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Abstract

Objective: The link between adverse childhood experiences (ACESs) and negative mental health
outcomes is well established. However, the intergenerational link between caregiver ACE history
and their child’s psychosocial outcomes is understudied, particularly within minoritized groups.
This study aimed to delineate relations between caregiver ACE exposure and their child’s
depression and posttraumatic stress disorder (PTSD) symptoms by proposing a serial mediation of
caregiver PTSD, family management problems, and child ACEs.

Methods: 273 Caregiver (Mzge = 39.27; 88% female) and adolescent (Mg, = 14.26;

57% female) dyads from low-income urban communities completed electronic questionnaires
measuring PTSD symptoms and ACEs. Child participants also completed a measure of depression
and family management problems. Regression and serial mediation analyses were conducted to
examine associations among these variables.

Results: Caregiver ACEs were significantly associated with their child’s PTSD symptoms but
were not related to their child’s depression scores. Serial mediation analyses indicated that child
ACEs mediated the relation between caregiver ACEs and their child’s PTSD symptoms. Evidence
for an overall indirect effect via caregiver PTSD, family management problems, and child ACEs
was not found. No indirect effects between caregiver ACEs and child depression were found.

Conclusions: Findings evidence that higher levels of caregiver ACE exposure is associated

with their child’s PTSD symptoms in a sample of African American dyads living in urban, high
burden communities. These results suggest a need for ACE screening during medical visits and
provides guidance for future clinical interventions. The distinct intergenerational consequences for
caregivers with ACEs and their children’s psychosocial wellbeing warrant further study.
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Introduction

Adverse childhood experiences (ACEs) include neglect, abuse, and household dysfunction
that occur before the age of 18 (Felitti et al., 1998). National prevalence rates indicate
around 57% of US adults report experiencing at least one ACE (Giano et al., 2020) which is
concerning given that even low levels of ACEs can negatively impact future health outcomes
(Felitti et al., 1998; Sheffler et al., 2020). African Americans are disproportionately
represented in communities that experience economic, health, and geographic disparities,
placing them at higher risk for exposure to ACEs (Giovanelli & Reynolds, 2021). National
parent-report data showed 68% of African American children living below the federal
poverty line had experienced at least one ACE (Goldstein et al., 2021). Thus, it is important
to explore underlying mechanisms that may exacerbate the link between ACEs and
subsequent outcomes, particularly for African American youth in low resource communities,
to identify how to best intervene in populations at greater risk for exposure.

An expanding line of research suggests an intergenerational link between a caregiver’s ACE
exposure and an increased risk for their child’s mental health problems (Schickedanz et al.,
2018; Stepleton et al., 2018). Existing intergenerational studies focus mainly on depressive
symptoms emerging in early childhood (Doi et al., 2021; Haynes et al., 2020; Madigan

et al., 2015) in predominantly white samples (Haynes et al., 2020; Madigan et al., 2015).
Haynes et al. (2020) found that children (8- to 17-years) of caregivers who were exposed

to four or more ACEs were three times more likely to have higher levels of depression
symptoms as compared to children of caregivers who were exposed to fewer ACEs. These
authors used a caregiver report of child depression symptoms and found that 31% of
caregivers did not know their child’s mental health status, suggesting these numbers may

be underreported. For this reason, child self-report of mental health symptoms may provide
a more accurate picture of current symptomatology. A cross-sectional study in Japan found
that higher numbers of caregiver ACEs were associated with higher rates of child reported
depressive symptoms after controlling for age (Doi et al., 2020). However, sexual abuse was
not assessed, limiting the generalizability of these findings compared to studies using the
full spectrum of ACEs. Lastly, a longitudinal study found that new mothers’ retrospective
report of exposure to physical, but not sexual abuse, was indirectly associated with their
preschoolers’ internalizing problems via maternal depression (Madigan et al., 2015). The
results of these studies provide empirical support for the intergenerational link between

a caregiver’s early childhood adversity and their children’s mental health. As previously
mentioned, these studies possess significant limitations that warrant addressing, such as

a lack of emphasis on a specific developmental time period (e.g., adolescence) and the
narrow focus on depression as an outcome. The overall risk for adversity and mental health
problems spanning generations (Morris et al., 2012) suggests a need to assess for other
psychosocial outcomes. The one study that has examined multiple internalizing outcomes in
adolescence (e.g., anxiety, depression, PTSD) focuses on child maltreatment (i.e., abuse and
neglect) without considering a broader range of exposure to traumatic stress (Negriff et al.,
2020). Given the current paucity of literature in this area, it is important to comprehensively
assess for experiences known to heighten risk across multiple developmental periods (e.g.,
adolescence), particularly in populations at increased risk for ACE exposure.
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Theoretical Perspectives

Developmental psychopathology and attachment theory support possible mechanisms by
which caregiver ACEs can influence their adolescent’s psychosocial adjustment (Dekel

& Goldblatt, 2008; Yehuda et al., 2013). Both theories emphasize early experiences as
formative across the lifespan and intergenerationally (Cicchetti, 2016; Thompson, 2000).
Parental ACEs are an intergenerational risk factor for both their children’s ACEs (Narayan
et al., 2021; Schofield et al., 2018) and internalizing symptoms (Lambert et al., 2014), but
processes by which risk may confer are still being explored.

Developmental psychopathology frameworks emphasize the need to consider multiple
pathways (Masten & Cicchetti, 2016) as many factors influence the consequences of

risk exposure over time (Luthar et al., 2000; Masten et al., 2021). Attachment theorists
posit that caregivers’ past relationships inform their current representations, perceptions,
and interactions with their child (Bowlby, 1988). Thus, a caregiver’s own adversity may
influence their own parenting stress, skills, and behaviors (Narayan et al., 2021). Parenting
patterns, whether adaptive or maladaptive, shape a child’s expectations for and relationship
with their caregivers. While nurturing and supportive environments promote a child’s
sense of safety and future prosocial behavior, environments typified by dysfunction (e.g.,
abuse) or caregiver psychopathology (e.g., PTSD) may contribute to child traumatic stress
exposure and mental health problems (Giovanelli & Reynolds, 2021; Sheidow et al., 2014).
Theoretical links between caregiver ACEs and adverse childhood outcomes demonstrate the
need to explore multiple pathways for intergenerational risk transmission.

Potential Mediators of Caregiver ACEs and Child Internalizing Symptoms

Identifying mechanisms that explain how caregiver ACEs confer greater risk for child
internalizing symptoms could inform tailored intervention and prevention efforts to
mitigate intergenerational transmission of risk. ACEs reflect cumulative risk, increasing
the likelihood that individuals and families will experience negative outcomes (Narayan et
al., 2021) thus, it is important to identify factors that span these domains. Specifically, it
is crucial to consider how outcomes of caregiver ACEs in the individual (e.g., PTSD) and
family (e.g., poor family management) domains impact child internalizing symptoms.

Child ACEs.—Although prior research has established that caregiver ACE exposure
increases the risk of child ACEs (e.g., see Narayan et al., 2021 for a review; Schickedanz

et al., 2021), only one study to the authors’ knowledge has explored the indirect effect from
caregiver early adversity to their child’s mental health outcomes via child adversity (Negriff
et al., 2020). However, as previously mentioned, this study only focused on experiences of
maltreatment (i.e., physical, sexual, and emotional abuse, and physical neglect) as opposed
to a wider range of ACEs. There is a need for studies to assess this mediating effect using
the full ACE score, as opposed to individual subtypes, because various types of adversities
are thought to impact health outcomes through overlapping risk pathways (Schickedanz et
al., 2021; Shonkoff et al., 2012).

Caregiver PTSD and Child ACEs.—Numerous studies have established that childhood
trauma can lead to the development of PTSD (Narayan, 2017; Pratchett & Yehuda, 2011;
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Seng, 2002). Early exposure to potentially traumatic events may have lasting effects that
increase risk for PTSD across the lifespan (Yehuda & Meaney, 2018). Caregiver PTSD has
been proposed as a mediator between caregiver and child ACEs across generations (Narayan
et al., 2021), but has yet to be explored in a larger model encompassing child internalizing
symptoms as the primary outcome during adolescence to further delineate this pathway.

It has been found that young children of caregivers who exhibit PTSD symptoms are at
higher risk for developing internalizing symptoms (Lambert et al., 2014; Leen-Feldner et al.,
2011). Similarly, caregiver PTSD has been found to positively correlate with their child’s
depression (Smith et al., 2001) and PTSD symptoms (Davidson & Mellor, 2001). It is
possible the presence of PTSD during parenthood inhibits a caregiver’s ability to interpret
their children’s signals of distress and to protect them in the context of threat (Lieberman et
al., 2020). Certain manifestations of PTSD symptoms (e.g., avoidance, negative mood) may
interfere with a caregiver’s ability to identify and seek out the resources and support systems
needed to mitigate feelings of stress and isolation that ultimately heighten their children’s
risk for ACEs (Chemtob et al., 2013; Seng, 2002). Taken together, the extant literature
provides strong rationale for considering a caregiver’s psychopathology within empirical
models.

Family Management and Child ACEs.—Early traumatic experiences have also been
shown to be predictive of poor parenting later in life, including lower responsivity and
empathy, and higher levels of aggression and punitiveness (Banyard et al., 2003; Bert et al.,
2009). Narayan and colleagues (2021) posited that early adversity influences later parenting
stress, which is likely related to difficulties in parenting. Earlier studies found that mothers
with a history of sexual or physical abuse exhibit impaired parenting such as higher levels

of child neglect, lower confidence in parenting abilities, and less interest in being a parent
(Roberts et al., 2004). Further, children of mothers with a maltreatment history show higher
rates of adjustment difficulties and greater risk for experiencing adverse events (Collishaw et
al., 2007).

Less is known about the cumulative effects of ACEs on later parenting. The fact that the
full ACE measure includes items examining household dysfunction, along with growing
evidence to support the intergenerational continuity of parenting styles and subsequent
emotional dysfunction (Lomanowska et al., 2017), demonstrates a need to explore the
cumulative impact of ACEs beyond replicating prior studies focused only on maltreatment
subtypes. Family management style is a key potential mediator of risk pathways leading to
child internalizing outcomes that integrate the family environment as a precursor of risk and
related outcomes.

Caregiver PTSD, Family Management, and Child ACEs.

While previous studies have investigated pieces of the proposed model, none have examined
the serial effect of these factors within a larger model. Empirical and theoretical evidence
supports examining the effect of caregiver PTSD on family management to child ACEs as

a plausible indirect pathway linking caregiver ACEs to their child’s internalizing outcomes.
Ample research exists on the association between ACEs and the short- and long-term
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development of PTSD (Yehunda & Meaney, 2018), supporting inclusion of caregiver
psychopathology as a potential mediating factor. Further, Levendosky and Graham-Bermann
(2000) emphasized the importance of expanding current frameworks to include parent
mental health as a significant outcome of trauma exposure due to its influence on

parenting and child outcomes. Studies have since examined the negative impact of early
maltreatment on parenting, including a parent’s ability to establish clear rules and adhere

to set guidelines (Banyard et al., 2003; Bert et al., 2009), and while relations between a

full ACE score and difficulties parenting have been hypothesized (Narayan et al., 2021),

this association warrants further investigation. While less is known about the explicit link
between a caregiver’s PTSD and difficulties parenting (van Ee et al., 2016), there is evidence
to support that a caregiver’s psychological functioning directly impacts their parenting
capabilities (Vivrette et al., 2018) and children’s psychosocial outcomes (Lambert et al.,
2014). Additionally, Sheidow and colleagues (2014) found that characteristics of family
functioning (e.g., parenting practices and organization) exacerbate the negative link between
exposure to external stressors and psychological health of family members.

Synthesis of the extant literature supports the relative importance of investigating the direct
and indirect effects of aforementioned factors to further elucidate the complex relation
between a caregiver’s exposure to ACEs and adolescent’s internalizing outcomes. A more
complete understanding of the effects initiated by a caregiver’s early adversity can inform
tailored clinical intervention and prevention efforts for populations at higher risk for ACEs.

Current Study

To develop tailored and culturally informed interventions to prevent and mitigate the
detrimental impact of a caregiver’s exposure to ACEs on their child’s mental health
outcomes, research is needed that explores these constructs within minoritized populations.
The current study addressed gaps in the literature by examining the relation between
caregiver ACEs and their child’s PTSD and depression symptoms in a sample of African
American dyads living in low-income areas in the Southeastern US. Study aims were to:
(a) investigate whether a caregiver ACEs are associated with their child’s self-reported
internalizing symptoms, (b) examine caregiver PTSD, child-reported family management
problems, and child ACEs as potential mediators of this association, and (c) test all three
mediators in a serial mediation model where caregiver ACES are related to caregiver PTSD
symptoms, caregiver PTSD symptoms are related to family management problems, family
management problems are related to child ACEs, and child ACEs are associated with child
PTSD symptoms.

We hypothesized that higher numbers of caregiver ACEs would be associated with higher
levels of child PTSD symptoms (hypothesis 1), depressive symptoms (hypothesis 2), and
that caregiver PTSD, family management problems, and child ACEs would serially mediate
positive associations between caregiver ACEs and child internalizing symptoms, with
significant paths from caregiver ACEs to caregiver PTSD to family management problems
to child ACE exposure, and finally to both PTSD and depression symptoms (hypothesis 3).
This study is among the first to examine serial mediation relations between caregiver ACEs
and child PTSD and depression symptoms in a sample of low-income African American
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dyads living in an urban setting using these particular mediators. Overall, this study provides
critical information on a vulnerable group, identifies relations that warrant future study, and
furthers the current state of the literature on the intergenerational transmission of ACEs on
child internalizing symptoms.

Study Design and Procedure

Participants

Measures

We used combined cross-sectional survey data collected during two distinct time frames
from June 2018 to April 2019 and July 2019 to January 2020. Data at each timepoint

were collected from unique adolescents-caregivers dyads residing in three under-resourced
urban communities in the Southeastern United States identified as having high rates of
poverty and youth violence based on surveillance data. The survey data assessed risk and
protective factors for youth violence, and were collected as a part of a project aimed at
evaluating community-level approaches to youth violence prevention. All study procedures
were approved by the University Institutional Review Board. During the consenting process,
we stressed that participants could skip any questions and discontinue the survey at any
point. If an adolescent communicated that they were experiencing abuse, we followed
mandated reporting guidelines. Information about mandated reporting was included in the
adolescent assent and parental consent forms. A neighborhood canvassing approach was
used to recruit eligible families and written consent/assent was obtained prior to data
collection. A total of 67% of eligible families participated in the study, which is consistent
with other community-based studies (e.g., Kliewer et al., 2018). Data were collected using
REDcap computer software, and participants entered information on laptop computers with
study staff available for questions. Participants completed the surveys using headphones and
could opt to skip any question. Surveys were completed primarily in participant homes, and
participants received $25 for their time.

The original sample consisted of 377 caregiver-adolescent dyads. Only participants who
self-identified as Black or African American were included in the current study (N = 316).
Additionally, 52 dyads were excluded if they had missing data on any key study variables,
resulting in a final analytic sample of 273 dyads. Caregivers identified as primarily female
(88%) with a mean age of 39 years. For education level, 34% reported achieving less than
a high school degree, 35% received their high school degree or GED, and 31% obtained

a degree beyond high school. The median yearly household income for our sample was
less than $10,000. Over half (57%) of adolescents (ages 12—17) identified as female. All
adolescents in the sample qualified for free meals via their school district’s Community
Eligibility Provision for the National School Lunch Program.

Adverse Childhood Experiences.—The ACE Study questionnaire (Dube et al., 2003;
Felitti et al., 1998) was completed by both caregivers and adolescent participants to assess
ACEs occurring before the age of 18 or lifetime prevalence in the case of the adolescent

participants. The scale included 10 items assessing abuse and neglect; witnessing intimate
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partner violence, parental marital discord, substance abuse, mental illness, and incarceration
of a household member. Responses were binary (i.e., “yes” or “no”) and total ‘yes’ scores
were summed and ranged from 0 to 10. An example question included “did a parent or
other adult in the household often...push, grab, slap, or throw something at you?” Alpha
coefficients were .83 and .89 for caregiver and child ACE surveys, respectively. Previous
studies have found that retrospective reports of ACEs had good to excellent test-retest
reliability (Dube et al., 2003). Additionally, ACEs has been used to measure outcomes in
Black children and their parents (Ports et al., 2021), as well as Black families in urban
communities (Whiteside-Mansell et al., 2019).

Depression.—The 10-item Center for Epidemiological Studies Depression scale (CES-D;
Radloff, 1977) assessed the frequency of adolescents’ depression symptoms during the past
week including feelings of frustration, sadness, demoralization, loneliness, and pessimism
about the future (e.g., “/ was bothered by things that usually don’t bother me”). Participants
responded using a 4-point scale ranging from O = rarely or none of the time (less than 1
aay)to 3 = most or all of the time (5-7 days). Items were summed for a total score, and
higher scores indicated greater frequency and number of symptoms. A score of 16 or higher
indicated clinical concern. The CES-D demonstrates strong psychometrics in adolescent and
adult African American populations (Bradley et al., 2010; Kim et al., 2011), including Black
adults, and demonstrated exemplary internal consistency (a = .98) in the current sample.

Family Management Problems.—The 6-item scale from the Communities That Care
Survey (CTC; Arthur et al., 2002) measured caregivers’ use of consistent and clear
expectations and parental monitoring (e.g., “The rules in my family are clear”and “If
Yyou skipped school, would you be caught by your parents?”). Youth selected which choice
best described their own family. Response options included: 1= YES/, 2 = yes, 3 = no,

4 = NO!. Items were averaged for a mean score, and the scale demonstrated moderate
internal consistency (a=.63) within the current sample. A study conducted by Arthur and
colleagues (2002) examining the psychometric properties, found this survey to be reliable
across a broad range of ecological contexts. Additionally, the survey has been shown to
demonstrate good reliability and validity across racial/ethnic groups, including African
American adolescents.

Trauma and Distress.—Adolescent trauma symptoms were assessed using the 26-item
Child Report of Posttraumatic Symptoms (CROPS; Greenwald & Rubin, 1999) that was
developed using diagnostic criteria from the Diagnostic and Statistical Manual of Mental
Disorders, 47 edjtion. This scale assessed PTSD symptoms including intrusive thoughts/
memories (e.g., “I have bad dreams or nightmares”), psychological arousal (e.g., “l am
nervous or jumpy”), and avoidance (e.g., “l avoid reminders of bad things that have
happened”). Youth indicated the extent to which they have been experiencing each symptom
on a 3-point Likert scale: 0 = NMone, 1 = Some, and 2 = Lots. Scores were summed and
ranged from 0 to 52, such that higher scores indicated a higher level of posttraumatic stress
symptoms. Scores of 19 or higher indicated clinical concern. The alpha coefficient was .91.
The CROPS has shown good reliability and validity across several settings and populations,
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including youth in urban communities exposed to community violence (Becker et al., 2011;
Greenwald & Rubin, 1999; Greenwald et al., 2002).

Trauma symptoms in caregivers were assessed using the 20-item self-report Posttraumatic
Stress Checklist for Diagnostic and Statistical Manual of Mental Disorders, 57 edition
(PCL-5; Weathers et al., 2013), which tested for trauma exposure and distress (e.g., “7rouble
rememabering important parts of the stressful experience”). Caregivers responded to each
item following the prompt “/n the past month, how much were you bothered by...”. using a
4-point response scale that ranged from 0 = Not at all, 1 to 4 = Extremely. Responses were
summed for a total score. A score of 33 or above indicated clinical concern. The reliability
and validity of this measure is psychometrically strong (test-retest reliability, 7= .84; Bovin
et al., 2016; Hoge et al., 2014) with exemplary internal consistency (a = .94) within the
current sample. Additionally, this measure has been used previously in non-clinical samples
with excellent reliability (a = .95; Moody & Lewis, 2019).

Covariates.—For all analyses, covariates included intervention condition, adolescent
age and gender, and caregiver education level. Caregiver education options included: (a)
“Attended some grade school but did not go to high school,” (b) “ Attended some high
school but didn’t graduate,” (c) “ Graduated from high school or earned a GED,” (d)
“Attended some college, vocational, or trade school but didn’t graduate,” (e) * Graduated
from a two-year college, vocational, or trade school,” (f) “ Graduated from a four-year
college,” (g) “ Attended some graduate or professional school after college,” and (h)
“Earned a graduate degree (Masters, Ph.D., M.D., J.D., etc.).” Household income was
initially considered as an additional covariate due to the potential confounding effect on
study variables since all participants lived in a public housing community at the time of
data collection. However, preliminary analyses revealed no significant relation between
household income and any main variable, thus it was not included.

Data Analysis

Analyses were conducted using SPSS Version 27.0 (IBM Corp, 2020). Prior to running

the primary analyses, the data were assessed for assumptions of normality. All data were
distributed as expected given the context of the current sample. The skewness and kurtosis
of each study variable was examined and determined to fall within acceptable ranges.

Data were determined to be missing at random and thus was left as missing due to the
similar rates found in other community-based studies (Kliewer et al., 2018). Descriptive
statistics were generated to summarize the demographic and risk characteristics of the
study population. Primary and secondary hypotheses were tested using separate multiple
regression analyses to test possible associations between caregiver ACE scores and their
child’s internalizing symptoms. Our third hypothesis was tested using Hayes (2018) serial
mediation modeling approach (model 6) to test direct and indirect effects. In addition to
testing direct and simple indirect effects, this modeling approach tests serial indirect effects
between variables. In the hypothesized models, caregiver ACE scores were entered as the
independent variable (1V), either child PTSD or depression was entered as the dependent
variable (DV), caregiver PTSD was entered as the first mediator (M;), youth-reported family
management problems was entered as the second mediator (M), and child ACE scores

Psychol Trauma. Author manuscript; available in PMC 2024 July 01.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Leslie et al.

Results

Page 9

were entered as the third mediator (M3). Separate models were run for each outcome and
used the recommended 10000 bootstrapped samples (Hayes, 2013) to estimate indirect effect
pathways in accordance with study aims.

Descriptive Statistics

Correlations, means, and standard deviations among study variables can be found in
Supplementary Table S1. Over three-fourths (77.5%) of caregivers reported one or more
ACE. Parental divorce (61%), substance use (33.8%), and household incarceration (31.2%)
were most prevalent. ACE frequencies can be found in Supplemental Table S2. A total

of 27.2% of caregivers and 56.1% of adolescent participants met the clinical cutoff for
PTSD. Approximately one-third (32.4%) of adolescent participants met the clinical cutoff
for depression.

Regression Analyses

Separate regression analyses were conducted to test study hypotheses. After adjusting for
covariates, caregiver ACEs was significantly associated with child PTSD (B = .64, p=.007,
95% CI [.18, 1.10]), accounting for 4.9% of the variance in CROPs scores. Caregiver ACEs
were not significantly associated with child depression (B = .17, p= .16, CI [-.06, .40]),
accounting for 2.6% of the variance in CES-D scores. See Supplementary Table S3 for full
regression results.

Serial Mediation Models

Model 1.—In serial association order, the direct associations from caregiver ACEs to child
ACEs (b= .10, p< .05) and from child ACEs to child PTSD (b = 1.68, p < .001) were both
statistically significant. The indirect effect of caregiver ACEs on child PTSD via child ACEs
was also significant (b= .17, 95% CI [.0013, .3651]). See Figure 1.

In serial association order, the direct association from caregiver ACEs to caregiver PTSD (&
= 3.44, p< .001) was significant, but from caregiver PTSD to child ACES (b= -.01, p=.25)
a direct association was not indicated. A significant direct association from child ACEs to
child PTSD (4= 1.68, p< .001) was found (Figure 1). Due to the non-significant path from
caregiver PTSD to child ACEs, examination of indirect effects was precluded.

In serial association order, the direct association was not significant from caregiver ACEs
to family management problems (6 =.003, p = .86), but was significant from family
management problems to child ACES (6= .71, p<.001); A significant direct association
from child ACEs to child PTSD (6= 1.68, p < .001) was found (Figure 1). Due to the
non-significant path from caregiver ACEs to family management problems, the indirect
effect was not examined.

When all three mediators were examined in serial order within the model, indirect
associations for caregiver ACEs to child PTSD were not significant (6= .01, 95% ClI
[-.0022, .0400]). Remaining direct and indirect pathways are not reported because serial
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meditation was only hypothesized for models that included a pathway from child ACEs to
child PTSD (see Figure 1 for full model).

Model 2.—Significant direct associations were found from caregiver ACEs to child ACEs
(6=.10, p<.05) and from child ACEs to child depression (b = .77, p<.001). However,
the indirect association of caregiver ACEs on child depression through child ACEs was not
significant (6= .10, 95% CI [-.0041, .1710]). See Figure 1.

In serial association order, the direct effect from caregiver ACEs to caregiver PTSD (b=
3.43, p<.001) was significant, whereas the pathway from caregiver PTSD to child ACEs
was non-significant (6= -.01, p=.20). There was also a significant direct association from
child ACEs to child depression (b = .77, p< .001) (Figure 1). Due to the non-significant path
from caregiver PTSD to child ACEs, the indirect effect was not examined.

In serial association order, the direct association was not significant from caregiver ACEs
to family management problems (4 =.005, p=.97), but significant direct effects were
found for family management problems to child ACES (4= 0.75, p< .001) and from child
ACEs to child depression (b = .77, p<.001) (Figure 1). Due to the non-significant path
from caregiver ACEs to family management problems, examination of indirect effects was
precluded.

When all three mediators were examined in serial order, indirect associations for caregiver
ACESs to child depression through caregiver PTSD, family management problems, and child
ACEs was not significant, (6= 0.01, 95% CI [-0.0004, 0.0212]). Remaining direct and
indirect pathways are not reported because serial meditation was only hypothesized for
models that included a mediation from child ACEs to child depression (see Figure 1 for full
model).

Discussion

This study is among the first to examine: a) the intergenerational impact of caregiver

ACESs on child mental health problems via the serial mediation of caregiver PTSD, family
management problems, and child ACEs, and b) PTSD as a distal outcome of caregiver
cumulative ACE scores. ACE patterns in the current study sample showed that over three-
fourths (77.5%) of caregivers reported one or more ACEs, which is higher than estimates in
the general population (63.9%; CDC, 2016). Compared to a representative sample of U.S.
adults (i.e., CDC-Kaiser ACE Study), caregivers in our sample overall demonstrated higher
prevalence rates per item [e.g., emotional abuse (23.2% vs. 10.6%), parental divorce (61%
vs. 23.3%), and household incarceration (31.2% vs. 4.7%)]. These discrepancies add to the
extant literature that suggests individuals living in areas of concentrated disadvantage, who
also experience other systemic issues (e.g., racism), may be at greater risk for ACE exposure
(Giovanelli & Reynolds, 2021; Bernard et al., 2021; Hampton-Anderson et al., 2021).

As anticipated, we found a significant association between caregiver ACEs and adolescents’
self-reported PTSD. Over half (56%) of adolescents in the sample met the clinical cut off for
PTSD, well above the national estimated lifetime prevalence of PTSD in adolescents (5%;
National Institute for Mental Health, 2021). Given that we assessed this relation using a
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composite ACE score, it is difficult to compare to prior literature focused primarily on child
maltreatment (e.g., Negriff et al., 2020). Current findings suggest that adolescents reared

by caregivers with a history of ACEs may experience higher levels of PTSD symptoms,
reinforcing Masten & Cicchetti’s (2016) emphasis on delineating multiple intergenerational
risk pathways.

Contrary to our hypothesis and prior research findings (Doi et al., 2020; Haynes et

al., 2020), caregiver ACEs were not significantly associated with adolescent depression
symptoms. Despite comparative differences in significant findings, the current study’s use
of adolescents’ self-reported symptoms is a considerable strength in relation to studies
utilizing caregiver report (e.g., Haynes et al, 2020), due to early evidence that parents’
assessment of their children’s mental health is unreliable, especially as they transition into
adolescence (Barrett et al., 1991). The aforementioned research also utilized data drawn
from state or international samples and included wider age ranges of child participants (e.qg.,
8- to 17-years), limiting the generalizability of previous findings to the specific context and
developmental period of the current study. Caregiver ACE history might also contribute
more heavily to depression in earlier childhood, since adolescent outcomes are more heavily
influenced by other external factors (e.g., peers, beginning puberty) and is a developmental
period typically associated with an increase in mental health symptoms (NIMH, 2021).

Null results could also be attributed to the low prevalence of self-reported clinical levels

of depression in our sample (32.4%) compared to rates (47%) found in similar samples
(Hammack et al., 2004).

Within the proposed serial mediation models, a significant simple indirect effect provided
evidence for the relation between caregiver ACEs and child’s self-reported PTSD (but not
depression) symptoms via adolescent ACE exposure. While prior research has focused on
child ACE scores as an outcome (e.g., Narayan et al., 2021; Schickedanz et al., 2021),

our results support inclusion of child ACEs as a mediator to build empirical support

for the intergenerational transmission of ACEs and to examine precursors of a child’s
psychological health within the larger context of a caregiver’s developmental history and
current functioning. Despite the absence of significant indirect effects for other hypothesized
serial mediation paths, several significant direct effects are worth highlighting. In both
models, the direct path between family management problems and child ACEs were
significant. The family management problems scale (Arthur et al., 2002) in the current study
measures aspects of parental monitoring. Thus, adolescents with caregivers who experience
difficulties monitoring their adolescents’ behaviors may be more likely to be exposed to
traumatic events across contexts (Collishaw et al., 2007). A significant direct effect also
emerged for the pathway connecting family management problems to adolescent PTSD,

but not depression. The significant pathways found in the current study provide additional
empirical rationale for theoretical support of delineating multiple pathways that confer risk
(Luthar & Masten, 2021; Masten & Chicchetti, 2016). To the authors’ knowledge, only one
prior study has shown family functioning to confer additional risk for negative psychological
health that emerged from exposure to external stressors (Sheidow et al., 2014), signifying a
continued need to consider the importance of family-level factors. Given the current study’s
nonsignificant pathway from family management problems to depression symptoms, it is
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important to further explore the impact of family management on children’s psychological
outcomes within the context of exposure to ACEs.

Despite support for examining parental PTSD as a mediator between caregiver and child
ACEs (Narayan et al., 2021), we did not find support for this indirect effect within current
models. Serial mediation analyses also showed no significant associations between caregiver
PTSD and other study variables aside from caregiver ACEs. However, a trend towards
significance is likely for the direct effect of caregiver PTSD on family management in
Model 1 (p=.08) and Model 2 (p=.06). It is possible that a larger sample size would help
further elucidate this pathway. Additionally, exploring possible associations between distinct
symptom manifestations of a caregiver’s PTSD (e.g., hypervigilance, avoidance) and their
overall family management tendencies might aid in understanding the negative impact
caregiver psychopathology can have on parenting (Vivrette et al., 2018). Additionally,
further delineating a caregiver’s own childhood family dynamic and relationship with their
caregivers would provide additional insight into how parenting behaviors confer across
generations (Bowlby, 1988). We also did not find support for a direct significant association
between a caregiver’s ACE scores and adolescent report of family management problems.
Including caregiver-report of family management in future studies may help establish a more
accurate picture of family functioning and provide further insight into these relations.

Results of the current study adds to the current literature and holds important implications
including evidence for the effects of caregiver ACEs intergenerationally and across multiple
ecological levels. Given that our sample is exclusively African American dyads residing

in areas of concentrated disadvantage, context must be considered when interpreting
findings. Bernard and colleagues (2020) presented a culturally informed ACE model to
consider the impact of disparities and environmental stressors that exist particularly for
African Americans in under-resourced, urban contexts. The proposed model recognizes the
historical, intergenerational, and ongoing effects of racism as contributors to the overall
biopsychosocial vulnerability of risk for ACEs and the interaction of these and other factors’
influence on health outcomes. Thus, future research conducted with African American dyads
should include culturally and contextually relevant adverse experiences (e.g., exposure to
community violence, racism) in addition to the conventional ACE items. There is also

a continued need to further examine ACE prevalence and ACE-related intergenerational
consequences in other distinct African American subgroups (Narayan et al., 2017).

Our findings also emphasize the need to screen caregivers for ACE history during child
wellness visits to identify distal risk factors. In the last decade, the American Academy

of Pediatrics published guidelines to include screening for ACEs in routine medical visits,
including recommendations to assess ACEs in children and parents. However, issues such as
feasibility, mandated reporting, and fear of upsetting parents are considered barriers to this
practice (Finkelhor, 2018; Gillespie, 2019). In the current study, we included information
about mandated reporting in the adolescent assent and parental consent form and this may
have contributed to the low lifetime prevalence of exposure to abuse reported by adolescents.

Second, data provide support that being reared by a caregiver with a history of ACEs
may increase risk for various deleterious outcomes including their own ACE exposure and
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subsequent PTSD. Despite research supporting that adolescence is a developmental period
typically characterized by increased mental health difficulties (NIMH, 2021), our descriptive
findings suggest that African Americans in urban contexts may develop PTSD at higher
rates, emphasizing a need to identify factors that may mitigate this consequence of exposure
to risk. Additionally, despite null findings for any significant direct effect of caregiver
PTSD, the potential importance of this factor should not be ignored, given previous findings
of positive correlations between caregiver PTSD and measures of child distress (Lambert

et al., 2014), implications for parenting challenges (Muzik et al., 2017), and increased

risk for child exposure to adversity (Narayan et al., 2021). Previous findings highlight the
need to implement effective intervention and prevention programs aimed to reduce the risk
caregiver ACE exposure confers on their psychological health as well as family and child
functioning. Current intervention efforts include the use of early intervention (Survivor
Mom’s Companion; Sperlich & Seng, 2018), parent management training (Forgatch &
Gewirtz, 2017), and family level interventions (Mom Power; Rosenblum et al., 2017)

for children at increased risk for deleterious outcomes due to a caregiver’s history of

ACEs. Supporting caregivers by providing access to mental health treatment and parent
management training before and during parenthood is an important step to mitigating the
intergenerational risk of ACEs on psychological, family, and child outcomes.

This study has several limitations that warrant consideration. Although this study allowed us
to delineate outcomes that are foundational to further study of intergenerational associations
between caregiver adverse experiences and their child’s trauma symptoms, use of cross-
sectional data denies the ability to infer causal relations between variables. The CROPSs
measure used for the current study was based on the DSM-1V and not the DSM-V,

however, it has shown good psychometric properties with samples of youth from low
income, urban communities (Becker et al., 2011; Greenwald & Rubin, 1999; Greenwald

et al., 2002). Additionally, because our sample primarily consisted of female caregivers,

this study was unable to explore possible differences in outcomes of maternal versus
paternal ACE exposure. Future research should also consider including other individuals
(i.e., grandparents, older siblings) who may take on a caregiving role in the home. Further,
despite the novel nature of the study sample within the ACE literature, these findings cannot
be generalized to all African American families or to other socio ecological contexts.

Lastly, although we considered three sequential mediating pathways that assessed factors
(i.e., caregiver PTSD, family management problems, child ACEs) that may influence
relations between caregiver ACE scores and child internalizing symptoms, there are
important contextual and environmental factors unable to be adequately addressed including
racial discrimination and gun violence, which are known to be elevated in low-income,
urban settings (Aufrichtig et al., 2017; Bernard et al., 2021; Hampton-Anderson et al.,
2021). Future research should include these potential stressors within analytic models.
Lastly, future research should aim to utilize longitudinal data to examine causality between
empirically supported outcomes of ACE exposure and intergenerational consequences of
risk among African American families living in high burden urban communities, due to the
additional risk this context confers.
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Conclusion

This study demonstrated the indirect effect of caregiver ACEs on adolescent post-traumatic
symptoms via child ACEs and is a departure from most of the present literature that
focused primarily on depression symptoms (Doi et al., 2020; Haynes et al., 2020). While
the hypothesized indirect effects for overall serial mediation models were not supported,
significant paths emerged from family management to child ACEs to both child post-
traumatic symptoms and depressive symptoms, highlighting the importance of considering
these relations in future studies. Perhaps equally important to the constructs explored in
this study is the examination of these associations in a traditionally under researched
population of African American families living in high burden urban communities. These
findings portray a basis of justification for ACE screening in healthcare settings as

a method for early identification and mitigation of intergenerational consequences. By
examining intergenerational outcomes associated with ACEs, researchers and mental health
professionals will be better able to anticipate and address posttraumatic symptoms.
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Adverse childhood experiences (ACEs) have a deleterious influence on mental health, yet
the impact of this exposure on future generations’ functioning, particularly within urban,
African American populations, remains crucial to explore. Findings suggest caregiver
exposure to ACEs are associated with their child’s PTSD symptoms. Thus, caregivers
and children should be screened for ACEs and subsequent consequences at medical
visits. Special attention should be paid to families with caregivers who report exposure

to prior trauma and appropriate referrals should be made to mitigate intergenerational
consequences of ACEs.
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Figure 1. Serial mediation modelswith child posttraumatic stress disorder (Model 1) and
depression (Model 2) asthe outcome.
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