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Objectives. To identify and describe differences in exposure to adverse childhood events (ACEs) by
birth generation and lesbian, gay, bisexual, transgender, and queer plus (LGBTQ+) identity.

Methods. Using data from the 2019 Behavioral Risk Factor Surveillance System, we examined the odds
of experiencing 4 or more ACEs for Generation X, millennials, and Generation Z relative to baby
boomers (n = 56 262). We also explored differences between generations based on LGBTQ+ identity.

;:' Results. The odds of experiencing 4 or more ACEs were higher for Generation X (odds ratio [OR] = 1.67;
§ 95% confidence interval [Cl]] = 1.52, 1.83), millennials (OR = 2.12; 95% Cl = 1.92, 2.35), and Generation Z
E (OR=2.12;95% Cl =1.79, 2.52) than for baby boomers. This disparity was amplified by LGBTQ+ identity
g (P=.016). The frequency of individual ACEs also varied by generation.
2 Conclusions. Exposure to 4 or more ACEs has increased for each generation since the baby boomers,
; and more so for the LGBTQ+ population. The ACEs experienced differ by generation.
Public Health Implications. Increasing ACE scores suggest that younger generations may have an
increased risk of ACE-related health problems. Policies are needed to prevent ACE exposure and
address the potential fallout from the ACEs that have seen the largest increases. (Am J Public Health.
2022;112(4):662-670. https://doi.org/10.2105/AJPH.2021.306642)
dverse childhood experiences over time, including incarceration and increased drug use and drug-related
A(ACES) refer to distressing, often drug use.® However, there is a paucity deaths.® Sodially, income inequality in
traumatic, events that happenin a per-  of evidence comparing the variation in the United States has increased sharply
son’s life before the age of 18 years, frequency of exposure and type of since the late 1970s, with top-earning
such as physical, sexual, and emotional ~ ACEs experienced between recent birth  families seeing substantial income gains
abuse; neglect; and household dysfunc-  cohorts (hereafter, generations). while the incomes of the bottom 50% of
tion." ACEs can lead to deleterious There are several structural and socio-  families have stagnated.” Children in
effects in adulthood, including worse logical factors that vary across genera- families with lower incomes experience
physical, behavioral, and economic tions with the potential to increase ACE more ACEs, suggesting that increasing
health.?> Parental ACE scores have exposure. At the structural level, incar- income inequality may contribute to
been linked to the child’'s ACE score, ceration rates began climbing in the higher ACE exposure in children born
raising concerns about intergenera- 1980s, largely from the War on Drugs.” after the 1970s.'® Combined, these
tional transfer of ACEs.*® Arecent sys-  Similarly, the crack epidemic of the changing structural and sociological fac-
tematic review found that national 1980s and the opioid epidemic of the tors suggest that exposure to ACEs may
trends for certain ACEs are increasing 1990s and 2000s have contributed to vary among generations.
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Nonmajority groups more heavily
impacted by these structural and socio-
logical changes may have experienced
different patterns in ACE exposure. One
group with potential for change in ACE
exposure is the lesbian, gay, bisexual,
transgender, and queer plus (LGBTQ+)
population. Because of stigma and dis-
crimination, the LBGTQ+ population is at
higher risk of substance use and having a
lower income than non-LGBTQ+ individ-
uals, making them more likely to be
affected by these structural and sociolog-
ical changes.'"'? Correspondingly, the
LGBTQ+ population may be more
affected by changes in exposure to ACEs.
In addition, there are more openly
LGBTQ+ individuals among millennials
and Generation Z (Gen-Z) than in any
other generation, at 20% compared with
12% of Generation X (Gen-X) and 7% of
baby boomers.'? Unfortunately, LGBTQ+
status remains strongly linked to ACEs,
and this increase in open LGBTQ+ indi-
viduals may result in increased exposure
to ACEs for younger generations.'"®

We explored whether there is a differ-
ence in ACE scores among Gen-Z, millen-
nials, Gen-X, and baby boomers, and
how that relationship varies for people
with LGBTQ+ identities. Given the
increases in ACE-associated structural
and sociological factors between genera-
tions, we hypothesized that exposure to
multiple ACEs has increased for each
generation cohort. Furthermore, given
their sensitivity to these changing factors
and underlying elevated risk of ACEs, we
anticipated that the relationship between
generation and ACE exposure will be
greater for LBGTQ+ individuals.

METHODS

This cross-sectional cohort study used
data from the 2019 Behavioral Risk Fac-
tor Surveillance System (BRFSS). The

BRFSS is an annual survey conducted
by the Centers for Disease Control and
Prevention that collects health risk-re-
lated data using a complex sampling
strategy designed to generalize to the
noninstitutionalized adult US popula-
tion."® The survey is administered via a
computer-assisted telephone interview
on landlines and cell phones. The
BRFSS consists of core modules cover-
ing demographics and common health
indicators, as well as several optional
modules that vary by state. In 2019, 21
states included the ACEs module, and
14 of those included the Sexual Orien-
tation and Gender Identity module
(Delaware, Florida, lowa, Kansas, Missis-
sippi, New York, Ohio, Oklahoma,
Rhode Island, South Carolina, Tennes-
see, Virginia, West Virginia, and Wiscon-
sin)."® We used data from the 14 states
that included both modules.

Measures

Adverse childhood experiences. We cal-
culated participant ACE scores by using
the ACE module of the BRFSS."® The
ACE module contains 11 items: 5 ques-
tions indicating household stressors
(e.g., "Did you live with anyone who
served time or was sentenced to serve
time in a prison, jail, or other correc-
tional facility?”) and 6 questions indicat-
ing household violence (e.g., “Before
age 18, how often did a parent or adult
in your home ever hit, beat, kick, or
physically hurt you in any way? Do not
include spanking.”). Responses were
dichotomized into exposed or unex-
posed for each question and summed
to form a total ACE score as described
elsewhere."” Responses of “don't know”
or "refused” were recoded as missing.
Finally, we dichotomized the total ACE
score as either “less than four ACEs” or
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“greater than or equal to four ACEs,” as
a cut-score of 4 or more ACEs is fre-
quently identified as a point of concern
in the ACEs outcome literature.'?

Generation. Generational ranges from
the Pew Research Center were used to
define birth cohorts based on partici-
pant birth year (derived using age at
the time of data collection).’® According
to birth year, participants were classi-
fied as Gen-Z (1997-2001), millennials
(1981-1996), Gen-X (1965-1980), or
baby boomers (1946-1964). Individuals
from earlier generations, born before
1946, were excluded to reduce survi-
vorship bias relating to the long-term
health effects of ACEs.

Sexual orientation and gender identity
status. We used the Sexual Orientation
and Gender Identity module in the
BRFSS to create a binary indicator vari-
able for self-identified LGBTQ+ status.
The Sexual Orientation and Gender
Identity module contains 1 sexual ori-
entation question and 1 gender identity
question.'® The sexual orientation
question asks, “Which of the following
best represents how you think of
yourself?” with response options includ-
ing gay, lesbian, bisexual, something
else, or “straight, that is, not gay.” The
gender identity question asks “Do you
consider yourself to be transgender?”
Participants providing any response
other than straight and not transgen-
der were coded as self-identifying as
LGBTQ+. Responses of “don’t know" or
“refused” were recoded as missing.

Statistical Analysis

Of 71069 people eligible to respond to
both the ACE and Sexual Orientation
and Gender Identity modules, 20.8%

(14 807) were missing data for at least
1 module, and 76.5% (n =11 326) of
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those were missing data for both mod-
ules. The degree of missingness was
not unexpected given the sensitive
nature of the measures and aligns with
missingness reported in previous stud-
ies."*!> We included an examination of
ACE missingness rates by generation as
part of our initial descriptive analysis of
the sample. We used a complete-case
analysis for the main analyses such that
respondents missing information for
any variables were excluded from the
analyses. For our primary analysis
examining differences in ACE score by
generation, we evaluated an unad-
justed logistic regression model. Next,
we evaluated a multiple logistic regres-
sion model that included generation,
LGBTQ+ status, and the interaction
between generation and LGBTQ+ sta-
tus. Given the use of a logistic model,
interactions were interpreted with a
focus on the direction and magnitude
of the association. For both models, we
conducted sensitivity analyses in which
the reference generation was changed
to Gen-X and then millennials. Finally,
we used x? analyses to examine the
proportion of respondents exposed to
each individual ACE across generation
and LGBTQ+ status to explore underly-
ing patterns in exposure that may
inform interpretation of the overall ACE

scores. To account for the complex
sampling strategy of the BRFSS, all
analyses included the appropriate
design variables provided by the BRFSS
(weight, cluster, and strata) and were
analyzed using PROC SURVEYLOGISTIC
and PROC SURVEYFREQ in SAS version
9.4 (SAS Institute, Cary, NC).

RESULTS

Our total unweighted sample included a
total of 56 262 respondents and was
predominantly non-Hispanic White
(79.98%) and female (54.37%). Four or
more ACEs were reported by 19.26% of
the sample. The majority of the sample
was from the baby boomer generation
(52.89%), followed by Gen-X (25.43%),
millennials (17.86%), and Gen-Z (3.81%).
Atotal of 5.11% of the respondents
self-identified as LGBTQ+. LGBTQ+
identity was most common among
Gen-Z (16.2%), followed by millennials
(9.7%), Gen-X (4.5%), and baby boomers
(3.1%). Millennials had the highest miss-
ingness for the ACEs measure at 34.6%,
Gen-Z had the lowest at 8.6%, and baby
boomers and Gen-X were in the middle
with 28.2% and 28.6%, respectively
(Appendix A, available as a supplement
to the online version of this article at
http://www.ajph.org).

Generational Differences

The odds of having 4 or more ACEs var-
ied by generation (F3 55657 = 88.34;

P <.001), with younger generations hav-
ing a higher proportion of individuals
reporting a high ACE score (Table 1).
Compared with baby boomers, the odds
of having 4 or more ACEs were 1.67
times higher for Gen-X (95% confidence
interval [Cl]=1.52, 1.83), 2.12 times
higher for millennials (95% CI = 1.92,
2.35), and 2.12 times higher for Gen-Z
(95% Cl=1.79, 2.52). All comparisons
were significant in the sensitivity analy-
ses, with the exception that millennials
and Gen-Z were not significantly
different.

In examining the frequency of each
ACE by generation, we found several
significant differences between the
generations for all ACEs with the excep-
tion of having lived with someone who
had alcohol dependency (Table 2).
Gen-X, millennials, and Gen-Z all experi-
enced more household depression,
drug use, incarceration, parental
divorce, and emotional abuse than did
baby boomers. Millennials and Gen-Z
reported more household depression,
incarceration, parental divorce, and
emotional abuse than Gen-X. Millennials
and Gen-X reported more interparental

I TABLE 1— Prevalence of Exposure to 4 or More Adverse Childhood Experiences (ACEs) by Generation:
Behavioral Risk Factor Surveillance System, United States, 2019

Generation, % (95% CI)

Baby Boomers Generation X Millennials Generation Z P
ACEs <.001
=4 14.69 (13.92, 15.46) 22.31* (21.06, 23.56) 26.77* (25.21, 28.33) 26.78* (23.64, 29.92)
<4 85.31 (84.54, 86.08) 77.69* (76.44, 78.94) 73.23* (71.67, 74.79) 73.22* (70.08, 76.36)

Note. Cl = confidence interval. Weighted percentage of people with =4 ACEs in 2019 for baby boomers (1946-1964), Generation X (1965-1980),
millennials (1981-1996), and Generation Z (1997-2001). Percentages are weighted using the design variables for the 2019 Behavioral Risk Factor
Surveillance System. The P values are for the goodness-of-fit x* test for each ACE.

*Significantly different from baby boomers at P <.05.
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I TABLE 2— Prevalence of Exposure to Each Adverse Childhood Experience (ACE) by Generation:

Behavioral Risk Factor Surveillance System, United States, 2019
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ACEs

Generation, % (95% CI)

Baby Boomers

Generation X

Household depression

12.28 (11.52, 13.04)

17.84* (16.69, 18.99)

26.37* (24.85, 27.88)

Household alcoholism

21.95 (21.06, 22.83)

23.41 (22.19, 24.63)

23.94 (22.52, 25.35)

Household drug use

6.25 (5.73, 6.76)

12.04* (11.05, 13.02)

17.04* (15.80, 18.27)

Household incarceration

4.18 (3.64, 4.71)

7.85* (7.03, 8.68)

13.86* (12.65, 15.08)

Parental divorce

19.87 (18.97, 20.76)

35.64* (34.15, 37.12)

42.38* (40.62, 44.14)

Interparental violence

15.63 (14.82, 16.45)

19.10* (17.91, 20.30)

17.77* (16.48, 19.06)

Physical abuse

23.74 (22.78, 24.71)

26.74* (25.36, 28.12)

24.67 (23.12, 26.22)

Emotional abuse

29.99 (28.94, 31.03)

35.28* (33.87, 36.70)

41.77* (40.02, 43.53)

Touched sexually

10.87 (10.16, 11.58)

13.19% (12.17, 14.22)

11.15 (10.00, 12.31)

Forced to touch sexually

7.40 (6.82, 7.97)

10.41* (9.49, 11.33)

9.04* (7.99, 10.09)

Rape

4.37 (3.93, 4.82)

6.44* (5.68, 7.20)

5.54 (4.66, 6.42)

Generation Z P
31.47* (28.01, 34.93) <.001
22.89 (19.84, 25.94) A7

15.74* (13.39, 18.10) <.001
16.43* (13.88, 18.99) <.001
40.87* (37.18, 44.55) <.001
17.38 (14.70, 20.05) <.001
23.45 (20.37, 26.53) .017
44.53* (40.73, 48.33) <.001
8.9 (6.94, 10.86) <.001
7.41 (5.47, 9.35) <.001
4.19 (2.66, 5.72) <.001

Note. Cl = confidence interval; LGBTQ+ = lesbian, gay, bisexual, transgender, and queer plus. Percentages are weighted using the design variables for
the 2019 Behavioral Risk Factor Surveillance System. The P values are for the goodness-of-fit x> test for each ACE.

*Significantly different from baby boomers at P <.05.

violence and sexual abuse than Gen-Z
or baby boomers, with both reporting
higher proportions of being forced to
touch an adult sexually. Gen-X also
reported receiving more sexual touch-
ing, rape, and physical abuse than any
other generation.

Sexual Orientation and
Gender Identity Status

Our analysis examining self-identified
LGBTQ+ status and generation yielded
significant main effects for both genera-
tion (F3 55657 =32.10; P<.001) and
LGBTQ+ status (F1,55650 = 111.71;

P <.001). The interaction between
LGBTQ+ status and generation was
also significant (F3 55657 = 3.46; P=.016;
Figure 1). LGBTQ+ respondents from
Gen-X were not differently likely to
experience 4 or more ACEs than
LGBTQ+ baby boomers (odds ratio
[OR] =1.31;95% Cl = 0.84, 2.04).
LGBTQ+ millennials were more likely
to experience 4 or more ACEs than
LGBTQ+ baby boomers (OR = 1.84;

95% Cl =1.26, 2.71). Finally, LGBTQ+
individuals from Gen-Z had higher
odds of experiencing ACEs than
LGBTQ+ baby boomers, but the dif-
ference did not reach statistical signifi-
cance (OR=1.61;95% Cl=0.99, 2.64).
In the sensitivity analyses, no LGBTQ+
individuals from any generation signifi-
cantly differed from LGBTQ+ mem-
bers of Gen-X, and only LGBTQ+ baby
boomers differed from LGBTQ+
millennials.

There were noticeable differences
in the individual ACEs reported by
generation for LGBTQ+ respondents
(Table 3). Gen-X, millennials, and
Gen-Z were all more likely to have
experienced household depression,
incarceration, and divorce than were
baby boomers. Gen-X and millennials
reported more exposure to interpar-
ental violence than baby boomers.
Millennials and Gen-Z both had higher
rates of emotional abuse than Gen-X
and baby boomers. Gen-X more fre-
quently reported rape than other gen-
erations. Millennials experienced

more household drug use than other
generations.

DISCUSSION

We examined ACE exposure through a
new lens by exploring generational dif-
ferences in ACEs in general and by
LGBTQ+ status. The proportion of peo-
ple with 4 or more ACEs, considered to
be an indicator of potential toxic stress
and trauma, is substantially higher for
generations following the baby boom-
ers. Millennials reported the highest
proportion of 4 or more ACEs, followed
by Gen-Z and Gen-X. Household depres-
sion, drug use, incarceration, divorce,
and emotional abuse appeared to be
universally higher across Gen-X, millenni-
als, and Gen-Z, while several other
unique ACEs were elevated for each
generation. This finding is consistent
with a recent systematic review on
trends in individual ACEs that found
increases in drug overdoses from 1979
to 2016 and an increase in the divorce
rate from 1950 to 2000.°
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FIGURE 1— Prevalence of Exposure to 4 or More Adverse Childhood Experiences by Generation and LGBTQ+ Identity:
Behavioral Risk Factor Surveillance System, United States, 2019

Note. LGBTQ+ = lesbian, gay, bisexual, transgender, and queer plus. Weighted frequency of people with 4 or more adverse childhood experiences (ACEs) in
2019 by LGBTQ+ identity for baby boomers (1946-1964), Generation X (1965-1980), millennials (1981-1996), and Generation Z (1997-2001). Vertical error
bars represent the 95% confidence interval for the estimated percentages. Tests of main effects and interaction for generation (F; sses3 = 32.10; P<.001),

LGBTQ+ (F7,55650 = 111.71; P<.001), and generation * LGBTQ+ (F7,55657 = 32.10; P=.016).

LGBTQ+ identity was associated with
greater differences between genera-
tions when compared with baby boom-
ers, but not Gen-X. Upon examination
of individual ACEs experienced by gen-
eration and by LGBTQ+ status, ACEs
were higher overall for LGBTQ+ indi-
viduals, and there were also differences
in ACE exposure across generations for
LGBTQ+ individuals. These findings
suggest that exposure to ACEs has been
increasing over time and more so for
LGBTQ+ individuals. These findings are
relevant as they may have substantial
long-term health implications for youn-
ger generations, especially LGBTQ+ indi-
viduals. In addition, these differences in
exposure to individual ACEs across
generations may provide guidance

Peer Reviewed  Hughesetal.

toward structural factors that could be
addressed to stem the exposure to
ACEs. Furthermore, while we described
changes in the individual ACEs to which
each generation was exposed, we
believe these differences may warrant a
more thorough analysis than was within
the scope of this study. Future studies
should apply advanced analytic techni-
ques to better characterize these differ-
ent profiles of exposure and identify
potential health outcomes associated
with different ACE exposure profiles.

Limitations

This study had several limitations. First,
we conducted this study by using data
from a cross-sectional survey. While

the BRFSS is designed and weighted to
be representative, the self-report
nature of this sample does include a
risk for bias. In particular, recall bias
may be a factor that affects how many
ACEs are reported by each generation
because of the differences in age at
data collection. Thankfully, previous
studies have shown that ACE recall is
generally stable over time, but caution
may still be warranted.'® Furthermore,
the use of these cross-sectional data
also confers some additional strengths
by facilitating the examination of
LGBTQ+ individuals, as longitudinal
data of this population is scarce and
often limited to more recent years.
These data also mitigate some genera-
tional differences in responding, as all
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TABLE 3— Prevalence of Exposure to Each Adverse Childhood Experience (ACE) by Generation and
LGBTQ+ Identity: Behavioral Risk Factor Surveillance System, United States, 2019

Generation, % (95% CI)

ACEs Baby Boomers Generation X Millennials Generation Z P

LGBTQ+
Household depression 15.35 (11.23, 19.47) 35.33* (28.02, 42.63) 48.78* (43.27, 54.28) 44.82* (36.52, 53.11) <.001
Household alcoholism 28.95 (22.38, 35.51) 36.9 (29.46, 44.33) 34.94 (29.97, 39.91) 32.56 (24.85, 40.28) 47
Household drug use 11.89 (7.71, 16.08) 22.81 (15.71, 29.9) 28.96* (23.97, 33.96) 21.91 (15.67, 28.16) <.001
Household incarceration 6.08 (2.99, 9.17) 20.32*% (13.18, 27.46) 21.11*% (17.09, 25.12) 23.18* (16.73, 29.62) <.001
Parental divorce 25.11 (17.68, 32.55) 40.72* (33.04, 48.40) 47.15*% (41.67, 52.64) 47.40* (38.88, 55.92) <.001
Interparental violence 17.37 (12.97, 21.77) 31.37* (24.02, 38.71) 28.15* (23.52, 32.77) 24.95 (17.81, 32.09) .021
Physical abuse 30.18 (23.55, 36.81) 38.16 (30.67, 45.65) 39.78 (34.40, 45.16) 33.65 (25.83, 41.47) 19
Emotional abuse 36.29 (29.90, 42.67) 49.50 (41.85, 57.15) 63.08* (57.68, 68.48) 57.19* (48.44, 65.94) <.001
Touched sexually 21.98 (15.20, 28.76) 33.21 (25.93, 40.49) 24.63 (19.79, 29.48) 16.63 (10.34, 22.93) .008
Forced to touch sexually 18.87 (12.21, 25.54) 30.39 (23.12, 37.67) 19.97 (15.75, 24.19) 15.25 (8.99, 21.51) .011
Rape 10.24 (6.28, 14.19) 22.57* (15.77, 29.36) 14.02 (10.38, 17.66) 10.54 (4.68, 16.39) .008

Not LGBTQ+
Household depression 12.16 (11.39, 12.94) 16.93* (15.78, 18.07) 23.85* (22.31, 25.39) 28.29* (24.47, 32.10) <.001
Household alcoholism 21.69 (20.81, 22.57) 22.70 (21.48, 23.92) 22.70 (21.23, 24.17) 20.59 (17.31, 23.86) 4
Household drug use 6.04 (5.53, 6.55) 11.47* (10.51, 12.43) 15.70* (14.45, 16.94) 14.27* (11.78, 16.77) <.001
Household incarceration 4.11 (3.56, 4.65) 7.20* (6.43, 7.97) 13.05* (11.77, 14.33) 14.82* (12.06, 17.59) <.001
Parental divorce 19.67 (18.79, 20.55) 35.37* (33.86, 36.88) 41.84* (39.98, 43.70) 39.31* (35.23, 43.38) <.001
Interparental violence 15.57 (14.74, 16.40) 18.46* (17.27, 19.65) 16.61 (15.27, 17.94) 15.57 (12.75, 18.39) .006
Physical abuse 23.50 (22.54, 24.47) 26.14% (24.75, 27.54) 22.98 (21.37, 24.58) 21.02 (17.72, 24.32) .003
Emotional abuse 29.75 (28.69, 30.81) 34.54* (33.11, 35.96) 39.38* (37.55, 41.21) 41.51* (37.32, 45.70) <.001
Touched sexually 10.46 (9.78, 11.14) 12.15* (11.15, 13.14) 9.64 (8.49, 10.79) 7.06* (5.20, 8.92) <.001
Forced to touch sexually 6.97 (6.44, 7.50) 9.37* (8.49, 10.24) 7.81 (6.75, 8.88) 5.54 (3.70, 7.38) .001
Rape 4.16 (3.72, 4.59) 5.59* (4.89, 6.30) 4.59 (3.70, 5.48) 2.68 (1.46, 3.90) .001

Note. Cl = confidence interval; LGBTQ+ = lesbian, gay, bisexual, transgender, and queer plus. Weighted frequency of people with each ACE in 2019 by
LGBTQ+ identity for baby boomers (1946-1964), Generation X (1965-1980), millennials (1981-1996), and Generation Z (1997-2001). Percentages are
weighted using the design variables for the 2019 Behavioral Risk Factor Surveillance System. The P values are for the goodness-of-fit x? test for each

ACE.

*Significantly different from baby boomers at P <.05.

respondents were subject to the same
social norms at the time of the survey.
Future studies should seek to replicate
this study prospectively via longitudinal
cohorts or by examining ACEs reported
at a fixed time point for each genera-
tion (e.g., at age 18 years). In addition,
there is a risk of nonresponse bias
because of the elevated missingness in
the data. In particular, there was some
concern that older generations may

be less willing to report ACEs because
of generational differences in social

norms. Upon examination, there was
generational variation in nonresponse
to the ACE items. However, it was not
driven by older generations. Future
work is needed to assess the impact of
differential missingness in ACE studies.
Second, our assessment of ACEs was
limited to the ACEs included in the
BRFSS. There remains an ongoing dis-
course regarding which additional
childhood experiences should be
added to the ACEs module, such as bul-
lying and economic hardship.?® Future

studies should seek to examine gener-
ational differences in exposure to ACEs
that are not included in the BRFSS.
Third, Gen-Z only accounted for
approximately 4% of our sample,
potentially limiting our findings. This
limitation is primarily attributable to
Gen-Z being the youngest cohort, as
most of Gen-Z was aged younger than
18 years and ineligible to be included in
the 2019 BRFSS sample. Future studies
will need to examine the prevalence
of ACEs in Gen-Z further to identify
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potential differences between older
and younger members of Gen-Z.

Health Implications

Our findings have concerning health
implications, as ACEs are a well-
established and highly documented
risk factor for myriad chronic physical
and mental health conditions.”> An
increase in 4 or more ACEs among
younger generations may in part
explain observed upward trends in
ACE-associated chronic conditions rela-
tive to baby boomers. For example, mil-
lennials and Gen-Z have been found to
have higher incidences of mental
health conditions and suicide deaths
than previous generations.?"?2 While it
is too early to identify any real differ-
ences in the long-term health of Gen-Z,
there is some early evidence that mil-
lennials are experiencing worse chronic
health outcomes than Gen-X, and that
the health trajectory of Gen-X and mil-
lennials is worse than that of baby
boomers.?#%3 It will be important for
future studies to examine trends in
ACE-related outcomes to identify any
increases that may be related to the
increased prevalence of ACEs. In addi-
tion, work is needed to understand the
role that increased effort to mitigate
the effects of ACEs may have on the
relationship between increased gener-
ational ACEs and any potential health
outcomes. Current and future efforts
to address chronic health may need to
be updated to account for the shifting
ACE landscape.

Our study results showing increased
disparity between generations for peo-
ple who identify as LGBTQ+ is cause
for additional concern, as there is
already existing literature on the health
disparities the LGBTQ+ population
faces, and increasing ACEs may serve
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to exacerbate those disparities.!*%*

Particularly concerning are the findings
that 49.7% of LGBTQ+ millennials and
44.2% of LGBTQ+ Gen-Z reported 4 or
more ACEs. With previous surveys find-
ing that 20% of millennials and Gen-Z
self-identify as LGBTQ+, the potential
public health impact of these high ACE
scores is immense."® There is a docu-
mented need for targeted efforts seek-
ing to improve the health of the
LGBTQ+ population, and our findings
suggest that this effort may be more
critical than previously anticipated.?*2°
Broadly, several intervention strate-
gies have been found to effectively
reduce ACE exposure at the family,
school, and clinic level, and efforts to
implement these strategies should be
expanded and targeted toward the
ACEs most frequently experienced in
the current generation.?® For example,
psychoeducational trainings on family
conflict management and integrating
social-emotional learning in schools
have been successful.?® Regardless of
the specific strategy, 1 of the key com-
ponents is improving the frequency
with which clinicians screen for and
discuss ACEs.?® Previous work on
LGBTQ+ health care has suggested the
broad adoption of trauma-informed
care for this population, a position that
is reinforced by our findings.?* Given
the increased prevalence of ACEs in
younger generations, however, adopt-
ing a trauma-informed approach to
care more broadly may be prudent.

Policy Implications

Our results suggest that each genera-
tion has faced unique challenges
regarding exposure to ACEs. In addition
to the universal increases in several
ACEs, Gen-X experienced the most sex-
ual abuse and physical abuse, while

Gen-Z had the most exposure to
household depression, parental incar-
ceration, and emotional abuse. The mil-
lennial generation appeared to be a
transitional generation, experiencing
some of the interparental violence and
sexual abuse reported by Gen-X as well
as the emotional abuse and household
dysfunction experienced by Gen-Z. If
the differential exposure to ACEs
among generations reflects the influ-
ence of structural factors, then our
findings may be suggestive of policy
areas that should be evaluated for their
role in exposure to ACEs.

There is an extensive literature docu-
menting effective strategies for reduc-
ing ACE exposure. Universal clinical
approaches, such as increasing mental
health and intimate partner violence
screenings for all parents during peri-
natal care, as well as targeted interven-
tions, such as nurse-family partnership
programs, have achieved success in
reducing ACEs.??8 In addition, eco-
nomic and social policies have shown
considerable promise regarding ACEs,
such as implementing an earned
income tax credit, raising the minimum
wage, and providing quality early child-
hood education.?®2? Increasing finan-
cial support for these strategies at the
federal, state, and county level has sig-
nificant potential to reduce future ACE
exposure and represents an opportu-
nity for improving the health of future
generations.

Gen-X, millennials, and Gen-Z have
seen increased exposure to household
depression and emotional abuse, both
of which may be addressed through
increasing access to mental health
care. Depression is highly treatable
with evidence-based therapies, and
mental health care for parents has
been identified as a highly effective
method for preventing child abuse.*®



More broadly, improving the use of
mental health care among millennials
and Gen-Z may aid in reducing the
health impacts of ACEs while also
reducing the risk of intergenerational
transfer of ACEs to the next generation.
However, there are currently well-
established barriers to mental health
care, including workforce shortages
and insurance limitations, which will
need to be modified at the policy
level.?"3? Gen-X, millennials, and Gen-Z
all have experienced increases in
household drug use and parental incar-
ceration. Both increasing drug use and
increasing incarceration have been at
least partially attributed to the War on
Drugs and could be addressed through
substance use policy reform address-
ing mandatory minimums for nonvio-
lent drug offenses and improving
access to substance use treatment.*
As the prevalence of people openly
identifying as LGBTQ+ increases,
implementing policies that promote
LGBTQ+ acceptance and reduce
stigma will be vital for reducing ACEs.
Policies codifying equal rights protec-
tion for LGBTQ+ individuals are essen-
tial in addressing discrimination. In
addition, policies designed to promote
inclusivity in schools, such as the for-
mation of gay-straight alliance student
groups and providing funding for Safe-
Zone training programs have been
shown to reduce stigma.* Finally, pro-
viders competent and comfortable
treating the LGBTQ+ population are in
short supply, and health policies that
increase access to physical and mental
health care for LGBTQ+ individuals
will be paramount in efforts to mitigate
the deleterious effect of ACEs.?*%* In
particular, improving access to mental
health care for the LGBTQ+ population
should be addressed, as 63% of LGBTQ+
millennials and 57% of LGBTQ+

people from Gen-Z reported emo-
tional abuse.

Public Health Implications

Our results indicate that exposure to
ACEs varies by generation, several ACEs
are increasing among younger genera-
tions, and LGBTQ+ status is associated
with greater ACE exposure and genera-
tional differences. These findings sug-
gest that there may be an increase in
ACE-related chronic health conditions as
Gen-X, millennials, and Gen-Z age, which
has implications for health care spend-
ing and the available workforce trained
in trauma-informed care for these popu-
lations as they age. There may be oppor-
tunities for policy-level changes to
reduce ACEs among future generations,
such as improving ACE screening,
increasing access to mental health care
and substance use treatment, ending
the War on Drugs, raising the minimum
wage, and increasing access to quality
early childhood education. Further effort
is needed to identify and implement
effective preventive measures. 4JPH
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