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Abstract

Protective factors such as safe, stable, nurturing relationships and environments can prevent the long-term effects of adverse
childhood experiences (ACEs). Recently, policymakers and practitioners have sought to better understand environmental level
influences on exposure to ACEs, given the crucial role of social determinants of health in alleviating racial health inequities.
Thus, this study seeks to understand how ACEs can be mitigated through neighborhood-level factors; it examines the relation-
ships among ACEs, safe and supportive neighborhoods, and overall health status by race/ethnicity using a national data sample.
Data were obtained from 30,530 households with children who participated in the 2018 National Survey for Children’s Health,
a nationally representative survey. Using multivariable logistic regression, safe and supportive neighborhoods were assessed as
potential moderators of the association between ACEs and overall health status by race/ethnicity. Two separate models were run
for each moderator, controlling for sex, age, and gender of the child. The presence of a safe neighborhood weakened the associa-
tion between ACEs and overall health status. This was demonstrated by lower odds of experiencing poor health. The presence
of a supportive neighborhood showed a similar pattern. However, these patterns varied when disaggregating the data by race/
ethnicity. This study underscores the importance of community-level prevention and intervention efforts to mitigate the health
effects of ACEs. Public health efforts seeking to prevent poor health outcomes should consider the socio-environmental influ-
ences on health behaviors across the lifespan and continue to address the varying needs of historically disadvantaged populations.
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Background

Adverse Childhood Experiences (ACEs) include abuse (physi-
cal, emotional, sexual), neglect (physical, emotional), and
household dysfunction (mental illness in the household, incar-
cerated relative, mother treated violently, substance abuse in the
household, parental divorce or parental separation) (Felitti et al.,
2019). ACEs expose developing brains to stress, which hin-
ders cognitive development (Anda et al., 2006) and results in a
wide range of physical health difficulties, mental health difficul-
ties, and poor health behaviors during childhood, adolescence,
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and adulthood (Felitti et al., 2019; Flaherty et al., 2013; Lanier
et al., 2018). The more ACEs an individual experiences,
the more likely they are to experience health-related difficulties
and early mortality (Brown et al., 2009; Crouch et al., 2018b;
Felitti et al., 2019). Positive, supportive youth-adult relationships
positively impact children’s health and may reduce the nega-
tive health and well-being impacts of ACE:s as early as adoles-
cence, which is a critical period for brain development, and is
often the time that risk behavior engagement occurs (Srivastav
et al., 2020c). Evidence suggests that individuals who found
that growing up with an adult “who made them feel safe and
protected” reduced the likelihood of poor health outcomes, even
among individuals who experienced four or more ACEs (Crouch
et al., 2018a). Safe, stable, nurturing relationships (SSNRs) can
occur between children and their parents or between children
and other supportive adults, across early childhood to late ado-
lescence, has been shown to mitigate the negative health and
social impacts of experiencing trauma (Srivastav et al., 2020c)
and maltreatment (Schofield et al., 2013).

As ACE:s have continued to receive widespread attention
and recognition in public health as a root cause of many
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risk behaviors, chronic health conditions, and poor social
outcomes, the measures of ACEs, focus largely on individual
experiences (e.g., abuse, neglect, and household dysfunc-
tion) have been critiqued because they ignore the role of
cultural and social context that may play a role in exposure
to such experiences. For example, Ellis and Dietz (2017)
have developed a new framework to address ACEs which
recognizes that ACEs are experiences caused by adverse
community environments which are created by inequities
such as structural racism (Ellis & Dietz, 2017). Community
advocates have called to amend the original “ACE pyramid,”
which conceptualized ACEs as a root cause of disease and
mortality to include the role of structural, systemic, and
historical trauma as the foundation for exposure to ACEs
(Bruner, 2017; Dhaliwal, 2016). This is supported by emerg-
ing evidence that suggests that the traditional ACEs may
not fully capture the lived experiences of children of color,
who are more likely to be exposed to traumatic environ-
ments compared to their white counterparts due to systemic
inequities (Bruner, 2017; Cronholm et al., 2015; Srivastav
et al., 2020c). As the role of the life course, specifically early
childhood (Williams & Cooper, 2019a, b), is increasingly
recognized as a crucial approach to race equity, there has
been a call to better understand the role of systemic and
environmental influences in exposure to ACEs to better
understand ways to alleviate health disparities for associ-
ated health consequences.

Neighborhoods are a key example of such systemic and
environmental influences, also known as structural determi-
nants of health. Neighborhoods profoundly influence child
health. Children who live in safe neighborhoods may have
better outcomes related to behavior (Edwards & Bromfield,
2009), development, and physical health (Christian et al.,
2015; Fan & Chen, 2012), including complex and intersect-
ing childhood health conditions (Jackson et al., 2019). Com-
munity development efforts may positively influence a range
of health care outcomes (Chisolm et al., 2020). However,
the health impacts of community development efforts “gen-
erally have not been considered or evaluated” (Jutte et al.,
2015). Because children experience their neighborhoods
indirectly through their caregivers (To et al., 2001), parental
factors may have a greater influence over child well-being
than neighborhood factors (Kenney, 2012). Although socio-
economic status and neighborhoods are often intertwined,
neighborhood factors impact child health beyond family
income levels, specifically through racial residential seg-
regation, a form of structural racism (Kersten et al., 2018).
Structural racism refers to influential socio-ecological lev-
els in which racism exists, including systems, social forces,
institutions, ideologies, and processes that can adversely
affect individuals of color (Gee & Ford, 2011). Racial resi-
dential segregation is considered a major form of structural
racism in the U.S. Though institutional racial segregation
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became illegal in 1968 during the Civil Rights Era, residen-
tial segregation for Blacks continues to be high across the
U.S. today (Abramovitz & Smith, 2021; Williams & Collins,
2001; Williams & Cooper, 2019b).

There is a need to better understand how neighborhood
safety may mitigate the association between ACEs and
physical health to advance racial health equity for children
and families. While there has been promising research dem-
onstrating safe neighborhoods may partially mitigate the
association between ACEs and well-being, little is known
about how neighborhood contexts influence the health
outcomes associated with ACEs and how this may differ
between racial/ethnic groups, given historical and structural
inequities that exist in the U.S. To fill in this knowledge
gap, our study aims to better understand how ACEs can be
mitigated through neighborhood-level factors using a large
population-level dataset. Our study is guided by the socio-
ecological model, which posits that Adverse Childhood
Experiences occur in connection with complex, interrelated
systems (Ungar, 2012).

Methods

Data were obtained from the 2018 National Survey of Chil-
dren’s Health (n=30,530; weighted n=73,433,138). The
survey was completed by an adult in the household with
knowledge of both the child’s health and their healthcare.
Those missing or with non-Hispanic multi-racial/other race/
ethnicity were excluded (n=2,407). Then, the number of
ACE:s a participant reported was collapsed into a binary “no
ACEs” or “at least one ACE.”

Examining ACE exposure this way is consistent with pre-
vious research (Merrick et al., 2020; Srivastav et al., 2020a)
and the original ACE study. (Felitti et al., 1998) The exami-
nation of ACEs as a binary variable also considers the origi-
nal study’s pivotal findings: ACEs are highly interrelated
(Crouch et al., 2017; Dong et al., 2004), the toxic stress from
any type of ACE is approximately the same. (Felitti et al.,
1998) and exposure to even one can increase the risk of
poor outcomes in adulthood. (Felitti, 2009) Finally, assess-
ing ACEs as a dichotomous variable recognizes limitations
identified by the original ACE study—many studies prior
focused on single exposures and single health outcomes;
they did not consider that experiences in childhood are not
static. (Anda et al., 1999; Felitti et al., 1998; Srivastav et al.,
2020a).

ACE exposure was defined as at least one of the follow-
ing: hard to cover basics on family’s income (‘somewhat
often’ or ‘very often’); parents divorced/separated (‘yes’);
parent or guardian died (‘yes’); parent or guardian incar-
cerated (‘yes’); witnessed physical violence (‘yes’); victim/
witness of neighborhood violence (‘yes’); lived with anyone
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mentally ill (‘yes’); lived with anyone alcohol/drug prob-
lem (‘yes’); treated or judged unfairly due to race/ethnicity
(‘yes’). The final analytic sample (Fig. 1) included 10,475
responses, which represents 38,828,788 children with at
least one ACE when the survey weights are accounted for.

Consistent with previous studies, safe neighborhoods and
supportive neighborhoods were examined as separate con-
structs. (Borrell et al., 2016) A child was considered living
in a supportive neighborhood when a respondent answered
“definitely agree” to at least one and “somewhat agree” or
“definitely agree” to the remainder among the following:
“people in this neighborhood help each other out”; “we
watch out for each other's children in this neighborhood”;
“when we encounter difficulties, we know where to go for
help in our community.” A child was considered to live in
a safe neighborhood if they answered “definitely agree,” to
the prompt, “this child is safe in our neighborhood.” The
outcome of interest was whether the child’s overall health
status was poor (i.e., not excellent or very good).

The control variables included: child’s age group,
household poverty level, and parents’ combined health
status. Child’s age group was categorized as: 0-3; 4-7;
8—11; 12-14; 15-17, and child’s gender was grouped as
male and female. Household poverty level was categorized
as: <100% of the federal poverty level (FPL); 100- <200%
FPL; 200- <400% FPL; and 400% + FPL. Combined parent

Full Sample from
National Survey of Children’s Health (2018)
n=30,530
weighted n=73,433,138

A 4

Excluded those missing or with non-Hispanic
multi-racial/other race/ethnicity
n=28,123

A 4
Excluded those with no ACEs or missing ACEs
n=17,648

A 4
Analytic sample among those with ACEs
n=10,475
weighted n=38,828,788

Fig.1 CONSORT diagram of analytics sample among those with at
least one ACE

health status was defined using mother and father reported
health status. Parent health status was defined as “excellent/
very good” if both parents reported excellent or very good
health, or, in the case of a single-parent household, the pri-
mary caregiver reported excellent or very good health. Con-
versely, combined parent health status was defined as “not
excellent/very good” if either parent reported not excellent
or very good health. Further, we stratified our analysis by
child’s race/ethnicity. Child’s race/ethnicity was categorized
as: Hispanic or non-Hispanic Asian, Black, or white.

To account for the complex sampling design, analyses
were done in SAS 9.4 using survey analysis procedures.
Bivariate analyses of ACE status, ACE components, and
neighborhood variables were done by race/ethnicity. We
conducted bivariate analyses of demographic variables and
potential confounders by ACE status. Finally, we conducted
bivariate analyses of demographic variables and potential
confounders by neighborhood variables.

Finally, we conducted multivariable modeling to assess
the association between neighborhood-level factors and
self-reported poor health. We restricted our population to
those with at least one ACE. Multivariable logistic regres-
sion models were done to obtain the odds of having poor
health among those living in a safe neighborhood compared
to those living in an unsafe neighborhood, and among those
live in a supportive neighborhood compared to those living
in an unsupportive neighborhood. Adjusted odds ratios and
their relevant 95% confidence intervals (CIs) were obtained.
Models were adjusted for child’s age group and household
poverty status. We stratified each model by the child’s race/
ethnicity.

Results

Approximately 40.7% (95% CI: 39.4-41.9) of children in
the.S.U.S. have at least one ACE. Non-Hispanic Black chil-
dren had a significantly higher prevalence (55.4%; 95% CI:
51.6-59.1) of at least one ACE than their counterparts of
any other race/ethnicity. The most prevalent ACE was par-
ent/guardian divorce (23.4%; 95% CI: 22.4-24.5), and the
next prevalent was hard to cover basics on family’s income
(15.1%; 95% CI: 14.1-16.1; Table 1). This was true across
all race/ethnicity groups.

Approximately 56.3% (95% CI: 55.0-57.6) of children
lived in a supportive neighborhood, and 65.4% (95% CI:
64.1-66.6) lived in a safe neighborhood. Non-Hispanic
Black (45.1%; 95% CI: 41.5-48.7), Hispanic (49.6%; 95%
CI: 46.2-53.0), and non-Hispanic Asian (50.5%; 95% CI:
45.4-55.7) had a significantly lower prevalence of living in
a supportive neighborhood than non-Hispanic white chil-
dren (62.9%; 95% CI: 61.7-64.2). Similarly, Non-Hispanic
Black (57.0%; 95% CI: 53.3-60.7), Hispanic (58.1%; 95%

@ Springer



Journal of Child & Adolescent Trauma (2022) 15:977-986

980

€69 T6S €9 L09 ¢€§ 0LS vTL T0L TIL ¥I19 LvS 18 999 I1¥%9 +'¢9 (e013e A[o11uyap) PooyI0qUSIAU IO UT JFES ST PIIYD SIYL,
(9213 Aoytuyop) Ayrunux
'Ly TLE Tty 08 SO0V €¥y GSSC T1€C €S LLy Olv €vr 605 v8 96¥ ~woo mo ut d[3y 10j 0F 0} AIGYM MOUY oM ‘SIN[NOLJIP IAIUNOIUD IM UYL
'Ly T'LE TTH €LE SOE 6€€ TIS 86y OIS 9€r OLE €0r 99y Itk ¢Sy (9a15e A[0IUyop) POOYIOQUSIoU SIY) Ul USIP[IYD S, IOYIO YOkd JOJ INO YoTesm I
LTy 0¢e 6LE T6C 67CC 19C TSy 8Ty Ovr Lle §SC 98T €8¢ 6'SE [T'LE (e013e A[a11uyep) 1o 1at1o yoes djay pooyroqusiou sty ut ojdood
LSS vSy 0S5 L8 Sy I'Sh T¥9 L19 679 0¢€S T 96y 9LS 0SS €9¢ pooyroqysteu aAnIoddng
3sa10)U] JO sawodInQ jo syuauodwo))
¥8 8¢ 9¢ O9II &L L6 L1 60 €¢I 8¢ &€ 9% 0¥ I'e 9¢ Kyoruyyo/eoer 03 anp Aprreyun pagpnl 1o pajeaiy,
ey 00 61 6L 9v €9 [or L8 v6 ¥8 €5 69 G8 €L 6L WA[qoId SNI/[OYOI[Y Uil UOSIS] I PIAIT
¥l €0 60 <¢6 SS ¥L 96 T8 68 SS9 O0Ov TS 6L L9 €L [T AT[eYUSIN YHIM POATT
Sl €0 60 88 TS 0L €€ 6T 6T 69 ¢S¢ TS 9v +¥e 0 POOYIOQUSION UT 9IUS[OIA JO SSOUILA/WHOIA
ey 90 ¢T 66 09 08 ¢S Ty 8y SL v 65 09 8v ¥S QWO Ul SIOYIQ yound “Yory NH ‘de[s synpy
ve vo vl 8yl <¢or ¢¢I oL LS ¥9 86 09 6L I8 L9 VL [Tef Ul SwWl], ueIpIeny Io jualed
ey ¢1 6T 69 6¢ ¥ 0¢ <TC 9C vv¥ 0T C¢ 9¢ LT T¢ paI( ueIpIens Io juared
6Cl CT9 G6 9¥t 6LC Tlc veT vIT ¥ 69¢ TIC 1Yl SYC vTCT vEC PadIOAI(J UeIpIEny) JO Jualed
¢or ¢y TL €CC €91 €6l <Cvl €Tl g€l L0c €SI 08l 190 I¥l 16l awoour s, A[Itwey uo soIseq J9A0D 0} prey
voc LLI T Te6s 9IS v'sS L8 ¢€9¢ §SLE POy L6t Ity 61y vet LO¥ HOV QU0 31se9[ IV
voc LLI TCC Te6s 9IS v'6S L8 €9¢ 6CLE POy L6t Ity 61y vt LO¥ SHOV Jo sieuodwo)
1D %S6 % 1D %56 % IO %56 % 1D %S6 % 1D %56 %
uelsy omuedsig-uou yoeg oruedsig-uou  9)ym druedsIyg-uou sredsty [eI2AQ

(HDSN 8102) Aoruyiozeoer £q ordwres [[exoao 10) pooytoqysou o9fes 1o aantoddns pue sgOV jo syjuouodwo) | ajqel

pringer

Qs



Journal of Child & Adolescent Trauma (2022) 15:977-986

981

CI: 54.7-61.4), and non-Hispanic Asian (64.3%; 95% CI:
59.2-69.3) had a significantly lower prevalence of living in a
safe neighborhood than non-Hispanic white children (71.2%;
95% CI: 70.1-72.4; Table 1).

Overall, children with at least one ACE had a signifi-
cantly higher prevalence of poor health and had a signifi-
cantly higher proportion who identified as non-Hispanic
Black, as an adolescent (ages 12—17), as living in a house-
hold <200% FPL, and as living in a household where the
highest adult educational attainment was less than a high
school diploma, compared to those with no ACEs (Table 2).
Children with at least one ACE who lived in an unsafe
neighborhood had a significantly higher prevalence of poor
health and had a significantly higher proportion who iden-
tified as non-Hispanic Black or Hispanic and living in a
household <200% FPL, compared to those with at least one
ACE who lived in a safe neighborhood (Table 3). Children
with at least one ACE who lived in an unsupportive neigh-
borhood had a significantly higher prevalence of poor health
and a significantly higher proportion who identified as non-
Hispanic Black children and living in a household <200%
FPL, compared to those with at least one ACE who lived in
a supportive neighborhood (Table 3).

Overall, among children with at least one ACE, those
living in a safe neighborhood had 42% lower (95% CI:
27-54) odds of poor health than those living in an unsafe
neighborhood after adjustment. Among children with at
least one ACE, those living in a supportive neighborhood
had 34% lower (95% CI: 16-48) odds of poor than those
living in an unsupportive neighborhood after adjustment
(Table 4).

Among non-Hispanic white children exposed to at least
one ACE, those living in a safe neighborhood had 52% lower
(95% CI: 37-63) odds of poor health than those living in an
unsafe neighborhood after adjustment. The same pattern was
true for supportive neighborhoods. Among non-Hispanic
white children experiencing ACEs, those living in a sup-
portive neighborhood had 34% lower (95% CI: 13-50) odds
of poor health than those living in an unsafe neighborhood
after adjustment (Table 4).

Among Hispanic children exposed to at least one ACE,
those living in a safe neighborhood had 45% lower (95%
CI: 8-67) odds of poor health than those living in an unsafe
neighborhood after adjustment. No other significant differ-
ences were detected for the various race/ethnicity groups
(Table 4).

Table 2 Bivariate analyses: demographic distribution by adverse childhood experience (ACE). Sample excluding those missing or non-Hispanic
multi-racial/other race/ethnicity (2018 National Survey of Children’s Health; n=28,123)

Overall No ACEs At Least One ACE
weightedn % 95% CI weightedn % 95% CI weightedn % 95% CI

Poor health 6,719,935 9.8 9.0 106 2,325,194 6.0 52 69 3,994,123 150 13.5 16.6
Race/ethnicity

Hispanic 18,530,886 26.9 25.6 282 9,924,175 25.6 238 274 7,503,460 282 26.0 304

non-Hispanic white 37,089,273 53.8 52.6 55.0 22,408,257 57.7 56.0 59.4 13,457,389 50.5 48.5 52.6

non-Hispanic Black 9,818,353 14.2 133 152 3,999,360 10.3 9.2 11.4 4958220 18.6 17.0 20.3

non-Hispanic Asian 3,488,274 5.1 46 55 249699 64 57 7.2 707311 27 21 32
Age group

0-3 14,597,013 21.2 20.1 222 10,458,923 269 255 284 3401,583 12.8 11.3 143

4-7 14,731,959 214 203 224 8,861,955 22.8 21.5 24.1 5,146,020 19.3 17.6 21.1

8-11 15,844,232 23.0 22.0 24.0 8,402,585 21.6 20.3 23.0 6,539,744 24.6 229 262

12-14 11,892,132 17.3 163 182 5,887,015 152 139 164 5286,087 199 183 214

15-17 11,861,449 17.2 163 18.1 5,218,310 134 125 144 6,252,946 235 21.8 252
Household poverty level

<100% FPL 13,627,438 19.8 18.6 209 5,591,380 144 13.0 158 7,136,116 26.8 24.8 28.8

100-<200% FPL 15,147,730 22.0 20.8 23.1 6,937,470 179 164 193 7426,678 279 259 29.8

200-<400% FPL 18,560,212 269 259 279 10,744,615 27.7 263 29.0 6,976,361 262 246 27.8

400%+ FPL 21,591,406 31.3 303 32.4 15,555,323 40.1 38.6 41.5 5,087,226 19.1 17.7 20.5
Highest education of adults in household

Less than high school 7,019,158 102 9.0 114 3,515,665 9.1 7.6 10.5 2,994,734 112 92 133

High school or GED 13,348,041 194 183 204 5,621,129 145 132 158 7,040,439 264 245 284

Some college or technical school 14,996,006 21.8 20.8 22.7 6,923,132 17.8 16.6 19.1 7,219,267 27.1 255 28.7

College degree or higher 33,563,581 48.7 47.5 499 22,768,861 58.6 56.9 60.3 9,371,939 352 334 370
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Table 4 Adjusted odds ratio (aOR) and associated 95% confidence interval (CI) of poor health by neighborhood safe/supportive status—stratfied

by race/ethnicity—only among those exposed to at least one ACE

Overall Hispanic Non-Hispanic white Non-Hispanic Black Non-Hispanic Asian
aOR (95% CI) aOR (95% CI) aOR (95% CI) aOR (95% CI) aOR (95% CI)
Neighborhood Safety
Safe 0.58 (0.46, 0.73) 0.55(0.33,0.92) 0.48 (0.37,0.63) 0.90 (0.56, 1.43) 0.66 (0.19, 2.38)
Not safe 1.00 (Referent) 1.00 (Referent) 1.00 (Referent) 1.00 (Referent) 1.00 (Referent)
Neighborhood Support
Supportive 0.66 (0.53, 0.84) 0.58 (0.33,1.01) 0.66 (0.50, 0.87) 0.91 (0.57, 1.46) 0.72 (0.24,2.12)

Not supportive 1.00 (Referent) 1.00 (Referent)

1.00 (Referent)

1.00 (Referent) 1.00 (Referent)

Discussion

This study investigated whether the presence of a safe neigh-
borhood or supportive neighborhood was associated with
poor health among children who have experienced at least
one ACE. As hypothesized, we found that children who have
experienced at least one ACEs have a significantly lower
prevalence of living in a safe or supportive neighborhood
compared to children with no ACEs. Children with at least
one ACE who lived in a safe or supportive neighborhood
faced lower odds of experiencing poor health compared
to their counterparts. These findings underscore previous
research that suggests that ACEs are a social determinant
of health; that is, they are affected by and can affect socio-
environmental and structural factors that promote or deter
engagement in healthy behaviors, leading to poor health
outcomes. This also reinforces the importance of investing
in community resilience, or the ability for communities to
adapt, recover and thrive, even in the face of adversity. Pre-
vention and intervention efforts should continue to ensure
their approaches are rooted in community-level factors that
dismantle systemic inequities. These can include promoting
social supports, building social cohesion, ensuring equitable
investment in communities, developing healthy community
design and infrastructure, increasing access to healthy food,
providing affordable housing, and ensuring all families are
able to meet their basic needs through livable wages (Turner
& Rawlings, 2009).

When examining these patterns by race/ethnicity, how-
ever, we found differing relationships. Although we found
that Black and Hispanic children are more likely to live in
unsafe and unsupportive neighborhoods compared to their
white counterparts, the moderating effects of a safe and
supportive neighborhood were only present for Hispanic
children exposed to at least one ACE. Interestingly, the
odds of poor health increased for Black children when they
reported at least one ACE and living in a safe and/or sup-
portive neighborhood compared to those who did not live
in a safe and supportive neighborhood but reported at least
one ACE. Some studies have suggested that racially diverse

neighborhoods may have lower levels of trust, altruism, or
community cohesion compared to homogenous neighbor-
hoods (Dinesen et al., 2020; Putnam, 2007). These stud-
ies suggest that often, a solution to providing access and
opportunity to Black families is not through investing in
their neighborhoods but rather moving them into wealthier,
all White neighborhoods, which may increase exposure to
discrimination and stress (Turner & Rawlings, 2009). This
is also consistent with research that shows that the negative
effects of racial residential segregation are largely seen in
urban areas as opposed to rural areas, which are comprised
of a striking percentage of Black families (Dinesen et al.,
2020). This may also support why the moderating effects of
a safe and supportive neighborhood were present for His-
panic children, as they are more likely to live in urban set-
tings that are impacted by racial residential segregation and
concentrated disadvantage (Turner et al., 2016).

It should also be noted that there were no significant dif-
ferences between safe and supportive neighborhoods and
health status for non-Hispanic Asian children with at least
one ACE. We suggest that these results be interpreted with
caution, given the methodological concerns around the
Asian American category. Specifically, this category is com-
prised of several racial/ethnic categories, and studies have
found that some of the largest racial, health, and economic
disparities exist within groups that comprise this category
(Holland & Palaniappan, 2012). Additionally, there is some
research to show that Asian Americans are more likely to
live in ethnic enclaves (West Coast Poverty Center, 2010),
which can be protective against the effects of community and
systemic inequities that have been linked to ACEs (Srivastav
et al., 2020a).

Ultimately, the impact of structural racism, whether
through racial residential segregation or lack of access to
opportunities and resources for children and families of
color living in ethnic enclaves, likely plays a role in children
of color’s disproportionate impact of ACEs and its associ-
ated consequences. Overall, these findings have important
implications for focusing on systemic and community-
level factors in the prevention of ACEs, specifically how
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place-based contexts can mitigate the effects of these trau-
matic experiences. This is also consistent with the field of
research around ACEs moving towards a strengths-based
approach through the concept of positive childhood experi-
ences, which recognizes that early life experiences are fluid;
children who have experienced ACEs may also have experi-
enced several positive childhood experiences (Bethell et al.,
2019; Srivastav et al., 2020b).

This study is the first to examine the relationship between
ACEs, safe and supportive neighborhoods, and health status
by race/ethnicity using a nationally representative sample
of children. It provides innovative evidence that addresses
existing gaps in knowledge about how the effects of a safe
and supportive neighborhood in childhood may or may not
mitigate the long-term effects of ACEs across racial groups.
We recognize, however, that this study has some limitations.
This data is self-reported by caregivers of the children. Car-
egivers may over-report socially desirable factors such as
their children’s not being exposed to ACEs, living in a safe
and supportive neighborhood, or having good health. In
addition, our primary outcome measure was self-reported
overall health, which can be a subjective assessment. Fur-
thermore, there are varying approaches to constructing the
ACE variable, with some studies using a continuous vari-
able instead of a dichotomous variable, as used within this
study. We believe that presenting/assessing the relationship
by ACE type goes back to the limitations identified by the
original ACE study—many public health studies focus on
single exposures and single outcomes, which do not take into
account that experiences in childhood are not static and the
reality that the same type of trauma can have differing effects
on different individuals (Srivastav et al., 2020a). Future
research could, however, could focus on the accumulation
of multiple ACEs to further examine these relationships.

Finally, the questions used to ask about a safe and sup-
portive neighborhood have not yet been validated. There
may also be other neighborhood factors that can provide a
more precise understanding of a safe and supportive neigh-
borhood that are not included in the NSCH, including but
not limited to crime rate data, observations of neighborhood
conditions, and ratings of neighborhood climate by a sam-
ple of residents. Future research should compare the self-
reported measures of safe and supportive neighborhoods by
caregivers to other validated measures.

In conclusion, this study provides unique and timely
insight on whether protective factors at a community level,
namely, a safe or supportive neighborhood, can buffer the
effects of ACEs on health. The data show that while in the
overall population, a safe or supportive neighborhood may
be protective against the effect of ACEs on health, its effects
may differ by race/ethnicity, likely due to the complex ways
in which structural racism influences neighborhood con-
texts. Ensuring that all children live in safe and supportive

@ Springer

neighborhoods should still be considered a solution for
preventing the long-term consequences of ACEs, although
this study highlights that there may be slightly different
approaches to building resilience within these neighbor-
hoods for different communities of color. Thus, as the field
looks to address ACEs as a root cause of health dispari-
ties, it must consider multi-level approaches that not only
provide safe and supportive neighborhoods for all children
but address the socioeconomic and systemic inequities that
contribute to racial health disparities among children.
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