE answers to others? 
___No ___Yes ___Unsure 
 

Watching the ACEs Video, Indicating Dose Watched, and Decision to Diffuse the Innovation 
(W-ACEs-V-IDW-DDI-2) 

 

This part of the study follows a typical approach followed in RGDH studies, as in 

Aiyedun (2014) where participants watched a cartoon video, then answered questions on the 

dose to which they were exposed (watched none-0, some-1, most-2, or all-3 of the video); and a 

final question on whether they would diffuse the innovation by recommending it to others (Yes-

1, No-0). Of note, they first watched the animated carton YouTube Video on ACEs made 

available in the public domain November 6, 2017 by the Public Health Network Cymru on their 

YouTube channel, having accumulated 706,00 views, to date https://youtu.be/XHgLYI9KZ-A. 

The explanation provided on the YouTube page follows: Adverse Childhood Experiences 

(ACEs) are traumatic events that affect children while growing up, such as suffering child 
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maltreatment or living in a household affected by domestic violence, substance misuse or mental 

illness. This short, animated film has been developed to raise awareness of ACEs, their potential 

to damage health across the life course and the roles that different agencies can play in 

preventing ACEs and supporting those affected by them. The film has been produced for Public 

Health Wales and Blackburn with Darwen Local Authority. For further information visit 

www.aces.me.uk. Further information available at the Public Health Network Cymru from 

https://publichealthnetwork.cymru/, explains, as follows:  

Public Health Network Cymru has a YouTube channel Public Health Network Cymru 
was established in 2015 for professionals working on improving the health and wellbeing 
of the population of Wales and combined four previous topic specific networks which 
were hosted by Public Health Wales. The Network now has over 1,600 members from a 
range of sectors and organisations including the NHS, Local Authorities, Welsh 
Government, academia, third sector and private sector. The Network covers a broad 
spectrum of topics including prevention in healthcare, health-related behaviours, mental 
wellbeing and has a focus on the wider determinants of health – housing, education, 
employment, income and resources and the environment. (Cymru, 2023) 

 
This part of the survey has the link to the video embedded on the Qualtrics page, 

providing instructions and questions as follows: 

Please click on the link to watch a YouTube cartoon video to learn about Adverse 
Childhood Experiences (ACEs). It is 5 minutes and 43 seconds in length. After you watch 
it, please return to this survey to answer the final 6 questions, before entering your email 
address for a chance to win the Amazon gift card prizes.  
CLICK HERE: https://tinyurl.com/ACEs-VIDEO-by-PHN-Cymru 
 
1-Answer this question, please: 

_____I watched all of the video (3) 
_____I watched most of the video (2) 
_____I watched some of the video (1) 
_____I watched none of the video (0) 

 
2-Would you recommend watching the Adverse Childhood Experiences Video (ACEs 
VIDEO)  to others? 
___No ___Yes ___Unsure 
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Ratings of Knowledge of and Self-Efficacy to Recognize Adverse Childhood Experiences 
(ACEs) Before and After Taking the KACES-20 and Watching the ACEs Video (RKACEs-
BAT-KACES-20-ACEV-4) 

 

This is a modification of a standard tool used by the RGDH in studies with a true-false 

test (with all “true” answers)—as in Afram (2019) and Gallop (2021). The tool is also a 

modification of what was done in a similar study that had both a true-false test (with all “true” 

answers)—and a cartoon video, as in Aiyedun (2014). For this study, participants were asked to 

rate their knowledge of ACEs for before and after taking the KACES-20 and watching the ACEs 

Video; and rate their self-efficacy for being able to recognize when a child or adolescent was 

experiencing ACEs from before and after taking the KACES-20 and watching the ACEs Video. 

The knowledge scales permit ratings on a 6-point Likert scale ranging from 1=very poor to 

6=excellent—while paired t-tests permit comparing before versus after self-ratings for 

knowledge. The self-efficacy scale permits ratings on a 6-point Likert scale ranging from 1=0% 

confident to 6=100% confident—while paired t-tests permit comparing before versus after self-

ratings for knowledge. Hence, there are 2 scales with “before” and “after” questions, as follows: 

Scale 1: Knowledge Rating (KR-ACEs-2) 
1-BEFORE I answered the True-False questions about ACEs and watched the ACEs cartoon 
video, I would rate what I knew about ACEs as follows: 
 

1-Very Poor 2-Poor 3-Fair 4-Good 5-Very 
Good 

6-Excellent 

 
2-AFTER I answered the True-False questions about ACEs and watched the ACEs cartoon 
video, I would rate what I knew about ACEs as follows: 
 

1-Very Poor 2-Poor 3-Fair 4-Good 5-Very 
Good 

6-Excellent 

 
Scale 2: Self-Efficacy Rating (SER-ACEs-2) 
 
3-BEFORE I answered the True-False questions about ACEs and watched the ACEs cartoon 
video, I would rate my level of confidence for being able to recognize when a child or 
adolescent was experiencing an ACE as follows: 
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0% Confident 20% 40% 60% 80% 100% Confident 

 
4-AFTER I answered the True-False questions about ACEs and watched the ACEs cartoon 
video, I would rate my level of confidence for being able to recognize when a child or 
adolescent was experiencing an ACE as follows: 
 

0% Confident 20% 40% 60% 80% 100% Confident 
 

Part XII: Self-Assessment for Having Experienced ACEs (SA-ACEs-1)   

This is a new 1-item scale created by the Principal Investigator, Lucia Alfano, and Dr. 

Barbara Wallace, Director of the RGHD for first time use in this study—and for future use by the 

RGDH. This tool provides the study outcome variable of severity of exposure to ACEs. The tool 

is based on the review of the literature on ACEs and seeks to be a way for participants to report 

exposure to ACEs without causing discomfort or re-traumatization, while permitting a rating of 

severity. Having taken the KACES-20, learning all items were “true,” and watching the ACEs 

video, participants are now in a position to self-assess whether they experienced any ACEs 

during their childhood and adolescence. The single item and 0-4 Likert rating scale, follow: 

1-Do you think you experienced any ACEs during your childhood or adolescence? 
0-No___   
1-Yes, a very mild level___   
2-Yes, a moderate level___ 
3-Yes, a severe level___ 
4-Yes, a very severe level___ 

 

 
3.9 The Data Treatment Plan 

The data analysis plans follow. More specifically, following each research question is the 

data analysis plan in bold: 

1-What were their demographic characteristics (i.e. gender, skin color, number of children, 
having a partner [yes/no], born in the U.S. [yes/no], annual household income, level of 
education, employment status [yes/no], and state of residence)? 
Part I: Basic Demographics (BD-11) 
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Data Analysis Plan: Descriptive statistics, including means, standard deviations, 
frequencies, and percentages 

 
2- To what extent did they present social desirability (0 to 10), or were at risk of providing socially 
desirable responses to survey questions? 
Part II: Single Item Rating of Risk of Providing Socially Desirable Responses (SIR-RPSDR-1) 

Data Analysis Plan: Descriptive statistics, including means, standard deviations, 
frequencies, and percentages 
  

3-What health conditions do they report currently having or having had, how did they rate their 
physical health and mental/emotional health, and what was their Body Mass Index?  
Part III: Personal Health Background and Body Mass Index (PHB-BMI-17)  

Data Analysis Plan: Descriptive statistics, including means, standard deviations, 
frequencies, and percentages 
  

4-How did they rate all the race-related stress they have experienced that was, specifically, related 
to their being Hispanic/Latinx in U.S. society, in general—including any stress from 
discrimination or being treated unfairly? 
Part IV: Stress Related to Being Hispanic/Latinx (SRBHL-1) 

Data Analysis Plan: Descriptive statistics, including means, standard deviations, 
frequencies, and percentages 

 
5-Did they experience any toxic stress for the period of their childhood or adolescence, and for the 
period of the past year or 12 months—and if, so, how did they rate the severity of it? 
Part V: Retrospective Toxic Stress Scale—in Childhood or Adolescence and Past Year (RTSS-
CAPY-2) 

Data Analysis Plan: Descriptive statistics, including means, standard deviations, 
frequencies, and percentages 

 
6-Did they experience any depression, anxiety or trauma stress for the period of their childhood or 
adolescence, and for the period of the past year or 12 months—and if, so, how did they rate the 
severity of it?  
Part VI: Retrospective Depression, Anxiety, and Trauma Scale—in Childhood or Adolescence 
and Past Year (R-DATS-CAPY-8)   

Data Analysis Plan: Descriptive statistics, including means, standard deviations, 
frequencies, and percentages 

 
7- Did they receive counseling for any toxic stress, depression, anxiety or trauma in childhood or 
adolescence, or in the past year or 12 months? 
Part VII: Receipt of Counseling in Childhood, Adolescence, and Past Year (RC-CD-PY-2) 

Data Analysis Plan: Descriptive statistics, including means, standard deviations, 
frequencies, and percentages 

 
8-What was their level of knowledge on the Knowledge of Adverse Childhood Experiences 
Survey (KACES-20)? 
Part VIII: Knowledge of Adverse Childhood Experiences Survey (KACES-20) 
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Data Analysis Plan: Descriptive statistics, including means, standard deviations, 
frequencies, and percentages 
 

9-Would they recommend to others that they take the Knowledge of Adverse Childhood 
Experiences Survey (KACES-20), thereby diffusing the innovation of learning about ACEs via a 
True-False test with all true answers as a brief online e-health intervention? 
Part IX: Decision to Diffuse the Innovation of the Knowledge of Adverse Childhood 
Experiences Survey (KACES-20)—Yes or No (DDI-KACES-20-YN-1) 

Data Analysis Plan: Descriptive statistics, including means, standard deviations, 
frequencies, and percentages 

 
10-After watching an Adverse Childhood Experiences (ACEs) cartoon video (i.e.ACEs Video, 5 
minutes, 43 seconds), what did they report as their dose of exposure to the video, and would they 
recommend to others watching the ACEs Video, thereby diffusing the innovation of learning 
about ACEs via a cartoon video as a brief online e-health intervention? 
Part X: Watching the ACEs Video, Indicating Dose Watched, and Decision to Diffuse the 
Innovation (W-ACEs-V-IDW-DDI-2) 

Data Analysis Plan: Descriptive statistics, including means, standard deviations, 
frequencies, and percentages 

 
11-When comparing their ratings for their (a) level of knowledge for and (b) self-efficacy for 
being able to recognize Adverse Childhood Experiences (ACEs) for before taking the Knowledge 
of Adverse Childhood Experiences Survey (KACES-20) and watching the Adverse Childhood 
Experiences Video (ACEs Video) versus after watching them, was there a significant difference 
in those ratings?   
Part XI: Ratings of Knowledge of and Self-Efficacy to Recognize Adverse Childhood 
Experiences (ACEs) Before and After Taking the KACES-20 and Watching the ACEs Video 
(RKACEs-BAT-KACES-20-ACE-V-4) 

Data Analysis Plan: Paired t-tests 
 
12-After taking the Knowledge of Adverse Childhood Experiences Survey (KACES-20) and 
watching the Adverse Childhood Experiences Video (ACEs Video), did they report experiencing 
any ACEs for the period of their childhood or adolescence—and if, so, how did they rate the 
severity of it? 
Part XII: Self-Assessment for Having Experienced ACEs (SA-ACEs-1) 

Data Analysis Plan: Descriptive statistics, including means, standard deviations, 
frequencies, and percentages 
This scale produces the study outcome variable of having experienced ACEs at a higher 
level of severity 

 
13-Were there any significant relationships between selected independent variables and the study 
outcome variable of having experienced ACEs at a higher level of severity? 

Data Analysis Plan: Independent t-tests, Pearson Correlations, and Backward 
Stepwise Regression Analysis 
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14-What were the significant predictors of the study outcome variable of having experienced 
ACEs at a higher level of severity? 

Data Analysis Plan: Backward Stepwise Regression Analysis 
 

 
3.10 Data Management 

 

Data were downloaded from Qualtrics. Thereafter, the data were transferred to 

SPSS and analyzed using SPSS 29.0. 
 
 
3.11 Conclusion 

 

This chapter described in detail the methods used in the present study. This included an 

overview of the study design, study procedures, recruitment of participants, and description of 

research instrumentation. The chapter concluded with how data was managed and analyzed. The 

following chapter, IV, will provide the results of data analysis. 
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Chapter 4: Results 

 

This chapter provides a detailed presentation of the study results. Findings are presented 

by research question and table format. 

 
4.1 Results for Research Question #1 

What were their demographic characteristics (i.e., gender, skin color, number of 
children, having a partner [yes/no], born in the U.S. [yes/no], annual household income, level of 
education, employment status [yes/no], and state of residence)? (BD-11) 
 

Part I: Basic Demographics (BD-11). The study sample used for final data analysis was 

comprised of 292 Hispanic/Latinx adults ages 18 and above (N = 292). Chapter III provided 

details on how this final sample emerged, including a comparison of survey completers (N = 

292) versus non-completers (N = 44).  

The sample was 55.8% female (n = 163), 42.5.9% male (n = 124) and 1.7% transgender 

(n = 5). Reported age ranged from 18-72 with a mean age of 33.31 (SD = 10.843, min = 18, max 

= 72). Some 81.5% reported that they were born in the United States (n = 238). Of the sample, 

26% identified as single (n = 76) and 64.4% were married (n = 188), with 64.3% (n = 188) 

having children. Some 98.6% (n=288) self-identified as Hispanic/Latinx while the sample had a 

mean skin color of 4.62 (SD =1.507; Min = 1; Max = 7) for between (4) medium to light and (5) 

medium to dark. 

See Table 2. 
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Table 2: Basic Demographics (BD-11) (N = 292) 
 N % 
Gender (N = 292)   
Female 163 55.8 
Male 124 42.5 
Transgender 5 1.7 
   
Age (N = 292)   
<20 14 4.8 
20-25    73 24.9 
26-30 49 16.7 
31-35 47 16.1 
36-40 35 12 
41-45 34 11.7 
46-50 18 6.2 
51-55 11 3.8 
56-60 4 1.3 
61-65 4 1.3 
66+ 3 1 
[Mean age = 33.31; SD = 10.843; Min = 18; Max = 73]   
   
Marital Status (N = 292)   
Single 76 26.0 
Married 188 64.4 
Separated 5 1.7 
Divorced 12 4.1 
In Domestic Partnership 3 1.0 
Living w/ Significant Other 5 1.7 
   
Children (N = 292)   
0 104 35.6 
1-2 160 54.8 
3-4 27 9.2 
5+ 1 0.3 
   
Race/Ethnicity (N = 292)   
Hispanic/Latino/Latinx      288 98.6 
Race/Ethnicity not listed     4 1.4 
   
Skin Color (N=292)   
7) Very Dark                                  21 7.2 
6) Dark                                           75 25.7 



67 
 

5) Medium to Dark                        72 24.7 
4) Medium to Light                       59 20.2 
3) Light                                          38 13 
2) Very Light                                 14 4.8 
1) White                                          13 4.5 
[Mean skin color = 4.62;   SD =1.507; Min = 1; Max = 7]   
   
Born in the US (N = 292)   
Yes                  238 81.5 
No                   54 18.5 

 

Some 80.5% (n= 235) were employed full time. The mean household yearly income was 

5.65, for between categories 5 and 6—or between $50,000 to $99,999 and $100,000 to $199,000 

(SD = 2.031, min = 1, max = 11). The majority of participants were employed full time (80.5%, 

n = 235) and had post-secondary education, with a mean education level (3.59) for between 

category 3 and 4—for between “some college credit, no degree” and “Associate or Technical 

degree” (SD = 1.489, min = 1, max = 7).  

See Table 3. 

 

Table 3: Background Characteristics (N = 292) 
 N % 
Household yearly income (N = 292)   
1) Less than $10,000 2 0.7 
2) $10,000 to $19,000 35 12 
3) $20,000 to $39,000 5 1.7 
4) $40,000 to $49,000 13 4.5 
5) $50,000 to $99,000 78 26.7 
6) $100,000 to $199,000 68 23.3 
7) $200,000 to $299,000 40 13.7 
8) $300,000 to $399,999 21 7.2 
9) $400,000 to $499,999 16 5.5 
10) $500,000 to $799,999 7 2.4 
11) $800,000 or more 2 0.7 
0) I don’t know 5 1.7 
[Mean yearly income = 5.65; SD = 2.031; Min = 1; Max = 11]   
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Educational Level (N= 292)   
1) Some high school or less 26 8.9 
2) High school graduate or GED 47 16.1 
3) Some college credit, no degree 66 22.6 
4) Associate or technical degree  74 25.3 
5) Bachelor’s degree  48 16.4 
6) Master’s degree  24 8.2 
7) Doctoral or professional degree  7 2.4 
[Mean education = 3.59; SD = 1.489; Min = 1; Max =7]   
   
Employment Status (N = 292)   
Full Time 235 80.5 
Part Time 49 16.8 
Per Diem 4 1.4 
Currently Unemployed 1 0.3 
Currently Retired 3 1.0 
 
 

4.2 Results for Research Question #2 

To what extent did they present social desirability (0 to 10), or were at risk of providing 
socially desirable responses to survey questions? (SIR-RPSDR-1) 

 
Part II: Single Item Rating of Risk of Providing Socially Desirable Responses (SIR-

RPSDR-1). The sample had moderate social desirability with a mean of 6.12 (SD = 2.347, min = 

0, max = 10). 

See Table 4. 

 

Table 4: Risk of Providing Socially Desirable Responses (N = 292) 
 N % 
I sometimes say things that I think will please people, or what I think they want to hear—versus 
the honest truth, which might be difficult or painful for other people to hear and accept, or might 
lead them to judge me harshly… (N = 292) 

0 - I am not like this at all 6 2.1 
1  4 1.4 
2 21 7.2 
3  20 6.8 



69 
 

4 13 4.5 
5  32 11 
6  47 16.1 
7  52 17.8 
8  55 18.8 
9  36 12.3 
10 - I am like this all the time 6 2.1 
[Mean risk of providing socially desirable responses = 6.12; SD = 2.347; Min = 0; Max = 10] 
 

4.3 Results for Research Question #3 

What health conditions did they report currently having or having had, how did they rate 
their physical health and mental/emotional health, and what was their Body Mass Index? (PHB-
BMI-17) 

 
Part III: Personal Health Background (PHB-BMI-17). Regarding responses on the 

Personal Health Background (PHB-BMI-7) scale, 86% of Hispanic/Latinx adults (n = 251) 

indicated that they had (or currently have) COVID-19 within the past two years. Over 1 in 5 

respondents have had long-COVID-19 before (22.6%, n = 66), with 22.9% (n = 67) of 

respondents indicating that they currently have long COVID-19.  

The mean score for current physical health was 2.86 (SD = 1.097, min = 1, max = 5), or 

between poor and fair, but closest to fair. Similarly, the current mental health score for 

respondents was 2.77 (SD = 1.127, min = 1, max = 5), or between poor and fair, but closest to 

fair.. Only 28.4% of respondents (n = 86) indicated that they did not have an underlying health 

condition. The mean body mass index (BMI) was 24.15 (SD = 5.644, min = 10.28, max = 43.26), 

which is within a normal weight range. 

See Table 5. 
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Table 5: Personal Health Background (N = 292) 
 N % 
Past 2 years, had or currently have COVID-19 (N = 292)   
Yes  251 86 
No  27 9.2 
Not Sure  14 4.8 
   
Had long COVID-19 (N = 292)   
Yes  66 22.6 
No  202 69.2 
Not Sure  24 8.2 
   
Currently have long COVID-19 (N = 292)   
Yes  67 22.9 
No  197 67.5 
Not Sure  28 9.6 
   
Health Conditions (N = 292) *   
Hypertension/High Blood Pressure 84 28.8 
Heart disease 49 16.8 
Cardiovascular disease 42 14.4 
Prior stroke 20 6.8 
Prior heart attack 14 4.8 
Lung disease 30 10.3 
Type 1 Diabetes 23 7.9 
Type 2 Diabetes 15 5.1 
Overweight 28 9.6 
Obesity 30 10.3 
Cancer 5 1.7 
Other health conditions 13 4.5 
Not applicable/None apply 83 28.4 
   
Current Physical Health (N = 292)   
1 = Very Poor 34 11.6 
2 = Poor 79 27.1 
3 = Fair 92 31.5 
4 = Good 69 23.6 
5 = Excellent 18 6.2 
[Mean current physical health = 2.86; SD = 1.097; Min = 1; Max = 5]   
   
Current Mental Health (N = 292)   
1 = Very Poor 43 14.7 



71 
 

2 = Poor 83 28.4 
3 = Fair 78 26.7 
4 = Good 74 25.3 
5 = Excellent 14 4.8 
[Mean current mental health = 2.77; SD = 1.127; Min = 1; Max = 5]   
Note: * represents where participants were able to select multiple answer options  

 
 

4.4 Results for Research Question #4 

How did they rate all the race-related stress they have experienced that was, specifically, 
related to their being Hispanic/Latinx in U.S. society, in general—including any stress from 
discrimination or being treated unfairly? (SRBHL-1) 

 
Part IV: Rating Stress Due to Being Hispanic/Latinx (SRBHL-1).  Responses to this 

question resulted in a mean stress level of race-related stress of 5.57 (SD = 2.381, min = 0, max 

= 10) for a moderate level of stress specifically due to their Hispanic/Latinx identity, such as 

discrimination or being treated unfairly. For example, 9.9% (n=29) reported level “6” race-

related stress, 14.4% (n =42) reported a level “7” for race-related stress for being 

Hispanic/Latinx, 19.2% (n=56) reported level “8” for race-related stress. When combing level 6 

to level 10 for race-related stress for being Hispanic/Latinx,  52% (n=152) endorsed these 

ratings.   

See Table 6. 

 

Table 6: Race-Related Stress Due to Being Hispanic/Latinx (N = 292) 
 N % 
Please think about all the stress you have experienced that was, specifically, related to 
your being Hispanic/Latinx—including any stress from discrimination or being treated 
unfairly. Now rate your stress, below… (N = 292) 

0 – No stress 3 1 
1  5 1.7 
2 27 9.2 
3  38 13 
4 30 10.3 
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5  37 12.7 
6  29 9.9 
7  42 14.4 
8  56 19.2 
9  18 6.2 
10 – Maximum stress 7 2.4 
[Mean stress level = 5.57; SD = 2.381; Min = 0; Max = 10]  
   
 

4.5 Results for Research Question #5 

Did they experience any toxic stress for the period of their childhood or adolescence, and 
for the period of the past year or 12 months—and if, so, how did they rate the severity of it? 
(RTSS-CAPY-2) 

 
Part V: Retrospective Toxic Stress Scale (RTSS-CAPY-2). Findings showed that 

respondents experienced a moderate level of toxic stress during their childhood or adolescence 

with a mean score of 1.89  (SD = 1.154, min = 0, max = 4). Similarly, respondents experienced a 

moderate level of toxic stress during the past year with a mean score of 1.99 (SD = 1.187, min = 

0, max = 4), also equating to a very mild to moderate level of toxic stress. When combining the 

categories of (2) moderate level, (3) severe level and (4) very severe level, 63.6% (N=186) 

experience these levels of toxic stress during childhood and adolescence; and, 66.1% (N=193) 

experienced such toxic stress in the past year. 

 See Table 7. 

 

Table 7. Toxic Stress (N = 292) 
 N % 
Toxic Stress During Childhood & Adolescence (N = 292)   
0 = No 42 14.4 
1 = Yes, a very mild level 64 21.9 
2 = Yes, a moderate level 93 31.8 
3 = Yes, a severe level 71 24.3 
4 = Yes, a very severe level 22 7.5 
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[Mean toxic stress level = 1.89; SD = 1.154; Min = 0; Max = 4]    
   
Toxic Stress During Past Year (N = 292)   
0 = No 38 13 
1 = Yes, a very mild level 61 20.9 
2 = Yes, a moderate level 92 31.5 
3 = Yes, a severe level 69 23.6 
4 = Yes, a very severe level 32 11 
[Mean toxic stress level = 1.99; SD = 1.187; Min = 0; Max = 4]    
 
 
4.6 Results for Research Question #6 
 

Did they experience any depression, anxiety or trauma stress for the period of their 
childhood or adolescence, and for the period of the past year or 12 months—and if, so, how did 
they rate the severity of it? (R-DATS-CAPY-8) 

 
Part VI: Retrospective Depression, Anxiety, and Trauma Scale (R-DATS-CAPY-8).  

Here, there was a Scale A for during childhood/adolescence, and a Scale B for the past year—

while both scales had items for depression, anxiety and trauma. Both Scale A (Cronbach’s Alpha 

= .818) and Scale B (Cronbach’s Alpha = .824) had good internal consistency. The 3 items for 

depression, anxiety and trauma combined to create a Retrospective Mental Distress mean score 

for both Scale A (mean = 1.878; SD = 1.013; min = 0.0; max = 4.0) and Scale B (mean = 1.935; 

SD = 1.023; min = 0.0; max = 4.0) that were closest to 2 for a moderate level of mental distress 

for during childhood/adolescence and for the past year.  Further, on both Scale A and Scale B, 

the mean scores for depression, anxiety and trauma were also all closest to 2 for moderate levels, 

as shown in Table 8.  

 More specifically, for Scale A for during childhood/adolescence for all “yes” responses, 

82.6% reported depression, 87% anxiety, and 86.2% trauma. 

 And, for Scale B for the past year for all “yes” responses, 83.1% reported depression, 

89.7% anxiety, and 81.1% trauma. 
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 See Table 8. 

Table 8. Depression, Anxiety, and Trauma Stress (N = 292) 
 N % 
SCALE A: Retrospective Mental Distress in Childhood Scale (items 1, 3, 5)  
Cronbach’s Alpha (3 items) = .818 
[Mean = 1.878; SD = 1.013; min = 0.0; max = 4.0]  

 

SCALE B: Retrospective Mental Distress in Past Year Scale (items 2, 4, 6)  
Cronbach’s Alpha (3 items) = .824  
[Mean = 1.935; SD = 1.023; min = 0.0; max = 4.0]  
 
SCALE A-1: Depression During Childhood/Adolescence (N = 292)      
0 = No 50 17.1 
1 = Yes, a very mild level 68 23.3 
2 = Yes, a moderate level 68 23.3 
3 = Yes, a severe level 87 29.8 
4 = Yes, a very severe level 19 6.5 
[Mean depression level = 1.85; SD = 1.208; Min = 0; Max = 4]   
Total childhood/adolescence depression “yes” = 82.6% (n=242) 

  

   
SCALE B-1: Depression During Past Year (N = 292)   
0 = No 49 16.8 
1 = Yes, a very mild level 60 20.5 
2 = Yes, a moderate level 85 29.1 
3 = Yes, a severe level 76 26 
4 = Yes, a very severe level 22 7.5 
[Mean depression level = 1.87; SD = 1.194; Min = 0; Max = 4] 
Total past year depression “yes” = 83.1% (n=243)  

  

   
SCALE A-2: Anxiety During Childhood/Adolescence (N = 292)   
0 = No 38 13 
1 = Yes, a very mild level 75 25.7 
2 = Yes, a moderate level 86 29.5 
3 = Yes, a severe level 69 23.6 
4 = Yes, a very severe level 24 8.2 
[Mean anxiety level = 1.88; SD = 1.155; Min = 0; Max = 4]    
Total childhood/adolescence anxiety “yes” = 87% (n=254) 
 

  

SCALE B-2: Anxiety During Past Year (N = 292)   
0 = No 30 10.3 
1 = Yes, a very mild level 54 18.5 
2 = Yes, a moderate level 104 35.6 
3 = Yes, a severe level 73 25 
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4 = Yes, a very severe level 31 10.6 
[Mean anxiety level = 2.07; SD = 1.127; Min = 0; Max = 4]    
Total past year anxiety “yes” = 89.7% (n=292) 
 
SCALE A-3: Trauma During Childhood/Adolescence (N = 292) 

  

0 = No 40 13.7 
1 = Yes, a very mild level 74 25.3 
2 = Yes, a moderate level 81 27.7 
3 = Yes, a severe level 70 24 
4 = Yes, a very severe level 
Total childhood/adolescence trauma “yes” = 86.2% (n=252) 

27 9.2 
 
 
 

SCALE B-3: Trauma During Past Year (N = 292)   
0 = No 55 18.8 
1 = Yes, a very mild level 54 18.5 
2 = Yes, a moderate level 88 30.1 
3 = Yes, a severe level 66 22.6 
4 = Yes, a very severe level 29 9.9 
[Mean trauma level = 1.86; SD = 1.244; Min = 0; Max = 4]  
Total past year trauma “yes” = 81.1% (n=237) 

  

 
 

4.7 Results for Research Question #7 

Did they receive counseling for any toxic stress, depression, anxiety or trauma in 
childhood or adolescence, or in the past year or 12 months? (RC-CD-PY-2) 

 
Part VII: Retrospective Counseling (RC-CD-PY-2). Regarding responses on the 

Retrospective Counseling (RC-CD-PY-2) scale, 54.1% of respondents (n = 158) indicated that 

they had received counseling during childhood or adolescence. Similarly, 53.4% of respondents 

(n = 156) indicated that they had received counseling during the past year. 

See Table 9. 

Table 9. Counseling (N = 292) 
 N % 
Counseling During Childhood/Adolescence (N = 292)   
1 = Yes 158 54.1 
0 = No 120 41.1 
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Not applicable/No experience of depression/anxiety/trauma 14 4.8 
 
Counseling During Past Year (N = 292) 

  

1 = Yes 156 53.4 
0 = No 119 40.8 
Not applicable/No experience of depression/anxiety/trauma 17 5.8 
____________________________________________________________________________ 

 

4.8 Results for Research Question #8 

What was their level of knowledge, with the Knowledge of Adverse Childhood 
Experiences Survey? (KACES-20) 

 
 

Part VIII: Knowledge of Adverse Childhood Experiences Survey (KACES-20). 

Findings with the Knowledge of Adverse Childhood Experiences Survey (KACES-20) found a 

moderate level of knowledge. (mean=13.44, SD = 5.117, min = 0, max = 20). There were 

knowledge deficits in four areas where “true” responses fell below 60%, as follows:  

• item # 12 - after experiencing ACEs, adolescents are at risk for getting pregnant and 
having a baby before age 18 years (56.2% endorsed true) 

• item # 13 – after experiencing ACEs, later in life adults are at risk for developing type 
2 diabetes (54.1% endorsed true) 

• item # 14 – after experiencing ACEs, later in life adults are at risk for developing 
cancer (58.2% endorsed true) 

• item # 15 - after experiencing ACEs, later in life adults are at risk for developing high 
blood pressure (54.5% endorsed true).  

 

See Table 10. 

 

Table 10. Knowledge of Adverse Childhood Experiences (N = 292) 
 N % 
The Knowledge of Adverse Childhood Experiences Items  
 

  

1 – An Adverse Childhood Experience (ACE) is a traumatic event or negative event 
experienced during childhood (and/or adolescence)—and they can be called an ACE or 
ACEs (N = 292) 
1 = True 216 74 
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0 = False 45 15.4 
0 = Unsure 31 10.6 
2 – Parents fighting in front of children may be considered an ACE (N = 292) 
1 = True 213 72.9 
0 = False 48 16.4 
0 = Unsure 31 10.6 
3 – Getting hit or beaten by parent’s may be considered an ACE (N = 292) 
1 = True 216 74 
0 = False 40 13.7 
0 = Unsure 36 12.3 
4 – Seeing parents abuse alcohol or drugs may be considered an ACE (N = 292) 
1 = True 205 70.2 
0 = False 40 13.7 
0 = Unsure 47 16.1 
5 – When children are emotionally neglected by their parents this may be considered an 
ACE (N = 292) 
1 = True 197 67.5 
0 = False 51 17.5 
0 = Unsure 44 15.1 
6 – When a parent is absent from the home due to incarceration or deportation this is an 
ACE (N = 292) 
1 = True 220 75.3 
0 = False 39 13.4 
0 = Unsure 33 11.3 
7 – Children living in families under stress from racism, discrimination, poverty, 
neighborhood violence, or living in fear of immigration enforcement may be considered an 
ACE (N = 292) 
1 = True 202 69.2 
0 = False 53 18.2 
0 = Unsure 37 12.7 
8 – After experiencing ACEs, adolescents are at risk for getting in trouble at school  
(N = 292) 
1 = True 189 64.7 
0 = False 52 17.8 
0 = Unsure 51 17.5 
9 – After experiencing ACEs, adolescents are at risk for getting in trouble with the police 
(N = 292) 
1 = True 191 65.4 
0 = False 48 16.4 
0 = Unsure 53 18.2 
10 – After experiencing ACEs, adolescents are at risk for abusing alcohol (N = 292) 
1 = True 199 68.2 
0 = False 46 15.8 
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0 = Unsure 47 16.1 
11 – After experiencing ACEs, adolescents are at risk for abusing illegal drugs (N = 292) 
1 = True 201 68.8 
0 = False 56 19.2 
0 = Unsure 35 12 
12 – After experiencing ACEs, adolescents are at risk for getting pregnant and having a 
baby before age 18 years (N = 292) 
1 = True 164 56.2 
0 = False 68 23.3 
0 = Unsure 60 20.5 
13 – After experiencing ACEs, later in life adults are at risk for developing type 2 diabetes 
(N = 292) 
1 = True 158 54.1 
0 = False 61 20.9 
0 = Unsure 73 25 
14 – After experiencing ACEs, later in life adults are at risk for developing cancer 
 (N = 292) 
1 = True 170 58.2 
0 = False 51 17.5 
0 = Unsure 71 24.3 
15 – After experiencing ACEs, later in life adults are at risk for developing high blood 
pressure (N = 292) 
1 = True 159 54.5 
0 = False 61 20.9 
0 = Unsure 72 24.7 
16 – After experiencing ACEs, later in life adults are at risk for abusing alcohol (N = 292) 
1 = True 196 67.1 
0 = False 55 18.8 
0 = Unsure 41 14 
17 – After experiencing ACEs, later in life adults are at risk for abusing illegal drugs  
(N = 292) 
1 = True 185 63.4 
0 = False 52 17.8 
0 = Unsure 55 18.8 
18 – After experiencing ACEs, later in life adults are at risk for being addicted to 
cigarettes (N = 292) 
1 = True 185 63.4 
0 = False 44 15.1 
0 = Unsure 63 21.6 
19 – Parents who have suffered ACEs may cause the same trauma to their children  
(N = 292) 
1 = True 204 69.9 
0 = False 49 16.8 
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0 = Unsure 39 13.4 
20 – Getting help with parenting (going into counseling, learning parenting skills, working 
on past trauma, learning stress coping) may help prevent (avoid) ACEs in one’s children 
(N = 292) 
1 = True 255 87.3 
0 = False 23 7.9 
0 = Unsure 14 4.8 
[Mean knowledge of ACEs level = 13.44; SD = 5.117; Min = 0; Max = 20] 
   
 

4.9 Results for Research Question #9 

Would they recommend to others that they take the Knowledge of Adverse Childhood 
Experiences Survey (KACES-20), thereby diffusing the innovation of learning about ACEs via a 
True-False test with all true answers as a brief online e-health intervention? (DDI-KACES-20-
YN-1) 
 

Part IX: KACES-20 Recommendation (DDI-KACES-20-YN-1). Some 93.5% (n = 

273) indicated “yes” to recommending others take the KACES-20 as a brief online e-health 

intervention to learn more about ACEs.  

See Table 11. 

Table 11. KACES-20 Recommendation (N = 292) 
 N % 
Would you recommend taking the Knowledge of Adverse Childhood Experiences Survey 
(KACES-20)—with all TRUE answers to others? (N = 292) 
1 = Yes 273 93.5 
0 = No 9 3.1 
Unsure 10 3.4 
 
 
 
4.10 Results for Research Question #10 

After watching an Adverse Childhood Experiences (ACEs) cartoon video (i.e. ACEs 
Video, 5 minutes, 43 seconds), what did they report as their dose of exposure to the video, and 
would they recommend to others watching the ACEs Video, thereby diffusing the innovation of 
learning about ACEs via a cartoon video as a brief online e-health intervention? (W-ACEs-V-
IDW-DDI-2) 
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Part X: ACEs Video Recommendation (W-ACEs-V-IDW-DDI-2). Findings showed 

that 68.2% (n =199) of respondents watched all of the ACEs video, 24.3% (n=71) watched most 

of the video, and 7.5% (n=22) watched some of the video. Some 90.8% (n = 265) indicated they 

would recommend others watch the ACEs video, as a brief online e-health intervention to learn 

more about ACEs. Of note, no participants indicated watching none of the video. 

See Table 12. 

 

          Table 12. Adverse Childhood Experiences Video Recommendation (N = 292)   
 N % 
1 – Answer this question, please: (N = 292) 
3 = I watched all of the video 199 68.2 
2 = I watched most of the video 71 24.3 
1 = I watched some of the video 22 7.5 
 
2 – Would you recommend watching the Adverse Childhood Experiences Video (ACEs 
VIDEO) to others? (N = 292) 
1 = Yes 265 90.8 
0 = No 9 3.1 
Unsure 18 6.2 
________________________________________________________________________ 

4.11 Results for Research Question #11 

When comparing their ratings for their (a) level of knowledge for and (b) self-efficacy for 
being able to recognize Adverse Childhood Experiences (ACEs) for before taking the Knowledge 
of Adverse Childhood Experiences Survey (KACES-20) and watching the Adverse Childhood 
Experiences Video (ACEs Video) versus after watching them, was there a significant difference 
in those ratings? (RKACEs-BAT-KACES-20-ACE-V-4) 
 
 

Part XI: Rating ACEs Knowledge and Self-Efficacy Before and After KACES-20 

and ACEs Video (RKACEs-BAT-KACES-20-ACE-V-4).  Paired t-tests permitting comparing 

self-ratings for level of knowledge (Scale A) for before versus after taking the KACES-20; and, 

for self-ratings of self-efficacy (Scale B for before versus after taking the KACES-20.  
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For Scale A,  findings showed statistically significant differences (t = -16.295, df = 291, p 

= .001) in the paired sample t-tests comparing self-ratings for level of ACEs knowledge before 

taking the KACES-20 survey and watching the ACEs video (mean = 3.49, SD = 1.191) versus 

after doing so (mean = 4.82, SD = 0.970), indicating increased self-ratings for level of ACEs 

knowledge after taking the KACES-20 survey and watching the ACEs video. 

For Scale B, findings showed statistically significant differences (t = -14.654, df = 291, p 

= .001) in the paired sample t-tests comparing self-ratings for self-efficacy for being able to 

recognize when a child or adolescent is experiencing ACEs for before taking the KACES-20 

survey and watching the ACEs video (mean = 3.77, SD = 1.302) versus after doing so (mean = 

4.97, SD = 0.926), indicating increased self-ratings for self-efficacy for being able to recognize 

when a child or adolescent is experiencing ACEs. 

 See Table 13 and Table 14. 

 

Table 13. Adverse Childhood Experiences Knowledge and Self-Efficacy (N = 292) 
 N % 
SCALE A: Knowledge Self-Rating   
1 – BEFORE I answered the True-False questions about ACEs and watched the ACEs 
cartoon video, I would rate what I knew about ACEs as follows: (N = 292) 

 
1 = Very Poor 8 2.7 
2 = Poor 59 20.2 
3 = Fair 82 28.1 
4 = Good 80 27.4 
5 = Very Good 51 17.5 
6 = Excellent 12 4.1 
[Mean knowledge level = 3.49; SD = 1.191; Min = 1; Max = 6]   
2 – AFTER I answered the True-False questions about ACEs and watched the ACEs 
cartoon video, I would rate what I knew about ACEs as follows: (N = 292) 
1 = Very Poor 0 0 
2 = Poor 4 1.4 
3 = Fair 21 7.2 
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4 = Good 82 28.1 
5 = Very Good 103 35.3 
6 = Excellent 82 28.1 
[Mean knowledge level = 4.82; SD = 0.970; Min = 2; Max = 6]   
   
SCALE B: Self-Efficacy Self-Ratings   
1 – BEFORE I answered the True-False questions about ACEs and watched the ACEs 
cartoon video, I would rate my level of confidence for being able to recognize when a child 
or adolescent was experiencing an ACE as follows: (N = 292) 
1 = 0% Confident 11 3.8 
2 = 20% 42 14.4 
3 = 40% 75 25.7 
4 = 60% 60 20.5 
5 = 80% 83 28.4 
6 = 100% Confident 21 7.2 
[Mean self-efficacy level = 3.77; SD = 1.302; Min = 1; Max = 6]   
2 – AFTER I answered the True-False questions about ACEs and watched the ACEs 
cartoon video, I would rate my level of confidence for being able to recognize when a child 
or adolescent was experiencing an ACE as follows: (N = 292) 
1 = 0% Confident 0 0 
2 = 20% 1 0.3 
3 = 40% 24 8.2 
4 = 60% 54 18.5 
5 = 80% 117 40.1 
6 = 100% Confident 96 32.9 
[Mean self-efficacy level = 4.97; SD = 0.936; Min = 2; Max = 6]   
 

 

           Table 14. Comparison of Knowledge and Self-Efficacy Before and After KACES-20 
and ACEs Video (N = 292) 

                                                             Before Versus After           Paired t-tests   
                                                     KACES-20 and ACEs Video   
 N M SD T df p 
Knowledge    -16.295 291 .001*** 
Before KACES-20 and ACEs Video 292 3.49 1.191    
After KACES-20 and ACEs Video 292 4.82 0.970    
       
Self-Efficacy    -14.654 291 .001*** 
Before KACES-20 and ACEs Video 292 3.77 1.302    
After KACES-20 and ACEs Video 292 4.97 0.936    
*p<.05, **p<.01, ***p<.001        
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Note: All p values above .05 are considered non-significant, and only those below .05 are 
considered statistically significant.  
 
 
4.12 Results for Research Question #12 

After taking the Knowledge of Adverse Childhood Experiences Survey (KACES-20) and 
watching the Adverse Childhood Experiences Video (ACEs Video), did they report experiencing 
any ACEs for the period of their childhood or adolescence—and if, so, how did they rate the 
severity of it? (SA-ACEs-1) 
 
 

Part XII: Self-Assessment for Having Experienced ACEs Scale (SA-ACEs-1). 

Regarding whether respondents reported experiencing any ACEs during their childhood after 

taking the KACES-20 and watching the ACEs video, 94.6% (n = 276) indicated that “yes,” they 

did experience ACEs during childhood or adolescence. In particular, 29.5% (n=86) had 

experienced a moderate level and 36% (n = 105) a severe to very severe level of ACEs during 

childhood or adolescence.  

See Table 15. 

 

Table 15: Self-Assessment of Having Experienced ACEs (N = 292) 

 N % 
Do you think you experienced any ACEs during your childhood or adolescence? (N = 292) 
0 = No 16 5.5 
1 = Yes, a very mild level 85 29.1 
2 = Yes, a moderate level 86 29.5 
3 = Yes, a severe level 75 25.7 
4 = Yes, a very severe level 30 10.3 
 
 
 
4. 13 Results for Research Question #13 

Were there any significant relationships between selected independent variables and the 
study outcome variable of having experienced ACEs at a higher level of severity?  
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Part XIII: Independent t-tests Comparing Groups on the Outcome Variable of 

Having Experienced ACEs at a Higher Level of Severity. Five groups were compared on the 

outcome variable of having experienced ACEs at a higher level of severity (Bonferroni 

Adjustment Significance level: .05/5, p = .01 for p < .01). The following was significant: 

• When comparing survey respondents who were female (mean = 1.88, SD = 0.996) to 
those who were male (mean = 2.27, SD = 1.162), there was a significant difference (t 
=    -2.936, df = 241.9, p = .004), where males had experienced ACEs at a 
significantly higher level of severity. 
 
 
See Table 16. 
 
 
 

           Table 16. Independent T-tests Comparing Groups on the Higher  
ACEs Severity Outcome Variable 

 
                                                         Higher ACEs Severity                   Independent t-tests 

 N M SD T df p 
Gender    -2.936 241.9 .004** 
Female 163 1.88 0.996    
Male 124 2.27 1.162    
Marital Status (Has Partner)    -0.220 290 .826 
No 96 2.04 1.065    
Yes 196 2.07 1.098    
Children      -1.348 243.1 .179 
No 104 1.95 0.969    
Yes 188 2.12 1.143    
Born in US     0.232 290 .817 
No 54 2.09 1.170    
Yes 238 2.05 1.068    
COVID-19 Diagnosis     -1.387 290 .167 
No 31 1.81 1.014    
Yes 261 2.09 1.092    
*p<.05, **p<.01, ***p<.001 Bonferroni Adjustment Significance (.05/5, p = .01)  
Note: All p values above .01 are considered non-significant, and only those below .01 are 
considered statistically significant.  
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Pearson’s Correlations Examining Associations with the Outcome Variable of 

Having Experienced ACEs at a Higher Level of Severity. Correlations between 28 

independent variables were examined with the primary outcome variable of having experienced 

ACEs at a higher level of severity (Bonferroni Adjustment Significance level:.05/28, p = .002 

for p < .002). Significant correlations showed that the higher the level of severity of having 

experienced ACEs, then the:  

• Darker the skin color of an individual (r = 0.246, p = .000)  
• Higher the number of medical conditions (r = 0.297, p = .000)   
• Lower the rating for mental health (r = -0.446, p = .000)  
• Higher the level of racism-related stress due to being Latinx (r = 0.603, p = .000)  
• Higher the level of toxic stress in childhood/adolescence (r = 0.664, p = .000) 
• Higher the level of toxic stress in past year (r = 0.587, p = .000)  
• Higher the level of depression in childhood/adolescence (r = 0.594, p = .000) 
• Higher the level of depression in past year (r = 0.552, p = .000) 
• Higher the level of anxiety in childhood/adolescence (r = 0.546, p = .000) 
• Higher the level of anxiety in past year (r = 0.519, p = .000) 
• Higher the level of trauma in childhood/adolescence (r = 0.603, p = .000) 
• Higher the level of trauma in past year (r = 0.520, p = .000) 
• Higher the level of mental distress in childhood/adolescence (r = 0.679, p = .000) 
• Higher the level of mental distress in past year (r = 0.616, p = .000) 
• Higher the receipt of counseling past year (r = 0.250, p = .000)  
• Higher the level of knowledge on KACES-20  (r = 0.428, p = .000)  
• Higher the dose of exposure/extent of watching ACEs video (r = 0.274, p = .000)  
• Higher the self-rating of knowledge of ACEs post-video (r = 0.389, p = .000)  
• Higher the self-rating of self-efficacy for ability to recognize ACEs in 

children/adolescents post-video (r = 0.371, p = .000)  
• Higher the risk of providing socially desirable responses (r = 0.391, p = .000)  

 
See Table 17. 
 
 
 

        Table 17. Correlations for Selected Independent Variables with Higher ACEs Severity 
                                                                                                                      Higher ACEs Severity 

                                                                                               Pearson’s     R               p 
Selected Variables   
Age  0.077 .192 
Skin Color  0.246 .001*** 
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4.14 Results for Research Question #14 

What were the significant predictors of each of the study outcome variable of having 
experienced ACEs at a higher level of severity?  
 

For the purposes of this study, the outcome variable of interest was having experienced 

ACEs at a higher level of severity, which was explored via backward stepwise regression 

analysis, while controlling for socially desirable responses. 

Income  0.029 .628 
Education -0.005 .927 
Medical Conditions  0.297               .001*** 
Physical Health -0.148       .011* 
Mental Health -0.446             .001*** 
BMI  0.160       .006** 
Race-related Stress Due to Being Latinx  0.603 .001*** 
Toxic Stress in Childhood/Adolescence  0.664 .001*** 
Toxic Stress in Past Year  0.587 .001*** 
Depression in Childhood/Adolescence  0.594 .001*** 
Depression in Past Year  0.552 .001*** 
Anxiety in Childhood/Adolescence  0.546 .001*** 
Anxiety in Past Year  0.519 .001*** 
Trauma in Childhood/Adolescence  0.603 .001*** 
Trauma in Past Year  0.520 .001*** 
Mental Distress in Childhood/Adolescence  0.679 .001*** 
Mental Distress in Past Year  0.616 .001*** 
Received Counseling in Childhood/Adolescence  0.173       .003** 
Received Counseling in Past Year  0.250 .001*** 
KACES-20 Score/Knowledge of Adverse Childhood Experiences (ACEs)  0.428 .001*** 
Dose of Exposure/Extent of Watching ACEs Video  0.274 .001*** 
Self-Rating of Knowledge of ACEs Pre-video (before watching)  0.099        .095 
Self-Rating of Self-Efficacy for Ability to Recognize ACEs in 
Children/Adolescents Pre-video (before watching) 

 0.085       .146 

Self-Rating of Knowledge of ACEs Post-video (before watching)  0.389 .001*** 
Self-Rating of Self-Efficacy for Ability to Recognize ACEs in 
Children/Adolescents Post-video (after watching) 

 0.371 .001*** 

Risk of Providing Socially Desirable Responses  0.391 .001*** 
*p<.05, **p<.01, ***p<.001 Bonferroni Adjustment Significance (.05/24, p = .002) 
Note: All p values above .002 are considered non-significant, and only 
those below .002 are considered statistically significant.  
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Independent variables. After reviewing descriptive statistics, including dichotomizing 

some variables where indicated (e.g., if has children or not), the following 23 independent 

variables were selected for inclusion in the backwards stepwise regression model: 1-gender; 2- 

if have partner (yes/no—dichotomous variable); 3-children (yes/no—dichotomous variable); 4-

US born (yes/no—dichotomous variable); 5-had COVID-19 in past 2 years (yes/no—

dichotomous variable); 6-age (continuous variable); 7-skin color (continuous variable); 8-annual 

household income (continuous variable); 9-education (continuous variable); 10-medical 

conditions (yes/no—dichotomous variable); 11-physical health status (continuous variable); 12-

mental health status (continuous variable); 13-Body Mass Index (BMI—continuous variable); 

14-race-related stress due to being Latinx (continuous variable); 15-toxic stress in 

childhood/adolescence (continuous variable); 16-mental distress in childhood/adolescence 

(continuous variable); 17- mental distress in past year (continuous variable); 18-if received 

counseling in childhood (yes/no—dichotomous variable); 19- if received counseling in past year 

(yes/no—dichotomous variable; 20-knowledge of Adverse Childhood Experiences/score on 

KACES (continuous variable); 21-dose of exposure/extent watched ACEs video (continuous 

variable); 22-self-rating of knowledge of ACEs pre-video (continuous variable); 23- self-rating 

of self-efficacy for ability to recognize ACEs in children/adolescents pre-video (continuous 

variable) 

Part XIV: Backwards stepwise regression. The model began with the above list of 23 

independent variables in one regression model—in recognition of the risk of overfitting the 

model, while using the p < .05 significance level. Each time the model was re-run, the variable 

with the weakest association with the outcome variable (i.e., having experienced ACEs at a 

higher level of severity) was removed. The backward stepwise program repeated the elimination 
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process, doing so until only those variables that were statistically significant were left in the 

regression model. 

Pace (2008) had criticism about the “automatic variable selection with stepwise logistic 

regression” (p.1775). The “automatic variable selection process adds (forward selection) and/or 

removes (backward elimination) covariates” which may very well lend to type 1 errors in the 

final analysis (p. 1776). While the process consists of a stop rule once no additional covariates 

are introduced or eliminated from the data set, the matter of credibility still arises. It is 

anticipated that several misleading correlations will happen by chance. Thus, there is hesitancy 

among epidemiologists to use the backward stepwise regression approach (Pace, 2008, p.1777). 

 

Controlling for social desirability 

 The “risk of providing socially desirable responses” variable was forced into the model 

as a control variable, regardless of the significance level. This decision was made to effectively 

control for social desirability within the regression model. 

 

Backward stepwise regression results 

The results of the backwards stepwise regression for this study generated the following, 

while controlling for social desirability, finding having experienced ACEs at a higher level of 

severity was significantly predicted by: 

• Male gender identity (B = 0.171, p = .039)  
• Higher level of race-related stress due to being Latinx (B = 0.086, p = .000)  
• Higher level of toxic stress in childhood/adolescence (B = 0.184, p = .000) 
• Higher mental distress in childhood/adolescence (B = 0.323, p = .000) 
• Higher mental distress in past year (B = 0.154, p = .007) 
• Higher level of knowledge on the KACES-20 (B = 0.033, p = .000)  

 
It was found that, according to this model, 62.2% of the variance was predicted (R2 = 

0.655, Adjusted R2 = 0.622) by the factors above. 



89 
 

See Table 18. 

Table 18. Backwards Stepwise Regression Predicting Higher ACEs Severity 
Variables       B   SE of B      P 
Male Gender Identity    0.171 0.083 .039* 
Higher Race-Related Stress Due to Being Latinx    0.086 0.024 .000*** 
Higher Toxic Stress in Childhood/Adolescence    0.184 0.053 .000*** 
Higher Mental Distress in Childhood/Adolesc.    0.323 0.063 .000*** 
Higher Mental Distress in Past Year    0.154 0.056 .007** 
Higher Knowledge of Adverse Childhood 
Experiences (ACEs)/Higher Score on KACES-20 

   0.033 0.009 .000*** 

*p<.05, **p<.01, ***p<.001; R2 (0.631); Adjusted R2 (0.622) – meaning 62.2% of variance was 
explained by this model  
F = 66.968, p < .000  
 
 
4.15Conclusion 

This chapter has presented the results of data analyses through text and tables. The 

following, Chapter V will present a discussion of the results, along with implications, 

recommendations, limitations, and a study conclusion. 
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Chapter 5: Discussion, Implications, Recommendations, Conclusion 
 

This chapter will present a discussion of findings, implications of the findings, and 

recommendations for future research. The limitations of this study and the conclusion will 

also be included in this chapter. 

 

5.1 Discussion of Results 

Discussion of Findings on Demographic Characteristics 

This online cross-sectional research study used email, text invitations and social media 

recruitment strategies to investigate Hispanic/Latinx populations by offering a novel approach 

for assessment of ACEs in a way that aimed to avoid discomfort and re-traumatization of 

participants. The study addressed the urgent need to focus on the Hispanic/Latinx population 

within the field of study and prevention of ACEs.  

The online convenience sample (n =292) included 98.6% (n=288) who self-identified as 

Hispanic/Latinx adults with 55.8% female (n = 163), having a mean age of 33.31years (SD = 

10.843, min = 18, max = 73). Most were married (64.4%, n = 188), employed (80.5%, n = 235), 

and U.S. born (81.5%, n=238). To be born in the U.S. versus  born in a foreign country is 

important to consider in ACEs research. The literature is robust in detailing that “immigrants’ 

health outcomes change as they age in the U.S,” typically getting worse with more time in the 

U.S. (Hamilton & Hagos, 2021, p.14).  

 

Discussion of Findings on Physical Health 

 Additional findings from the present study provided a depiction of their physical health 

status. The most common disease reported was hypertension/high blood pressure (28.8%, n = 

84). Rodriguez-Miguelez et al. (2022) indicated there is strong evidence that “supports a link 
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between childhood adversity” and “ischemic heart disease, hypertension, or atherosclerosis” (p. 

6). This is a concerning finding, since heart disease continues to be the number one cause of 

mortality in the U.S. (CDC, 2022). Previous research has associated cardiac disease with toxic 

stress (Alvarez et al., 2022; Scott et al., 2021).  

Also, in this study, a large number (86%, n = 251) currently have or had COVID-19 in 

the past two years. This reflects how the pandemic impacted Hispanic/Latinx communities and 

other diverse groups in unprecedent numbers. In fact, during the peak (June 2020) of the 

pandemic, it was reported “Latinxs have death rates approximately” two “times higher than 

Whites” (Garcia et al., 2021, p. e76). Radcliffe (2023) collected data with a Black (n=470) 

sample of adults (using the same health measure as in this study), in a study within the same 

genre that tested knowledge of U.S. physical activity and dietary guidelines—and the test had all 

“true” answers, as in this study. The Radcliffe (2023) data was collected at the same point in the 

U.S. pandemic as the present study: i.e. Spring 2023. Radcliffe (2023) found 68.5% (n=322) 

currently have or had COVID-19 in the past two years, as a lower rate than found in the present 

study. 

Many of the participants evaluated their current physical health in this study as very poor 

to fair (70.2%, n = 205). The mean rating for physical health in this study for the Hispanic/Latinx 

sample was 2.86 (SD = 1.097, min = 1, max = 5), or between poor and fair, but closest to fair. In 

comparison, with a Black sample, Radcliffe (2023) found 30.9% rated their current physical 

health as fair; and, the mean rating of physical health was 3.21 (SD=1.11, Min 1, Max 5) for 

closest to fair.   

 

 

Discussion of Mental Health Findings  
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Current mental health in this study was rated very poor to fair (69.8%, n = 204). Using 

the same tool, Radcliffe (2023) found a lower 58.5% rated their mental/emotional health 

currently as poor to fair. Aviles (2022) found a lower 39.7% rated their mental/emotional health 

as poor to fair, using a sample of public health professionals that was 58% Black/African 

American (n = 282), 16.5% Hispanic/Latino/Latinx (n = 30), and 10.7% Asian (n = 52) [i.e., 

BIPOC, Black, Indigenous, People of Color], while at an earlier stage of the pandemic, 

collecting data in Spring 2022.  

Aviles (2022) sought to predicts factors associated with burnout, while using the same 

scale as in this study to assess depression, anxiety and trauma—and also including insomnia.  

In the present study, when combining depressing, anxiety and trauma, there was a moderate level 

of mental distress in the past year with a mean of 1.94 (SD = 1.023; min = 0.0; max = 4.0)  

Aviles (2022) found a lower mean of 1.3 (SD = 1.888, min = 0, max = 4) for closest to a mild 

level of overall mental distress. More specifically, in the present study the Hispanic/Latinx 

sample for the past year had 83.1% reporting depression, 89.7% anxiety, and 81.1% trauma. 

With a BIPOC sample, Aviles (2022) found somewhat lower rates for in the past year, as 80% (n 

= 389) experienced insomnia, 68.5% depression, 81.7% anxiety, and 61.3% (n = 298) trauma.  In 

the present study, 53.4% of respondents (n = 156) indicated that they had received counseling 

during the past year. Similarly, Aviles (2022) found 59.3% of BIPOC public health professionals 

received counseling during the past year. 

In this study, for during childhood/adolescence, 82.6% reported depression, 87% anxiety, 

and 86.2% trauma; and, 54.1% of respondents (n = 158) indicated that they had received 

counseling during childhood or adolescence. These findings are noteworthy, since it has been 
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found that “cumulative ACE exposure” is “associated with severity of depression symptoms, 

anxiety symptoms, and suicidality” (Kaminer et al., 2022, p.1).  

Bravo et al. (2021) discussed the “Hispanic Immigrant Health Paradox [i.e. arrive in the 

U.S. with lower rates of mental health disorders] as it relates to depression” (p.1). However, the 

present study sample had 81.5% born in the U.S.—helping to explain the high rates of 

depression, anxiety and trauma. 

Using a new scale created for first-time use in this study, findings showed toxic stress 

was closest to moderate levels in the past year and during childhood/adolescence. When 

combining the categories of (2) moderate level, (3) severe level, and (4) very severe level, 63.6% 

(N=186) experienced these levels of toxic stress during childhood and adolescence; and, 66.1% 

(N=193) experienced such toxic stress in the past year. These high rates of toxic stress are 

concerning, given how Sonu et al (2019) warned that toxic stress after childhood adversity can 

be pervasive throughout the lifespan and can affect brain development and equilibrium of the 

immune and endocrine systems—among other health issues, including the development of 

depression (p.167). 

 

Discussion of Findings on Race-Related Stress 

Using a tool first introduced in a study by Spellman (2022), the present study found the 

Hispanic/Latinx sample experienced a moderate level of race-related stress (mean=5.6, SD = 

2.381, min = 0, max = 10) specifically due to their Hispanic/Latinx identity, such as 

discrimination or being treated unfairly. For example, in this study, 9.9% (n=29) reported level 

“6” race-related stress due to being Hispanic/Latinx, 14.4% (n =42) reported a level “7” for this 

stress, 19.2% (n=56) reported level “8” for this stress; and, when combing level 6 to level 10 for 
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race-related stress for being Hispanic/Latinx,  52% (n=152) endorsed these ratings.  Spellman 

(2022) had a BIPOC sample (n=287) that was 65.5% Black/African American (n = 188), 20.6% 

Hispanic/Latino/Latinx (n = 59), 6.6 % Asian (n = 19) who reflected on their high school 

experiences to predict school-based microaggressions—while first using the new one-item 

measure of race-related stress. Spellman (2022) reported a similar mean of 5.71 (SD = 2.901, 

min = 0, max= 10) for a moderately high level of stress related to race; and, on the scale of 0 to 

10, 13.6% (n=39) reported level “6” race-related stress, 18.1% (n =52) reported a level “7” for 

race-related stress, and 15% (n=43) reported level “8” for race-related stress. 

This study’s findings are also consistent with those in Lapp et al.’s (2019) study where 

the analysis found a significant association between stress and discrimination. Also, Wilcox et al 

(2021) discussed how Latinx and African American groups, in particular, experience 

discrimination and racism, which could enhance the effects of ACE exposure. While differing 

from the standard ACEs, it was reported that the “most prevalent ACEs described were racism, 

discrimination, bullying” and existing mental illness (Wilcox et al., 2021, p. 4).  Thus, this study 

is important in including an investigation of racism-related stress as potential factors impacting 

the present study sample. 

 

Discussion of Findings on the ACE Knowledge Test and ACE Video   

This study was within a Research Group on Disparities in Health (RGDH) genre of 

studies (e.g. Aiyedun, 2014; Afram, 2019; Gallop, 2021; Gunpot-Williams, 2021; Ford, 2021; 

Radcliffe, 2023; Mutis, 2023) that develop and evaluate the innovation of a true-false test with 

all “true” answers as a brief online e-health intervention intended to increase knowledge on a 

topic relevant to health disparities (e.g. Aiyedun, 2014; Afram, 2019; Gallop, 2021; Gunpot-

Williams, 2021; Ford, 2021; Radcliffe, 2023; Mutis, 2023); typically after taking the test it is 
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disclosed that all answers were “true.” This study specifically followed Aiyedun (2014) in using 

both a true-false test and an animated cartoon video, while other RGDH have also used animated 

cartoon videos (e.g., Villafana, 2019; Alrqiq, 2020).  

In this study, there was the development of the Knowledge of Adverse Childhood 

Experiences Survey (KACES-20), while the evaluation found the Hispanic/Latinx sample had a 

moderate level of knowledge of ACES (mean=13.44, SD = 5.117, min = 0, max = 20).  

Key knowledge deficits involved not knowing the long-term risks of ACEs for 

developing as an adult type 2 diabetes, cancer, and high blood pressure. This highlights the 

importance of using the KACES-20 and ACES video to increase knowledge in these areas. There 

is a need for increased awareness regarding what Sonu et al. (2019) describe as “associations 

between childhood adversity and poor health outcomes in adulthood” (p. 164). A body of 

research showed that “individuals who reported four or more ACEs” had a higher incidence of 

diseases identified, such as diabetes, depression, COPD, cardiovascular disease and prediabetes 

(Sonu et al., 2019, p.167). 

After taking the KACES-20 and it being disclosed that all answers were “true,” 93.5% (n 

= 273) indicated “yes” to recommending others take the KACES-20 as a brief online e-health 

intervention to learn more about ACEs. Secondly, using a video on YouTube available in the 

public domain, for dose of exposure, findings showed 68.2% watched all of the ACEs video, 

24.3% watched most of it, and 7.5% watched some of the video. Some 90.8% (n = 265) indicated 

they would recommend that others watch the ACEs video, as a brief online e-health intervention 

to learn more about ACEs. This high level of willingness to diffuse the innovation of learning 

about ACEs via a knowledge test with all “true” answers and via an animated cartoon video was 

anticipated.  



96 
 

This study’s findings are comparable to prior findings within this genre of research. For 

example, with a diverse sample of men, Aiyedun (2014) developed and evaluated an HIV 

window period knowledge test, finding a moderately high level of knowledge (mean=34.50, SD= 

12.495, Min 5, Max 51). Some 87% watched all of the video, and 77.9% rated the video as 

excellent—while diffusion of the innovation was not explored by Aiyedun (2014). Afram (2019), 

using a sample of Black men, evaluated a prostate cancer awareness knowledge test, reporting a 

moderately high level of knowledge with 90.2% indicating “yes” they would recommend it to 

others. Gallop’s (2021) diverse sample of mothers of children with asthma had 77.4% 

recommending the asthma knowledge tests to other mothers. Williams-Gunpot (2021), with a 

sample of Black men and women, found excellent knowledge on a COVID-19 knowledge test 

with 83.8% recommending it to others; and, using the same COVID-19 knowledge test with a 

sample of Hispanic/Latinx men and women, Ford (2021) found very high knowledge of COVID-

19 with 80.2% recommending the test to others. Radcliffe ( 2023) had a Black male and female 

sample who took a knowledge of physical activity and dietary guidelines test, finding a moderate 

level of knowledge with 89.4% recommending it to others. Villafana (2019) found in sample that 

included both English speaking and Spanish speaking parents that after parents watched a 

cartoon video on HPV vaccination of children, 94.8% rated the video good/very good/excellent, 

and 80.3% would recommend the video to other parents—while 9.8% did not offer a 

recommendation since they had not watched all of the cartoon video. Alrqiq (2020) found with a 

diverse sample of parents who watched a cartoon video on oral health care for children that 92% 

recommended the video to other parents. Thus, the present study adds to the existing literature on 

the value of using both a knowledge test with all “true” answers and an animated video as brief 
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online interventions for increasing knowledge, as an innovation that is typically recommended 

for diffusion to others. 

  

Discussion of Findings Using Paired T-Tests 

Using paired t-tests, findings showed statistically significant differences (p = .001) for 

self-ratings of level of ACEs knowledge before taking the KACES-20 survey and watching the 

ACEs video versus after doing so, indicating increased self-ratings for level of ACEs knowledge 

after taking the KACES-20 survey and watching the ACEs video. Similarly, findings showed 

statistically significant differences (p = .001) for self-ratings for self-efficacy for being able to 

recognize when a child or adolescent is experiencing ACEs for before taking the KACES-20 

survey and watching the ACEs video versus after doing so, indicating increased self-ratings for 

self-efficacy for being able to recognize when a child or adolescent is experiencing ACEs. These 

increases were anticipated findings. 

The pattern of increased self-ratings for knowledge and self-efficacy when comparing the 

before versus after video-viewing self-ratings was also found in other studies. For example, 

Aiyedun (2019) only examined self-efficacy, in this regards, finding it significantly increased (p 

< .001) for performing HIV prevention behaviors from before to after taking the HIV window 

period knowledge test and watching the video. Afram (2019) found both self-ratings of 

knowledge of prostate cancer (p < .000) and self-efficacy for prostate cancer screen and talking 

to a doctor about prostate cancer (p < .000) increased from before to after taking the prostate 

cancer knowledge test. And, this same pattern is replicated in studies by Williams-Gunpot 

(2021), Ford (2021), Radcliffe (2023), and Mutis (2023). 

The present study replicates prior research indicating that an animated cartoon video can 

serve as an effective brief online e-health intervention that positively impacts knowledge and 
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self-efficacy. For studies using an animated cartoon video, as in Alrqiq (2020), findings showed 

the same pattern as found in this study of significant increases (p < .000) when comparing the 

before video viewing versus after video viewing self-ratings of (1) knowledge and (2) self-

ratings of self-efficacy to ensure children engage in three recommended oral healthcare 

behaviors. Also, Villafana (2019) found significant increases (p < .000) in parents’ self-ratings of 

knowledge and self-efficacy for talking to a provider about the HPV vaccination for children 

when comparing their before versus after video-viewing ratings.  

 

Discussion of Findings on Significant Relationships Among Variables 

For the study outcome variable, regarding whether respondents experienced ACEs during 

childhood/adolescence—after taking the KACES-20 and watching the ACEs video, 94.6% (n = 

276) indicated that “yes,” they did experience ACEs during childhood or adolescence. This 

single-item assessment seems valid and reliable, given participants had completed the KACES-

20, watched the ACEs video, and indicated statistically significant increases after having done so 

for their knowledge of ACEs and self-efficacy for the ability to recognize when a child or 

adolescent is experiencing ACEs. Thus, this study introduces a new way to assess the prevalence 

of ACEs that appears to avoid being intrusive, overstimulating, or retraumatizing. 

At the same time, using this self-assessment of whether or not one experienced ACEs in 

childhood or adolescence as an outcome variable demonstrated value in producing meaningful 

findings. Specifically, 29.5% (n=86) experienced ACEs in childhood or adolescence of moderate 

level severity, and 36% (n = 105) at a severe to very severe level. This variability in the single 

item outcome variable permitted further bivariate and multivariate analyses. 
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Noteworthy were many strong and positive correlations found between a higher severity 

of ACEs in childhood/adolescence and: a higher the level of toxic stress in 

childhood/adolescence (r = 0.664, p = .000); higher level of toxic stress in past year (r = 0.587, p 

= .000); higher level of depression in childhood/adolescence (r = 0.594, p = .000); higher level of 

depression in past year (r = 0.552, p = .000); higher level of anxiety in childhood/adolescence (r 

= 0.546, p = .000); higher level of anxiety in past year (r = 0.519, p = .000); higher level of 

trauma in childhood/adolescence (r = 0.603, p = .000); higher level of trauma in past year (r = 

0.520, p = .000); higher level of mental distress in childhood/adolescence (r = 0.679, p = .000); 

and, a higher level of mental distress in past year (r = 0.616, p = .000). 

Further, the backwards stepwise regression, while controlling for social desirability, 

found that having experienced ACEs at a higher level of severity was significantly predicted by: 

male gender identity (B = 0.171, p = .039), higher level of race-related stress due to being Latinx 

(B = 0.086, p = .000), higher level of toxic stress in childhood/adolescence (B = 0.184, p = .000), 

higher mental distress in childhood/adolescence (B = 0.323, p = .000), higher mental distress in 

past year (B = 0.154, p = .007), and a higher level of knowledge on the KACES-20 (B = 0.033, p 

= .000). Male gender was not an anticipated finding, while the other significant predictors were 

anticipated findings. 

Independent t-tests showed, as did the regression, findings for male gender. Statistically 

significant findings showed that males experienced more severe ACEs in childhood/adolescence 

compared to females with this Hispanic/Latinx sample. While some research has identified 

females as being affected by ACEs more than males (Cunradi, et al.2020), others have stated that 

only certain, limited outcomes are noted to be different when looking at females versus males 

who have endured ACEs (Grigsby, et al., 2020). Still, the National Center for Injury Prevention 
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and Control, Division of Violence Prevention (2022) confirms that women and certain 

ethnic/racial minorities are at greatest risk for ACEs. The findings in this study with a 

Hispanic/Latinx sample reinforce how ethnic/racial minorities are at great risk. 

Also noteworthy are the relationships found between a higher severity of ACEs in 

childhood/adolescence and: higher levels in the past year as an adult for race-related stress due 

to being Hispanic/Latinx, and adult higher levels of toxic stress, depression, anxiety, trauma, and 

mental distress--which support prior research. And, also noteworthy and supporting prior 

research are findings from the regression on significant predictors of higher severity of ACEs in 

childhood/adolescence being higher race-related due to being Hispanic/Latinx (now as an adult) 

and higher mental distress in the past year (now as an adult).  Prior research has confirmed that 

ACEs across the lifespan “were related to persistently elevated levels of depressive symptoms” 

in the adults studied (Lob et al. 2022, p. 2260). The findings in this study also add to evidence 

that is accumulating regarding how ACEs contribute “to poor adult health outcomes” (Wilcox et 

al., 2021, p. 2).  Also, it was noted how “ACEs are more predictive of mental health outcomes,” 

especially when connected with the frequency of exposure to ACEs (Bond et al., 2021, p. 411). 

Also, prior research suggested how the “experience of ethnic discrimination is harmful for Latinx 

emerging adults” (Hagiwara et al. 2021, p.195). The research helps to fill a gap in the literature 

where research into ACEs has lacked an examination of how racial/ethnic discrimination may 

play a role in adults’ lives (e.g., Maguire-Jack et al., 2020). 

 
5.2 Implications and Recommendations 
 
 This study was unique and timely in filling gaps in the literature by meeting emergent 

needs. There was a need to conduct research with an Hispanic/Latinx sample, as they are part of 

the largest minority group in the U.S., while growing, yet neglected in research on ACEs (Ochoa 
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et a, 2021). ACEs research largely focuses on White adults, despite Hispanics and other ethnic 

minority groups being disproportionately represented among those with ACEs (Hagan et al, 

2021). This study has helped to close this gap in the literature, suggesting how future grant-

funded research needs to replicate this study with a larger nationally representative sample that is 

Hispanic/Latinx. 

Further, there was a need for research that appreciated the unique stressors impacting 

Hispanic/Latinx populations, given experiences of discrimination and racism which may 

contribute to ACEs, as a neglected area in research (Wilcox et al, 2021). There was also a need 

to focus on stress impacting Hispanic/Latinx immigration populations as contributors to ACEs 

(Grest et al. 2021). Implications and recommendations that follow from this study’s findings 

include how future research needs to focus on toxic stress and race-related stress due to being 

Hispanic/Latinx and related discrimination—ideally, using the short tools used in the present 

study. Such future grant-funded research with a large nationally representative sample needs to 

ensure inclusion of immigrants, since over 80% of this study’s sample were born in the U.S. To 

accomplish such a research goal, the surveys would have to be translated into Spanish, as would 

the ACE video.  

Also identified in the literature was a need to acknowledge limitations in the existing 

ACEs surveys, which fail to account for the duration or severity of an individual’s ACEs 

(Mendal et al., 2021). Prior surveys also involved difficulties for study participants, since ACEs 

surveys may cause discomfort by uncovering traumatic information as individuals answer 

questions and are at risk for re-traumatization (Abbot & Slack, 2021; Mendel et al., 2021). Thus, 

in response to these issues, this study introduced a new way to assess the prevalence of ACEs so 

as to avoid being intrusive, overstimulating, or retraumatizing. Also, the new methodology for 
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assessing ACEs involved a single question that permitted the self-assessment of the severity of 

the ACEs experienced in childhood or adolescence; most importantly, this self-assessment 

occurred after participants were educated about ACEs via a true-false test with all “true” 

answers, watched an animated cartoon video about ACEs, and then self-rated themselves as 

having significantly improved in their knowledge of ACEs and in self-efficacy for the ability to 

recognize when ACEs were happening to children/adolescents. Thus, the outcome variable based 

on a single question for self-assessment of the severity of the ACEs experienced in childhood or 

adolescence seemed to be a valid, reliable, and useful measure for use in bivariate and 

multivariate analyses. This single-item self-rating and study methodology represents an 

important contribution to the literature; and, both the tool and methodology should be followed 

in future research, since it can account for severity of an individual’s ACEs and avoids causing 

discomfort or re-traumatization. Both the KACES-20 and ACEs video could also be used in 

provider and practitioner settings, including having the ACE video playing in waiting rooms; 

and, the KACES-20 could be readily available as a flyer, brochure, or handout on tables or racks 

in waiting rooms. 

 The study contributes to a prior genre of studies conducted by the Research Group on 

Disparities in Health (RGDH) involving the development and evaluation of a true-false test with 

all “true” answers as brief online e-health interventions (e.g., Aiyedun, 2014; Afram, 2019; 

Gallop, 2021; Williams-Gunpot, 2021; Cruz, 2021; Radcliffe, 2023; Mutis, 2023). It also 

contributes to the additional RGDH genre of studies involving use of a cartoon video, often 

coupled with use of evaluations of knowledge (e.g. Aiyedun, 2014; Villafana, 2019; Alrqiq, 

2020—to list just a few). This study contributes important evidence that the combination of a 

true-false test with all “true” answers and a cartoon video, specifically on the topic of ACEs, has 
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value as a brief online e-health intervention. This study followed a pattern found in prior RGDH 

studies by showing evidence of being able to produce increases in both self-ratings of knowledge 

of ACEs and self-ratings of self-efficacy for the ability to recognize when ACEs are happening 

to children and adolescents. This is especially important given the current pandemic and post-

pandemic era we are entering when adverse childhood experiences (ACEs) are a global public 

health issue of great concern that are on the rise (Bryant et al, 2020; Calvano et al, 2022). With 

millions dead or disabled from COVID-19 and long COVID-19, and an untold number of 

children orphaned and at risk for abuse and neglect, the scope and impact of ACEs is unknown, 

while repercussions across the lifespan are likely and a cause for great concern. The KACES-20 

and ACEs video can play a much needed role in permitting early identification of an at-risk 

population in need of referrals for prevention and intervention and treatment.  

It becomes vital in this era to have adults with increased knowledge about ACEs and self-

efficacy for the ability to recognize when ACEs are happening to children and adolescents—so 

they can intervene, or refer them for treatment. It is also vital to have tools for use in primary 

prevention [and secondary prevention] to “reduce risk and promote health” within vulnerable 

communities (Kappel et al., 2021, p.9); and, to prevent both the short- and long-term negative 

health and social consequences of the likely increases in ACEs (Bryant et al, 2020).  

An additional need identified in the literature was for increased digital access to 

prevention interventions in the pandemic and post-pandemic era. Just as there has been a rise in 

telehealth and a focus on digital solutions during the pandemic, there may be a role for digital 

solutions post-pandemic, in order to improve health outcomes  (Blandford, et al, 2020). Thus, 

this study contributes to our understanding of the value of brief online e-health interventions for 

the global prevention of ACEs, as well as a way for increasing society members’ ACEs 
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knowledge and self-efficacy for the ability to recognize when ACEs are happening to children 

and adolescents. This study’s contribution of the Knowledge of Adverse Childhood Experiences 

Scale (KASES-20) is especially timely and important—adding to the arsenal of brief online e-

health interventions to address important health disparities and public health crises. Thus, the 

KACES-20 should be used in future research, including in a replication of this study with a large 

nationally representative sample in a grant-funded study.  

The KACES-20 and ACEs video should also be used by providers and practitioners in 

their work with patients and clients. Providers and practitioners can consider screening their 

patients and clients for ACEs, using the KACES-20 and ACEs video, followed by allowing 

clients the option to self-identify as having experienced ACEs. This can also be done in group 

therapy or community-based groups in varied settings, such as churches. There can then be the 

provision of education to patients and clients regarding how ACEs in childhood/adolescence can 

place individuals at risk later in life for type 2 diabetes, cancer, and high blood pressure. Of note, 

these were the areas of knowledge deficits that emerged in this study. Screening may lead to 

increased referrals to mental health professionals for children, adolescents, and adults. 

 Finally, the KACES-20 and ACEs video can be used in the professional education and 

continuing education of a range of providers, practitioners, public health professionals and 

workers, community health educators and workers, health education specialists, and community 

advocates. In less than 10 minutes, the KACES-20 and ACEs video could provide vital education 

to improve their ACEs knowledge and self-efficacy for the ability to recognize when ACEs are 

happening to children and adolescents. 

Other findings have important implications.  Some 52.5% presented moderately high to 

extremely high levels of race-related stress due to their Hispanic/Latinx identity, such as 
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discrimination and being treated unfairly. Some 63.6% experienced moderate to very severe 

toxic stress in childhood/adolescence, and, 66.1% in the past year. During childhood or 

adolescence, 82.6% reported depression, 87% anxiety, and 86.2% trauma. And,  83.1% reported 

depression, 89.7% anxiety, and 81.1% trauma for the past year. Despite these findings, only 

54.1% received counseling during childhood/adolescence; and, only  53.4% during the past year. 

It is important that efforts be made to increase access to and engagement in counseling and 

mental health services for the Hispanic/Latinx population—including for those who lack 

insurance, may have family members that are undocumented immigrants, and may fear 

deportation. There is an urgent need. Since some may remain distrustful and avoidant, there 

should be grant-funded programs for training bilingual peer counselors and community-based 

mental health specialists who can engage in outreach to this hard-to-reach group; they can also 

provide counseling in non-traditional community-based settings, such as churches. Also, since 

52.5% presented moderately high to extremely high levels of race-related stress due to their 

Hispanic/Latinx identity, all providers, practitioners, and other professionals and 

paraprofessionals who may interact with this population need to be trained in how to deliver 

culturally and linguistically appropriate services. 

 

5.3 Limitations of the Study 

The main study limitation is that those of lowest incomes who may have experienced 

Adverse Childhood Experiences (ACEs) at the highest levels were excluded from the study due 

to the requirement of having internet access and a digital device for participating in the study. 

Also, the study may have excluded those suffering from the highest levels of current stress, since 

those individuals may not have had the time to complete a study survey. Further, the KACES-20 
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and ACEs video have not been translated into Spanish, thereby excluded some of the most 

vulnerable and underserved members of the Hispanic/Latinx population, including non-English 

speaking and more recent immigrant arrivals—all of whom may have experienced ACEs at the 

highest levels. 

Moreover, the study used a convenience sample which is a source of selection bias. In the 

absence of a known sampling frame and probability sampling, the inherent bias in convenience 

sampling means that the sample is unlikely to be representative of the population being studied. 

This may introduce some level of sampling error and undermines generalizability from the study 

sample to the study population. Recall bias is another limitation, as the questionnaire asked 

respondents to recall their past childhood experiences. 

Other study limitations may have been the use of backward stepwise regression, 

including the potential for over-fitting. Also, the use of a study incentive (i.e., a $100 gift cards 

for use on www.amazon.com) may have attracted respondents who were motivated to complete 

the study for the possibility of receiving one of three gift cards. Results may be biased, due to the 

reasons why some people choose to take part in the survey and some did not. 

 

5.4 Conclusion 

Given the public health crisis of Adverse Childhood Experiences (ACEs) in childhood 

and adolescence, and the potential lifelong repercussion, the problem that this study addressed 

had multiple dimensions, including: 1-the need to focus on Hispanic/Latinx populations in 

research on ACEs; 2-the need to appreciate the unique stressors impacting Hispanic/Latinx 

populations (discrimination); 3-the need to consider immigrant Hispanic/Latinx stress and the 

likely higher prevalence of ACEs with more time spent in the U.S.; 4-the need to acknowledge 
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how ACEs surveys have challenges with regard to assessing Hispanic/Latinx populations, as 

ACE survey fail to consider relevant factors (discrimination, immigration); 5-the need to 

appreciate other deficits and risks in existing ACEs surveys (participant discomfort from 

questions and risk of re-traumatization); 6-need for primary prevention of ACEs in the pandemic 

and post-pandemic era; and, 7-the need for increased digital access to health care post-pandemic.  

 In an effort to address these multiple needs, this study sought to identify significant 

predictors of a high self-rating for having experienced ACEs in childhood/adolescence with a 

sample of Hispanic/Latinx adults (n=292) with 55.8% female, 81.5% U.S. born with a mean age 

of 33 years—while using culturally appropriate tools. Some 52.5% presented moderately high to 

extremely high levels of race-related stress due to their Hispanic/Latinx identity. And, 63.6% 

experienced moderate to very severe toxic stress in childhood/adolescence, and, 66.1% in the 

past year. During childhood/adolescence, 82.6% reported depression, 87% anxiety, and 86.2% 

trauma. And,  83.1% reported depression, 89.7% anxiety, and 81.1% trauma for the past year. 

These findings were of great concern, necessitating new strategies to engage individuals into 

mental health treatment.  

The study introduced and evaluated the new Knowledge of Adverse Childhood 

Experiences Survey (KACES-20) finding a moderate level of knowledge, with knowledge 

deficits regarding how ACEs in childhood/adolescence can place individuals at risk later in life 

for type 2 diabetes, cancer, and high blood pressure. This necessitates educating individuals 

about ACEs and the need for early prevention, intervention and treatment to reduce risks for 

chronic diseases across the lifespan. 

Over 90% recommended the KACES-20 and ACEs video to others, while together these 

brief online e-health interventions were associated with significant increases in knowledge of 
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ACEs and self-efficacy for the ability to recognize ACEs in children and adolescents; and, after 

taking the KACES-20 and watching the ACEs video, 94.6% revealed having experienced ACEs 

during childhood or adolescence, while  29.5% (n=86) had experienced them at a moderate level 

and 36% a severe to very severe level. Having more severe experiences of ACEs in childhood or 

adolescence was significantly predicted by male gender, experiencing higher levels of race-

related stress due to being Hispanic/Latinx, higher toxic stress in childhood/adolescence, higher 

mental distress in childhood/adolescence and in the past year, and a higher score on the KACES-

20. 

 The findings highlight the value of the KACES-20 and ACEs video as brief online e-

health interventions, and the important contribution of a new methodology for investigating 

experiences of ACEs in childhood/adolescence without causing discomfort or re-traumatization. 

These findings have particular value as contributions to the literature, while focusing on the 

neglected Hispanic/Latinx population, especially at this historic time of a pandemic and post-

pandemic era when ACEs have risen; and, there is an urgent need for tools for prevention and 

intervention. Offering great promise, this study has provided evidence and support for using the 

KACES-20 and ACEs video, as well as the overall study survey for prevention and ongoing 

research efforts at this historic point in time.  

 Finally, the study extends a long line and growing body of research within a study genre 

of the Research Group on Disparities in Health (RGDH) of Teachers College, Columbia 

University. This genre involves pioneering brief online e-health interventions designed to 

increase knowledge and promote enhanced self-efficacy for behavior change to reduce national 

and global health disparities.  
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Appendix B  

The Study Email  

 

HISPANIC/LATINX PEOPLE WHO ARE OVER 18YEARS OLD  
INVITED TO VOLUNTEER 15-20 MINUTES WATCH A VIDEO 

ANSWER SURVEY QUESTIONS  
About ADVERSE CHILDHOOD EXPERIENCES 

 

SHARE YOUR STORY! 
 

FOR A 3 IN 250 CHANCE TO WIN 1 OF 3 $100 AMAZON GIFT CARDS 
 
 

IRB Protocol Number  
 
 

The Research Group on Disparities in Health (RGDH) within the Department of Health and Behavior 
Studies at Teachers College, Columbia University, in New York, New York is conducting a study. This 
study seeks those age 18 or above who identify as Hispanic/Latinx. We are seeking to investigate if they 
would recommend to others two brief online e-health interventions that aim to serve as a primary 
prevention strategy for Adverse Childhood Experiences (ACEs); recommend to others the brief online e-
health intervention of the Adverse Childhood Experiences (ACEs)  video; demonstrate a significant 
increase in their self-ratings for knowledge of Adverse Childhood Experiences (ACEs); demonstrate a 
significant increase in their self-ratings for self-efficacy to recognize when a child or adolescent is 
experiencing (ACEs);  determine, after their taking the survey and viewing the Adverse Childhood 
Experiences (ACEs)  VIDEO, if they experienced Adverse Childhood Experiences (ACEs) during their 
childhood/adolescence; and, identify if Adverse Childhood Experiences (ACEs) was experienced at a 
higher level of severity. In addition, the study findings may lead to proposals for adequately meeting the 
health care needs of Hispanics/Latinx populations.  
 
• Participation in this survey is limited to the first 250 volunteers  
• Completing the online survey takes about 15-20 minutes  
• Those who complete the survey will have a 3 in 250 chance of winning 1 of 3  

$100 Amazon gift cards  
• Please click on the link in the message below to view the informed consent, learn about your 

rights as a participant and proceed to the survey.  
• We also invite you to forward this email to others who may be willing to volunteer, or send 

them a text message, or tweet using the message, below:  
 
Latinx adults please click https://tinyurl.com/ACEsKnowledge for 20 minute survey—including 
watching a 6-minute cartoon on Adverse Childhood Experiences (ACEs), so you learn about 
ACEs—for a 3 in 250 chance of winning 1 of 3 $100 Amazon Gift Cards (Teachers College IRB 
# 23-138) 

THANK YOU FOR YOUR PARTICIPATION! 
 

If you have any questions or would like to have additional information about the study, please contact:  
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Lucia Alfano, RN, Doctoral Candidate, Department of Health and Behavior Studies, Teachers College, 
Columbia University, Box 114, 525 W. 120th Street, New York, NY 10027; lja2141@tc.columbia.edu 
 

BARBARA C. WALLACE, Ph.D., Director, Research Group on Disparities in Health, Professor of Health 
Education, Clinical Psychologist, Department of Health and Behavior Studies, Teachers College, 
Columbia University, Box 114, 525 W. 120th Street, New York, NY 10027; bcw3@tc.columbia.edu; Study 
Contact Number: 267-269-7411  
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Appendix C 

The Study Text/Tweet  

Latinx adults please click https://tinyurl.com/ACEsKnowledge for 20 minute survey—including 

watching a 6-minute cartoon on Adverse Childhood Experiences (ACEs), so you learn about 

ACEs—for a 3 in 250 chance of winning 1 of 3 $100 Amazon Gift Cards (Teachers College IRB 

# 23-138) 



125 
 

Appendix D  

Informed Consent 

Teachers College, Columbia University 
525 West 120th Street 
New York NY 10027 

212-678-3000

INFORMED CONSENT 

IRB Protocol Number  

Protocol Title: 
Evaluating	the	knowledge	of	adverse	childhood	experiences	survey	and	the	adverse	

childhood	experiences	video	as	brief	online	e-health	interventions	with		
Latinx	adults:	identifying	predictors	of	more	severe	

Adverse	Childhood	Experiences	

Principal Researcher: Lucia	Alfano,	RN	
Teachers College, Columbia University  
646 207-6074 lja2141@tc.columbia.edu 	

-	

INTRODUCTION You are invited to participate in this research study called “Evaluating the 
knowledge of adverse childhood experiences survey and the adverse childhood experiences 
video as brief online e-health interventions with latinx adults: identifying predictors of more 
severe Adverse childhood experiences.” You may qualify to take part in this research study if 
you: 1) self-identify as Hispanic or Latinx; 2) are age 18 or above; and, 3) are able to read and 
understand English on a 12th grade level. This study is being done to find out what 
Hispanic/Latinx adults know about Adverse Childhood Experiences (ACEs), while also sharing 
about their background, health status, and stress. We are also seeking to share with you some 
information in print and via a 6- minute cartoon that you will be asked to watch; our goal is to 
increase your knowledge about Adverse Childhood Experiences (ACEs). Approximately 250 
people will participate in this study, and it will take about 15-20 minutes of your time to 
complete. 

WHY IS THIS STUDY BEING DONE?  This study addresses the need for primary 
prevention strategies for ACEs with a focus on preventing both the short- and long-term negative 
health consequences from a likely pandemic-era increase in ACEs—while focusing on the 
Hispanic/Latinx population and the delivery of digital solutions to improve health outcomes. 

WHAT WILL I BE ASKED TO DO IF I AGREE TO TAKE PART IN THIS STUDY?     
If you decide to participate in the study, you will answer a series of questions in an online 
survey. The questions will cover the following: your personal characteroistics and background, 
including your rating your health status; your socially desirability rating; your height and weight; 
your stress about being Hispanic/Latinx; if you have had toxic stress as a child or in adolescence; 
if you have had depression, anxiety, or trauma as a child or in adolescence; have you had 
counseling in childhood or adolescence; your knowledge of Adverse Childhood Experiences 
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(ACEs); your decision to share this survey with others; after watching a vdeo and how likely you 
are to share it with others; rate your knowledge and self-efficacy in recognition of Adverse 
Childhood Experiences (ACEs); and, your report for having experienced ACEs.  	

WHAT POSSIBLE RISKS OR DISCOMFORTS CAN I EXPECT FROM TAKING PART 
IN THIS STUDY?   The risks of study participation include the possibility that you may feel some 
discomfort from taking the survey or some stress due to some of the questions. However, your 
participation in this study is completely voluntary, and you can stop at any time.  

WHAT POSSIBLE BENEFITS CAN I EXPECT FROM TAKING PART IN THIS 
STUDY?  There is no direct benefit to you for participating in this study.  

WILL I BE PAID FOR BEING IN THIS STUDY?  You will not be paid to participate. 
However, when you complete the survey you will be invited to enter your email address and to 
hit a “submit” button—so that you are officially entered into a drawing for a chance to receive a 
prize (i.e., 1 of 3 bar coded Amazon gift certificates for $100). You do not have to enter the 
lottery drawing to complete the survey. Once you submit your email address, then it will 
automatically be entered into a private and secure data base that even the principal investigator 
cannot access. Once 250 people have completed the entire survey, you will have a 3 in 250 
chance of winning 1 of 3 bar coded Amazon gift certificates for $100. The www.Amazon.com 
gift certificates will be sent to three randomly chosen e-mail accounts using a secure online 
program. This occurs without in any way linking your identity to the survey results. The 
principal investigator is not able to view any of the e-mail addresses to which the gift certificates 
are sent. Only the 3 winners will be contacted.  

WHEN IS THE STUDY OVER? CAN I LEAVE THE STUDY BEFORE IT ENDS?  
The study is over when you have completed the online survey. However, you can leave the study 
at any time even if you have not finished.  

PROTECTION OF YOUR CONFIDENTIALITY The study does not involve collecting any 
of your personal identifying information, such as your name or address, allowing you to remain 
anonymous. (NOTE: Recall, as per what is above, you can elect to enter your e-mail address to 
enter the drawing for a chance to receive a prize. However, this occurs without in any way 
linking your identity to your survey answers, and the principal investigator cannot view any e-
mail addresses.) Teachers College, Columbia University has determined that www.Qualtrics.com 
provides a secure platform for the online survey you will take. The survey data files will also be 
saved on the primary researcher’s password protected computer. Regulations require that 
research data be kept for at least three years. 

For quality assurance, the study team, and/or members of the Teachers College Institutional 
Review Board (IRB) may review the data collected from you as part of this study. Otherwise, all 
information obtained from your participation in this study will be held strictly confidential and 
will be disclosed only with your permission or as required by U.S. or State law.  



127 

HOW WILL THE RESULTS BE USED?  The results of this study will be published in 
journals and presented at academic conferences. This study is being conducted as part of the 
doctoral dissertation of the principal investigator.  

WHO CAN ANSWER MY QUESTIONS ABOUT THIS STUDY? 
If you have any questions about taking part in this research study, you should contact the primary 
researcher, Lucia	Alfano	at 646 207-6074 or at lja2141@tc.columbia.edu.	
You can also contact the sponsor/supervisor of this research study, Dr. Barbara Wallace, at 
bcw3@tc.columbia.edu or 267-269-7411.	

If you have questions or concerns about your rights as a research subject, you should 
contact the Institutional Review Board (IRB) (the human research ethics committee) at 
212-678-4105 or email IRB@tc.edu. Or you can write to the IRB at Teachers College,
Columbia University, 525 W. 120th Street, New York, NY 10027.  Box 151. The IRB is the
committee that oversees human research protection for Teachers College, Columbia
University.
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Appendix E  

Participants Rights 

Appendix F 

Screening Tool  

	
PARTICIPANT’S RIGHTS 

• I have read the Informed Consent Form and have been offered the opportunity to
discuss the form with the researcher.

• I have had ample opportunity to ask questions about the purposes, procedures, risks
and benefits regarding this research study.

• I understand that my participation is voluntary. I may refuse to participate or
withdraw participation at any time without penalty.

• The researcher may withdraw me from the research at his or her professional
discretion.  I understand that if I take the survey more than once I will be eliminated
from the study.

• If, during the course of the study, significant new information that has been
developed becomes available which may relate to my willingness to continue my
participation, the researcher will provide this information to me.

• Any information derived from the research study that personally identifies me will
not be voluntarily released or disclosed without my separate consent, except as
specifically required by law.

• I should receive a copy of the Informed Consent Form document. (I understand that I
can download it).

By signing electronically, you agree to be in the study and confirm that you self-identify as 
Hispanic or Latinx, are age 18 or above, and are able to read and understand English on a 
12th grade level. 

Provide your electronic signature: 

______________________________________________    Date: ______________ 
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Appendix F 

The Study Screening Survey and Survey                                                                                
Teachers College, Columbia University                                                                                             

IRB Protocol Number 23-138 

The Research Group on Disparities in Health within the Department of Health and Behavior 
Studies at Teachers College, Columbia University, in New York, New York is conducting a 
study to find out what Hispanic/Latinx adults know about Adverse Childhood Experiences 
(ACEs), while also sharing about their background, health status, and stress. We are also 
seeking to share with you some information in print and via a 6-minute cartoon that you will be 
asked to watch; our goal is to increase your knowledge about Adverse Childhood Experiences 
(ACEs). 

To determine if you qualify for study participation, please answer the following questions: 

1-Do you self-identify as Hispanic or Latinx?
__Yes __No

2-Are you age 18 or above?
__Yes __No

3-Are you able to read and understand English on a 12th grade level?
__Yes __No

If you answered “Yes” to the above questions, then you are invited to participate in a study that 
will take approximately 20 minutes to complete. If you answered “No” to any of the above 
questions, then you do not qualify for this survey opportunity; however, you can send the link 
that took you to this survey opportunity to someone who you think will be eligible for study 
participation. THANK YOU. 

Please note that if you qualify for study participation and complete the survey that follows, 
including watching the 6-minute cartoon, then you will have a 3 in 250 chance of winning one of 
three $100 Amazon gift cards in a lottery drawing when the study is closed.  
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The Knowledge of Adverse Childhood Experiences (ACEs) 

Study Survey 

Teachers College, Columbia University 

IRB Protocol Number 23-138 

INSTRUCTIONS: Please answer the following questions as honestly as possible by either 
selecting your desired answer or by providing an answer in the text box. 

---------------------------------------------------------------------------------------------------------- 
Part I: Basic Demographics (BD-11) 
[This is a common tool used by the Research Group on Disparities in Health (RGDH)—with slight modifications, depending on 
the population being studied. It provides important variables for study, including gender, age, race/ethnicity, self-rating of skin 
color (7=very dark to 1=white), if they have a partner (yes/no), number of children, if they are U.S. born (yes/no), annual 
household income, level of education, if employed (yes/no), and state of residence. ] 

1-My gender is:
a. Female
b. Male
c. Transgender
d. Other ___________________

2-My age is: _____ [DROP DOWN MENU from 15 to 100—Exit any 17 & below)

3-I am currently:
a. Single
b. Married
c. Separated
d. Divorced
e. Widowed
f. In Domestic Partnership
g. Living with Significant Other

4-How many children do you have? _____ [DROP DOWN MENU 0-10]

5. My race/ethnicity is as follows: (Please check all that apply or specify as you like.)
a. Hispanic / Latinx (e.g., Puerto Rican, Mexican, Mexican American, Chicano, Cuban,

other Spanish, etc.)àINCLUDE, EXCLUDE ALL OTHERS
b. Black / African American
c. American Indian / Alaska Native
d. Asian (Asian Indian, Chinese, Filipino, Japanese, Korean, Vietnamese, or other Asian)
e. Middle Eastern / North African
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f. Native Hawaiian / Pacific Islander 
g. White / Caucasian / European American 
h. Other group(s) (specify) _______ 

 
6-My skin color is 

7-___Very Dark                 6- ___Dark            5- ____Medium to Dark 
4- ___Medium to Light      3-___Light            2-____Very Light            1___ White 

[NOTE: create a continuous scale from light=1 to very dark=7 education 
NOTE: prior research found the darker the skin tone, the higher the ability to perceive racism] 
 
7-Were you born in the United States? 

a. Yes  
b. No 

If you answered “No,” please indicate the country in which you were born 
Country of______________ [DROP DOWN MENU for countries] 

 
8-My yearly household income is:   

1-Less than $10,000 
2-$10,000 to $19,000  
3-$20,000 to $39,000  
4-$40,000 to $49,000 
5-$50,000 to $99,999 
6-$100,000 to $199,999 
7-$200,000 to $299,000 
8-$300,000 to $399,000 
9-$400,000 to $499,000 
10-$500,000 to $799,000 
11-$800,000 or More 
__I do not know  
[NOTE: create a continuous scale from low=1 category to high=11 category; create a mean 
category] 
 

9-My highest education level/degree obtained is:  
1__Some high school, or less 
2__High school graduate, or GED 
3__Some college credit, no degree 
4__Associate degree or technical degree/training (e.g.: AA, AS, Certificate, etc.) 
5__Bachelor’s degree (e.g. BA, BS) 
6__Master’s degree (e.g. MA, MS, MEd) 
7__Doctorate or Professional degree (e.g. PhD, EdD, DrPH, MD, DDS, DMD, PharmD) 
[NOTE: create a continuous scale from low=1 to high=7 education] 
 
10-My employment status is:  

a. Full Time 
b. Part Time 
c. Per Diem 
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d. Currently Unemployed (explain why_____) 
e. Currently Retired (explain why___) 
[NOTE: create a dichotomous variable, employed yes=1; no=0] 

 
 
11-The state where I currently live is:   [DROP DOWN MENU OF STATES] 
 
---------------------------------------------------------------------------------------------------------- 
Part II: Single Item Rating of Risk of Providing Socially Desirable 
Responses (SIR-RPSDR-1) 
[Note: This is a single item scale created by Dr. Barbara Wallace for use in studies in 2018 conducted by the Research Group on 
Disparities in Health [RGDH], and for ongoing use by the RGDH. It is a now a standard brief tool of the RGDH for ascertaining a 
sample’s risk for providing socially desirable responses. It permits avoiding use of the relatively longer, well-known 13-item 
measure of social desirability (i.e. Crowne, D., & Marlowe, D. (1960) A new scale of social desirability independent of 
psychopathology. Journal of Consulting Psychology, 24(4), 349-354.]. During pandemic era studies, in particular, it has been 
deemed vital to reduce the burden of time on study participants by using this one item measure of social desirability—as in this 
present study.] 
 
1-I sometimes say things that I think will please people, or what I think they want to hear—
versus the honest truth, which might be difficult or painful for other people to hear and accept, or 
might lead them to judge me harshly… 
 
I rate myself on a scale of 0 to 10, as follows: 
 
0 1 2 3 4 5 6 7 8 9 10 
0-I am not like          10-I am like 
this at all         this all the  
---------------------------------------------------------------------------------------------------------- 
Part III: Personal Health Background and Body Mass Index (PHB-BMI-7)  
[This is a tool created for use by the Research Group on Disparities in Health, and used in numerous other studies, being modified 
as appropriate, including for pandemic-era studies. For this study, a modification involves adding health conditions that are 
common in adults who have a history of Adverse Childhood Experiences (ACEs), following the review of literature. The last three 
items, 5, 6, 7, provide a measure for Body Mass Index (BMI). For items 3 and 4, the ratings for physical health and 
mental/emotional health are rated on a Likert Scale from 1-very poor to 5-excellent; here, this study will determine the mean, SD, 
minimum and maximum scores .] 
  
1-Please check, below, what best describes you:  

__I have now, or had COVID-19 at some point in the past three years __Yes __No __Not 
Sure 
__I had long-COVID-19  __Yes __No __Not Sure 
__I currently have long-COVID-19  __Yes __No __Not Sure  
__I think COVID-19 is a hoax; it does not exist.  __Yes __No __Not Sure  

 
2-I have also had, or currently have, the following (please check all that apply) 

1. __hypertension, high blood pressure 
2. __heart disease 
3. __cardiovascular disease 
4. __prior stroke  
5. __prior heart attack 
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6. __lung disease (e.g. asthma, COPD, etc.) 
7. __type 2 diabetes   
8. __type 1 diabetes   
9. __overweight 
10. __obesity   
11. __cancer (explain type of cancer _____________________)    
12. __HIV/AIDS    
13. __Other health conditions (explain____________________________) 

__Not Applicable, none apply to me    
 
3-I rate my current physical health as 

1__Very poor 
2__Poor 
3__Fair 
4__Good 
5__Excellent 

 
4- I rate my current mental/emotional health as 

1__Very poor 
2__Poor 
3__Fair 
4__Good 
5__Excellent 

 
5-My current height (feet) [DROP DOWN BOX, 4-9]  
 
6-My current height (inches) [DROP DOWN BOX, 0-11]  
 
7-My current weight (in pounds) [DROP DOWN BOX, 70-400]  
 
[5, 6, 7 – for calculation of BMI)  
 
------------------------------------------------------------------------------------------------ 
Part IV: Stress Related to Being Hispanic/Latinx (SRBHL-1) 
[This is a new one-item scale created by the Principal Investigator, Lucia Alfano, and Dr. Barbara Wallace, Director of the 
Research Group on Disparities in Health (RGHD), while following a format used in Spellman (2022) for assessing stress from 
exposure to racism and discrimination by young adults of colors. See Spellman, Q. M. (2022). Black, Indigenous, and People of 
Color (BIPOC) Adolescents’ and Young Adults’ Experiences with Racism, Discrimination, and Microaggressions in High School 
and Society: Identifying Predictors of School-Based Microaggressions. Teachers College, Columbia University. The tool arose 
from the review of literature, and uses a 0-10 Likert Scale (0=Lowest level or NO Stress to 10=Highest level or Maximum Stress. 
As in Spellman (2022), the scale avoids measuring race-related stress with much lengthier scales, given pandemic stress and the 
need to avoid placing undue burden on study participants.  This study will determine the mean, SD, minimum and maximum 
scores.] 
 

Stress is a feeling of tension, pressure, strain, and anxiety, while also worrying about something 
of concern. Stress includes feeling like one is carrying a heavy mental and emotional burden.  
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1-Please think about all the stress you have experienced that was, specifically, related to your 
being Hispanic/Latinx—including any stress from discrimination or being treated unfairly. 
Now rate your stress, below: 
 
0 1 2 3 4 5 6 7 8 9 10 
0 =Lowest level         10=Highest level 
Or, NO STRESS         Or, 
MAXIMUM 
          STRESS 
-------------------------------------------------------------------------------------------------------- 
Part V: Retrospective Toxic Stress Scale—in Childhood or Adolescence and Past Year (RTSS-
CAPY-2) 
[This is a new one-item scale created by the Principal Investigator, Lucia Alfano, and Dr. Barbara Wallace, Director of the 
Research Group on Disparities in Health (RGHD) for first time use in this study—and for use by the RGDH. It is based on the 
review of literature. It involves a 0-4 Likert Scale (0=None to 4=Very Severe. The scale was created to measure toxic stress from 
adverse childhood experiences (ACEs) in childhood and adolescence, while also measuring it for the past year. This study will 
determine the mean, SD, minimum and maximum scores]. 
 
Toxic Stress is experienced when there are POWERFUL (strong) and FREQUENT (happens 
regularly) or PROLONGED (ongoing, long lasting) and OVERWHELMING (too much to 
handle) feelings of tension, pressure, strain, fear, and anxiety, while worrying about something of 
concern (e.g. will something bad happen again); and, feeling there is DANGER (for one’s self or 
others being hurt, injured, or killed).  
 
1-Do you think you experienced any toxic stress during your childhood or adolescence? 

0-No___   
1-Yes, a very mild level___   
2-Yes, a moderate level___ 
3-Yes, a severe level___ 
4-Yes, a very severe level___ 
 

2-Have you experienced any toxic stress in the past year or 12 months? 
0-No___   
1-Yes, a very mild level___   
2-Yes, a moderate level___ 
3-Yes, a severe level___ 
4-Yes, a very severe level___ 

___________________________________________________________________ 
Part VI: Retrospective Depression, Anxiety, and Trauma Scale— 
in Childhood or Adolescence and Past Year (R-DATS-CAPY-8)   
[This is a version of a scale commonly used by the Research Group on Disparities in Health (RGDH). For this study, subjects are 
only asked about any depression, anxiety or trauma in the past year. (See: Lian, Z. (2017). Predictors of depression/anxiety, 
mental health service utilization, and help-seeking for Chinese international students: Role of acculturation, microaggressions, 
social support, coping self-efficacy, stigma, and college staff’s cultural competence and cultural humility. Doctoral Dissertation, 
Teachers College, Columbia University.) Also, a modification added for this study on ACEs are 3 questions about any 
depression, anxiety or trauma experienced in childhood or adolescence. NOTE: New scoring implemented in 2022 year studies 
includes a Likert rating scale of: 0-No__; 1-Yes, was a very mild level__; 2-Yes, was a moderate level___; 3-Yes, was a severe 
level___; 4-Yes, was a very severe level___. In addition, scoring can permit creation of the Overall Mental Health Index that 
combines the ratings for toxic stress, depression, anxiety and trauma—(1) in childhood and adolescence, and (2) in the past year.] 
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Depression is an overwhelming feeling of intense sadness. It can include feeling helpless, 
hopeless, and worthless. It can sometimes be expressed through angry outbursts, as well as 
bursting into tears. There can also be loss of appetite, or an increase in appetite. There can also 
be difficulty sleeping or oversleeping. In addition, there can be a loss of interest in your 
activities. Such a depression can last for days or weeks. This goes beyond typical feelings of 
sadness, such as following some disappointment.  
   
1-Do you think you experienced any depression during your childhood or adolescence? 

0-No___   
1-Yes, a very mild level___   
2-Yes, a moderate level___ 
3-Yes, a severe level___ 
4-Yes, a very severe level___ 

 
2-Do you think you experienced any depression in the past year or 12 months? 

0-No___   
1-Yes, a very mild level___   
2-Yes, a moderate level___ 
3-Yes, a severe level___ 
4-Yes, a very severe level___ 

   
Anxiety is an overwhelming and intense feeling of nervousness, fear, tension, powerlessness, 
and apprehension. It can reach a peak so there are moments of panic where one’s heart may be 
pounding/beating quickly, or there is rapid breathing/difficulty breathing. A person may also 
experience sweating and trembling. Sometimes it can be so intense that one has trouble 
concentrating/thinking, leaving the house, or trouble being around other people. The fear can be 
very intense, and one can feel like there is some impending danger. This goes beyond typical 
feelings of nervousness, such as when anticipating a new situation, or something unexpected, or 
unknown.  
   
3-Do you think you experienced any anxiety during your childhood or adolescence? 

0-No___   
1-Yes, a very mild level___   
2-Yes, a moderate level___ 
3-Yes, a severe level___ 
4-Yes, a very severe level___ 

 
4-Do you think you experienced any anxiety in the past year or 12 months? 

0-No___   
1-Yes, a very mild level___   
2-Yes, a moderate level___ 
3-Yes, a severe level___ 
4-Yes, a very severe level___ 

   
Trauma is the most shocking and horrible thing to ever happen to a person (unless prior 
trauma)—such as: serious accident or fire; seeing someone seriously injured or die; war; 
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earthquake/flood; physical/sexual abuse; domestic violence/fighting; or, a loved one’s homicide, 
suicide, or other tragedy; or, from toxic stress. Trauma symptoms may include: anxiety; 
nightmares; feeling numb, unable to love, and detached with no interest in spending time with 
others; guilt about surviving if others did not; flashbacks from trauma as images that 
unexpectedly “pop up” in the mind; avoiding reminders of trauma; and problems concentrating.  
 
5-Do you think you experienced any trauma during your childhood or adolescence? 

0-No___   
1-Yes, a very mild level___   
2-Yes, a moderate level___ 
3-Yes, a severe level___ 
4-Yes, a very severe level___ 

 
6-Do you think you experienced any trauma in the past year or 12 months?  

0-No___   
1-Yes, a very mild level___   
2-Yes, a moderate level___ 
3-Yes, a severe level___ 
4-Yes, a very severe level___ 

 --------------------------------------------------------------------------------------------------------------- 
Part VII: Receipt of Counseling in Childhood, Adolescence, and Past 
Year (RC-CD-PY-2) 
[This was taken from a common tool used by the RGDH which followed answering the questions in the prior survey part. 
However, for this study, it was separated into a distinct survey part. There is a question about receipt of counseling for ay toxic 
stress, depression, anxiety or trauma (1) in childhood or adolescence, and (2) in the past year.]  
 
1-During your childhood or adolescence did you receive any kind of counseling or treatment for 
any toxic stress, depression, anxiety, or trauma—such as from a mental health professional or 
other helper?  

a. No 
b. Yes 
c. Not Applicable/ No experience of insomnia/depression/anxiety/trauma 

 
8-In the past year, did you seek out any kind of counseling or treatment for any toxic stress, 
depression, anxiety, or trauma—such as from a mental health professional or other helper?  

a. No 
b. Yes 
c. Not Applicable/ No experience of insomnia/depression/anxiety/trauma 

 
-------------------------------------------------------------------------------------------------------------------- 
Part VIII: Knowledge of Adverse Childhood Experiences Survey 
(KACES-20) 
[This is a new 20 item scale created by the Principal Investigator, Lucia Alfano, and Dr. Barbara Wallace, Director of the 
Research Group on Disparities in Health (RGHD) for first time use in this study—and for use by the RGDH. It is based on the 
review of literature on Adverse Childhood Experiences (ACEs) and the animated cartoon YouTube Video on Adverse Childhood 
Experiences (ACEs) made available in the public domain November 6, 2017 by the Public Health Network Cymru on their 
YouTube channel, having accumulated 657,000 views. The KACES-20 is a True-False Test with all True answers, within a 
common brief online e-health genre advanced by the Research Group on Disparities in Health (RGDH). For example, see: 
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Aiyedun, A. (2014). Predictors of high levels of knowledge of the HIV window period among diverse men: An online study that 
includes evaluations of an avatar video intended as e-health on the HIV window period. Doctoral dissertation, Teachers College, 
Columbia University; Afram, P.S. (2019): Black men’s knowledge of prostate cancer and screening and vitamin D screening and 
supplementation: Predictors of high self-efficacy to talk to medical providers. Doctoral dissertation, Teachers College, Columbia 
University; and, Gallop (2021). The Design and Evaluation of the Asthma Knowledge Test for Parents as a Brief E-Health 
Online Intervention: Predictors of Mothers’ Asthma Knowledge and Self-Efficacy to Manage Childhood Asthma. Teachers 
College, Columbia University. This study specifically follows the RGDH model provided by Aiyedun (2014 ) who provided 
participants with both a True-False test with all True answers and a YouTube video covering the same information. In this study, 
participants will be asked if they would recommend (i.e. diffuse the innovation) taking the KACES-20 to others; and. They are 
then directed to click on the link to watch the ACEs Video. Other RGDH studies have provided a True-False test with all True 
answers without a corresponding YouTube video (i.e. Afram, 2019; Gallop, 2021). This True-False test with all True answers 
does permit arriving at a mean knowledge of ACEs score for the sample, as is typical in RGDH studies.] 
 
Based on what you know, please indicate if the following statements are True or False—or 
indicate if you are Unsure. 
 
1-An Adverse Childhood Experience (ACE) is a traumatic event or negative event experienced 
during childhood (and/or adolescence)—and they can be called an ACE or ACEs 

___TRUE   ___FALSE ___UNSURE 
2-Parents fighting in front of children may be considered an ACE 

___TRUE   ___FALSE ___UNSURE 
3-Getting hit or beaten by parent’s may be considered an ACE 

___TRUE   ___FALSE ___UNSURE 
4-Seeing parents abuse alcohol or drugs may be considered an ACE 

___TRUE   ___FALSE ___UNSURE 
5-When children are emotionally neglected by their parents this may be considered an ACE 

___TRUE   ___FALSE ___UNSURE 
6-When a parent is absent from the home due to incarceration or deportation this is an ACE 

___TRUE   ___FALSE ___UNSURE 
7-Children living in families under stress from racism, discrimination, poverty, neighborhood 
violence, or living in fear of immigration enforcement may be considered an ACE 

___TRUE   ___FALSE ___UNSURE 
8-After experiencing ACEs, adolescents are at risk for getting in trouble at school   

___TRUE   ___FALSE ___UNSURE 
9-After experiencing ACEs, adolescents are at risk for getting in trouble with the police  

___TRUE   ___FALSE ___UNSURE 
10-After experiencing ACEs, adolescents are at risk for abusing alcohol  

___TRUE   ___FALSE ___UNSURE 
11-After experiencing ACEs, adolescents are at risk for abusing illegal drugs  

___TRUE   ___FALSE ___UNSURE 
12-After experiencing ACEs, adolescents are at risk for getting pregnant and having a baby 
before age 18 years  

___TRUE   ___FALSE ___UNSURE 
13-After experiencing ACEs, later in life adults are at risk for developing type 2 diabetes  

___TRUE   ___FALSE ___UNSURE 
14-After experiencing ACEs, later in life adults are at risk for developing cancer 

___TRUE   ___FALSE ___UNSURE 
15-After experiencing ACEs, later in life adults are at risk for developing high blood pressure 

___TRUE   ___FALSE ___UNSURE 
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16- After experiencing ACEs, later in life adults are at risk for abusing alcohol  
___TRUE   ___FALSE ___UNSURE 

17-After experiencing ACEs, later in life adults are at risk for abusing illegal drug  
___TRUE   ___FALSE ___UNSURE 

18-After experiencing ACEs, later in life adults are at risk for being addicted to cigarettes  
___TRUE   ___FALSE ___UNSURE 

19-Parents who have suffered ACEs may cause the same trauma to their children 
___TRUE   ___FALSE ___UNSURE 

20-Getting help with parenting (going into counseling, learning parenting skills, working on past 
trauma, learning stress coping) may help prevent (avoid) ACEs in one’s children 

___TRUE   ___FALSE ___UNSURE 
 
------------------------------------------------------------------------------------------------ 
Part IX: Decision to Diffuse the Innovation of the Knowledge of 
Adverse Childhood Experiences Survey (KACES-20)—Yes or No (DDI-
KACES-20-YN-1) 
[This tool reflects a common approach used in studies conducted by the Research Group on Disparities in Health, RGDH—
specifically, disclosing all answers were TRUE, after taking a True-False test where all the answers are Trues, as brief online 
intervention. For example, see Aiyedun (2014), Afram (2019),  Gallop (2021). An answer of “yes” in response to a question if 
they would recommend the KACES-20 to others is acknowledged as a decision to diffuse the innovation of learning about ACEs 
via a brief online e-health intervention of a True-False test with all True answers.]  

 
We created the True-False questions you just completed above, as the Knowledge of Adverse 
Childhood Experiences Survey (KACES-20)—with all TRUE answers—as a way to help 
people learn about ACEs. 
 
1-Would you recommend taking the Knowledge of Adverse Childhood Experiences Survey 
(KACES-20)—with all TRUE answers to others? 
___No ___Yes ___Unsure 
 
------------------------------------------------------------------------------------------------ 
Part X: Watching the ACEs Video, Indicating Dose Watched, and 
Decision to Diffuse the Innovation (W-ACEs-V-IDW-DDI-2) 
[This part of the study follows a typical approach followed in RGDH studies, as in Aiyedun (2014) where participants watch a 
cartoon video, then answer questions on the dose to which they were exposed (watched none-0, some-1, most-2, or all-3 of the 
video); and a final question on whether they would diffuse the innovation by recommending it to others (Yes-1, No-0). 
Of note, they first watch the YouTube Video on Adverse Childhood Experiences (ACEs) made available in the public domain 
November 6, 2017 by the Public Health Network Cymru on their YouTube channel, having accumulated 657,000 views at 
https://www.youtube.com/watch?v=XHgLYI9KZ-A&list=TLPQMDExMTIwMjJ92PWBI2g6LQ&index=4 
The explanation provided on the YouTube page follows: Adverse Childhood Experiences (ACEs) are traumatic events that affect 
children while growing up, such as suffering child maltreatment or living in a household affected by domestic violence, substance 
misuse or mental illness. This short animated film has been developed to raise awareness of ACEs, their potential to damage 
health across the life course and the roles that different agencies can play in preventing ACEs and supporting those affected by 
them. The film has been produced for Public Health Wales and Blackburn with Darwen Local Authority. For further information 
visit www.aces.me.uk. Further, the information available at the Public Health Network Cymru from 
https://publichealthnetwork.cymru/, explains, as follows: “Public Health Network Cymru has a YouTube channel.  
Public Health Network Cymru was established in 2015 for professionals working on improving the health and wellbeing of the 
population of Wales and combined four previous topic specific networks which were hosted by Public Health Wales. The 
Network now has over 1,600 members from a range of sectors and organisations including the NHS, Local Authorities, Welsh 
Government, academia, third sector and private sector. The Network covers a broad spectrum of topics including prevention in 
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healthcare, health-related behaviours, mental wellbeing and has a focus on the wider determinants of health – housing, education, 
employment, income and resources and the environment.” 

 
Please click on the link to watch a YouTube cartoon video to learn 
about Adverse Childhood Experiences (ACEs). It is 5 minutes and 43 
seconds in length. After you watch it, please return to this survey to 
answer the final 6 questions, before entering your email address for a 
chance to win the Amazon gift card prizes.  
CLICK HERE: https://tinyurl.com/ACEs-VIDEO-by-PHN-Cymru 
 
1-Answer this question, please: 

_____I	watched	all	of	the	video	(3)	
_____I	watched	most	of	the	video	(2)	
_____I	watched	some	of	the	video	(1)	
_____I	watched	none	of	the	video	(0)	

 
2-Would you recommend watching the Adverse Childhood Experiences Video (ACEs VIDEO)  
to others? 
___No ___Yes ___Unsure 
------------------------------------------------------------------------------------------------ 
Part XI: Ratings of Knowledge of and Self-Efficacy to Recognize 
Adverse Childhood Experiences (ACEs) Before and After Taking the 
KACES-20 and Watching the ACEs Video (RKACEs-BAT-KACES-20-ACE-
V-4) 
[This is a modification of a standard tool used by the RGDH in studies with a True-False test (with all True answers)—as in 
Afram (2019) and Gallop (2021); and a modification of what was done in a similar study that had both a True-False test and a 
cartoon video, as in Aiyedun (2014). For this study, participants are asked to rate their knowledge of ACEs for before and after 
taking the KACES-20 and watching the ACEs Video; and rate their self-efficacy for being able to recognize when a child or 
adolescent was experiencing ACEs for before and after taking the KACES-20 and watching the ACEs Video. The knowledge 
scales permit ratings on a 6-point Likert scale ranging from  1=very poor to 6=excellent—while paired t-tests permit comparing 
before versus after self-ratings for knowledge. The self-efficacy scale permit ratings on a 6-point Likert scale ranging from  
1=0% confident to 6=100% confident—while paired t-tests permit comparing before versus after self-ratings for knowledge. ] 

 
Scale 1: Knowledge Rating (KR-ACEs-2) 
1-BEFORE I answered the True-False questions about ACEs and watched the ACEs cartoon 
video, I would rate what I knew about ACEs as follows: 
 

1-Very Poor 2-Poor 3-Fair 4-Good 5-Very 
Good 

6-Excellent 

 
2-AFTER I answered the True-False questions about ACEs and watched the ACEs cartoon 
video, I would rate what I knew about ACEs as follows: 
 

1-Very Poor 2-Poor 3-Fair 4-Good 5-Very 
Good 

6-Excellent 
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Scale 2: Self-Efficacy Rating (SER-ACEs-2) 
 
3-BEFORE I answered the True-False questions about ACEs and watched the ACEs cartoon 
video, I would rate my level of confidence for being able to recognize when a child or 
adolescent was experiencing an ACE as follows: 
 

0% Confident 20% 40% 60% 80% 100% Confident 
 
4-AFTER I answered the True-False questions about ACEs and watched the ACEs cartoon 
video, I would rate my level of confidence for being able to recognize when a child or 
adolescent was experiencing an ACE as follows: 
 

0% Confident 20% 40% 60% 80% 100% Confident 
 
-------------------------------------------------------------------------------------------- 
Part XII: Self-Assessment for Having Experienced ACEs (SA-ACEs-1) 
[This is a new 1-item scale created by the Principal Investigator, Lucia Alfano, and Dr. Barbara Wallace, Director of the 
Research Group on Disparities in Health (RGHD) for first time use in this study—and for use by the RGDH. It is based on the 
review of literature on Adverse Childhood Experiences (ACEs) and seeks to be way for participants to report exposure to ACEs 
without causing discomfort or re-traumatization, while permitting a rating of severity. It is scored 0-No, 1-Yes, and severity 
ratings for Yes range from 1-mild  level, 2-moderate level, 3-severe level, 4-very severe level.] 
This is the study outcome variable. 
 
1-Do you think you experienced any ACEs during your childhood or adolescence? 

0-No___   
1-Yes, a very mild level___   
2-Yes, a moderate level___ 
3-Yes, a severe level___ 
4-Yes, a very severe level___ 

 
 
----------------------END OF SURVEY---------------------------------------------------------------------- 
THANK YOU! 
 
SHARE WITH OTHERS THE LINK THAT LED YOU TO THIS STUDY! 
 
COUNSELING RESOURCES 
If you need immediate assistance, please refer to the following 
contact information.  
You can download this page with contact information for counseling resources, OR SKIP TO 
THE LINK, BELOW, FOR ENTERING YOUR EMAIL INTO THE LOTTERY DRAWING 
FOR A CHANCE TO RECEIVE A PRIZE (i.e., 1 of 3 bar coded Amazon gift certificates for 
$100). 

1-For Free Texting Crisis Help: 
• You text 741741 when in crisis as a service available 24 hours a day, 7 days 

a week. You will reach a live trained Crisis Counselor who will respond quickly. 
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The Crisis Counselor helps to move you from a hot moment to a cool calm and 
safe state, using effective active listening and suggested referrals—all using the 
Crisis Text Live’s secure platform.  

• If you have a phone plan with AT&T, T-Mobile, Sprint, or Verizon, texting to 
741741 is free of charge. 

2-Contact a Crisis Intervention Hotline for Immediate Help and 
Referrals: 
https://www.allaboutcounseling.com/crisis_hotlines.htm 

Examples of Crisis Intervention Hotlines: 
• If you are in immediate danger, call 911 
• The Lifeline and 988: 988 has been designated as the new three-digit dialing 

code that will route callers to the National Suicide Prevention Lifeline 
• Grief Recovery Helpline: 800-445-4808 

3-Seek Out Top Rated, Low-Cost Online Counseling Services:  
https://www.e-counseling.com/tlp/therapy-1/?imt=1 

• Please see a list of the top-rated online counseling services—for a “low flat fee” 
• 4-Seek Out Affordable Online Counseling: 

https://www.betterhelp.com/about/ 
• Access affordable and convenient online counseling with professionals. 

5-Seek Help from the Study Sponsor by E-Mail or Phone: 
bcw3@tc.columbia.edu or 267-269-7411 (i.e. the study contact 
number) 

• You may contact the study sponsor, Dr. Barbara Wallace, receiving help with 
referrals. Dr. Wallace is a licensed psychologist with experience working with the 
study population. 

 




