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Abstract

Objective—Cumulative adverse childhood experiences (ACE) can have profound and lasting 

effects on parenting. Parents with a history of multiple ACE have greater challenges modulating 
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their own stress responses and helping their children adapt to life stressors. This paper examines 

pediatric practice in inquiring about parents’ childhood adversities as of 2013.

Methods—Using data from the 85th Periodic Survey of the American Academy of Pediatrics 

(AAP), we restricted analyses to the 302 pediatricians exclusively practicing general pediatrics 

who answered questions regarding their beliefs about childhood stressors, their role in advising 

parents, and whether they asked about parents’ ACE. Weighted descriptive and logistic regression 

analyses were conducted.

Results—Despite endorsing the influence of positive parenting on a child’s life-course trajectory 

(96%), that their advice can impact parenting skills (79%), and that screening for social-emotional 

risks is within their scope of practice ((81%), most pediatricians (61%) did not inquire about 

parents’ ACE. Pediatricians who believed that their advice influences positive parenting skills 

inquired about more parents’ ACE

Conclusion—As of 2013, few pediatricians inquired about parents’ ACE despite recognizing 

their negative impact on parenting behaviors and child development‥ Research is needed 

regarding the best approaches to the prevention and amelioration of ACE and the promotion of 

family and child resilience. Pediatricians need resources and education about the AAP’s proposed 

dyadic approach to assessing family and child risk factors and strengths and to providing guidance 

and management.

Keywords

Adverse Childhood Experiences; Parents’ ACE; parenting; pediatric primary care

INTRODUCTION

Cumulative Adverse Childhood Experiences (ACE), especially in the first 3 years of life, 

have profound and lasting negative effects on physical health,1 brain development,1,2 and 

mental health.3,4 The original ACE study demonstrated a dose-dependent impact of early 

life intra-familial adversities (such as maltreatment, exposure to domestic violence and 

parental mental health and substance abuse problems) on later-in-life risk-taking, unhealthy 

lifestyles, and disease. Moreover, cumulative ACE are also associated with suboptimal 

parenting styles. 4–7 Parents with a history of multiple ACE have greater challenges 

modulating their own stress responses and helping their children adapt to life stressors.6,7

Recent research in immunology, genetics, endocrinology, neuroscience and child 

development has led to an understanding of how ACE lead to chronic activation of the 

body’s physiologic stress responses and inflammatory pathways and lead to the biological 

embedding of stress. 3,5,6 Moreover, intra-familial ACE, probably through changes in gene 

regulation, unless buffered, can increase the likelihood of intergenerational transmission of 

trauma and adversity. 6,8,9

Parenting, however, occurs in a broad ecological context.10 Only one third of maltreating 

parents report being victimized as children,11 implying that factors beyond ACE, such as 

personality, coping skills, and social supports may buffer the impact of ACE on 

parenting. 11,12 However, other factors, such as poverty, unemployment and intimate partner 
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violence may exacerbate the impact. Simply put, while parents’ ACE are an important 

determinant of parenting and children’s outcomes, other salient factors can also impact those 

outcomes.9

Since 2012, the American Academy of Pediatrics (AAP) has made significant efforts to raise 

pediatricians’ awareness about ACE and their effects on early brain and child 

development.13–15 The AAP now emphasizes a dyadic approach to the prevention and 

amelioration of ACE and encourages pediatricians to promote resilience through early 

identification and management of families at risk, a focus on child and family strengths, and 

teaching positive parenting strategies.15–18 In 2013, despite the absence of validated 

screening tools for this purpose, the AAP recommended that pediatricians inquire about both 

parent and child ACE and for adversities beyond the original ACE at well child 

visits.16,19–21

In 2013, the AAP included questions about ACE on the Periodic Survey (PS85) to better 

understand whether and how pediatricians are utilizing knowledge about ACE in their 

practices. The survey appeared shortly after the first policy statement on toxic stress, and 

largely predated the AAP’s emphasis on a two-generation approach and the availability of 

validated ACE screening tools. The survey thus provides valuable baseline data about 

pediatricians’ practices prior to the development of AAP recommendations. In a previous 

analysis of this survey, we examined pediatricians’ beliefs about the impact of ACE and 

their perceived role in inquiring about children’s ACE and offering parenting advice.22 In 

this paper, we analyzed much of the same survey data to determine: 1) the number of 

parents’ ACE pediatricians inquire about; 2) the association between_respondents’ personal 

and practice characteristics and inquiring about parents’ ACE; and, 3) the association 

between respondents’ attitudes/beliefs about ACE and the number of parents’ ACE they 

inquire about.

METHODS

Survey Administration

The AAP Periodic Survey (PS) is a national survey of U.S. non-retired AAP members 

(N=54,491 in 2013) that has been conducted multiple times yearly since 1987 to inform 

policy, develop new initiatives or evaluate current projects and practice (www.AAP.org). The 

2013 questionnaire was sent 7 times to 1617 randomly selected members beginning in July 

2013 and ending in December 2013. This questionnaire, which is available through the AAP 

Department of Research, was 8 pages in length, was pretested for clarity and approved by 

the AAP Institutional Review Board prior to the first mailing. 594 (36.7%) pediatricians 

responded to the 2013 survey.

Survey Questions

The respondents were asked a broad range of questions used in previous Periodic Surveys 

about socio-demographic and practice characteristics. Additionally, the survey included 

questions about 8 of the original ACE and one other adversity, food insecurity. Using a 4-

point ordinal scale (all, most, some, none), pediatricians were asked to select what 
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proportion of parents they ask about their experiences with 8 specific ACE (physical or 

sexual abuse, emotional abuse, physical or emotional neglect, domestic violence, parent 

mental illness, parent substance abuse, raised by one parent and incarceration of a caregiver) 

and food scarcity, as a child.14 We included food scarcity, or food insecurity, which was the 

only non-ACE social determinant of health inquired about in the survey, since it is a 

recognized marker for poor health outcomes. No other social determinants of health were 

inquired about in the survey. Due to the small proportion of responses in the “all” category 

for each ACE, the “all” and “most” categories were combined in the analyses. The number 

of ACE pediatricians ask most/all parents about was then categorized as: none, 1–2, 3–9. We 

chose these categories because adult data indicates that ACE scores greater than 3 are 

predictive of poorer outcomes.

Pediatricians were queried about their familiarity with the original ACE study (very, 

somewhat, vaguely, not at all). A series of 7 questions with responses on a 5-point Likert 

scale ranging from strongly disagree to strongly agree were used to assess respondents’ 

beliefs about: the pathophysiology of ACE; the impact of excessive prolonged stress on 

children; the impact of ACE on parenting; and, the role of protective factors. For positively 

worded questions, strongly agree/agree responses were compared to neutral, disagree and 

strongly disagree; for negatively worded questions, strongly disagree/disagree were 

compared to the other three categories. Physicians were also asked if significant adversity in 

childhood was related to 7 health outcomes (yes, no, don’t know). Additionally, using the 5-

point Likert scale described above, pediatricians were asked to rate their level of agreement 

that: 1) screening for social emotional risk factors within the family was beyond the scope of 

the pediatric medical home; and, 2) pediatric advice has little impact on parenting skills. 

Lastly, pediatricians were asked if they had received training during their residency or 

fellowship about positive parenting techniques for parents of children or adolescents.

Statistical Analyses

Respondents were nearly identical to full AAP membership on sex and region and to non-

respondents, except they were slightly older than non-respondents (46.6 vs 43.6 years). 

Sample weights were created to minimize potential bias due to differential non-response and 

to ensure that the respondents were representative of the membership. Logistic regression 

was used to estimate the probability of responding to the survey to create a propensity score; 

auxiliary information available for both responders and non-responders were included as 

predictors (age, sex, region, and membership status). The final logistic regression model 

included the three-way interaction of age, sex, and region as well as their two-way 

interactions and main effects; those who did not respond were more likely to be younger 

females practicing in the Northeast or Midwest. Ten groups were created using deciles of the 

propensity score distribution, and the average propensity score ( ) was calculated for each 

group. The sample weight was the inverse of the average propensity score ( ) for each 

group. The sample weights were rescaled such that the average was 1 and the sum was equal 

to the analytic sample size.
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Weighted means and standard errors were used to summarize continuous measures, while 

categorical measures were summarized using weighted percentages. Bivariate associations 

with the number of ACE pediatricians ask most/all patients’ parents about were assessed 

using weighted logistic regression and the Rao-Scott Chi-Square test. Statistical significance 

was set at p<.05. Analyses were performed using procedures appropriate for survey data in 

SAS version 9.3 (SAS Institute, Inc., Cary, NC).

RESULTS

Physician and Practice Characteristics

The analyses were restricted to the 302 physicians who completed their residency training, 

exclusively practice general pediatrics, and completed the majority of the survey questions 

about ACE. About two-thirds of the analytic sample were female, with an average age in the 

mid- forties, and distributed relatively evenly by length of time they were in practice <10 

years, 10–19 years and ≥20 years (Table 1). Less than half (48%) reported residency or 

fellowship training in positive parenting techniques.

Asking about Parental ACE

Pediatricians recall asking only a small proportion of their patients’ parents about their 

childhood adversities (Figure 1). Overall, 61% did not ask most/all parents about any 

parental ACE: 24% asked about 1–2 parental ACE, and only 15% asked about 3 or more 

parental ACE. The most frequently asked about parental ACE was a family history of mental 

illness, but only 30% of respondents asked most/all parents about this, while 42% asked 

some parents. About 20% of pediatricians asked most/all parents about parental substance 

abuse (21%) and whether they were raised by a single parent (20%). In addition, 11% of 

respondents asked most/all parents about exposure to domestic violence and less than 7% 

asked most/all parents about having an incarcerated caregiver, a history of maltreatment 

(physical or sexual abuse, emotional abuse, and neglect) or childhood food insecurity.

Familiarity with the ACE Study and Beliefs About the Impact of ACE

As we reported previously,22 respondents were largely unfamiliar with the ACE study. Only 

2% were very familiar, 8% were somewhat familiar, 13% were vaguely familiar, and 76% 

were not at all familiar with the ACE study (Table 1). Only 34% of all general pediatricians 

agreed/strongly agreed that prolonged or excessive physiologic stress in childhood can result 

in epigenetic modification of DNA (Table 2). Moreover, just over half (57%) agreed/strongly 

agreed that brief periods of stress can have a positive effect on a child by serving to motivate 

and build resilience.

Nearly all respondents recognized the impact of ACE on developmental and mental health 

outcomes. Specifically, they agreed that prolonged or excessive stress can have a negative 

impact on brain development and educational achievement (96%) and coping with future 

stress (92%) (Table 2). In addition, the majority of pediatricians agreed that prolonged or 

excessive physiologic stress can result in a variety of poor physical health outcomes (Figure 

2).
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Parenting and the Role of the Pediatrician

As shown in Table 3, and reported in Kerker et. al, 2015, the majority of pediatricians 

recognized the potential negative impact of parental ACE on the parent-child relationship: 

58% agreed or strongly agreed that parents who have experienced significant adversity in 

childhood have a harder time forming stable and supportive relationships with their children. 

Moreover, 84% of pediatricians agreed that stable and supportive adult relationships can 

mitigate the negative effects of persistent childhood stress, and 96% disagreed that positive 

parenting has little influence on a child’s life-course trajectory. Altogether, 79% disagreed 

that advice from pediatricians has little effect on influencing positive parenting skills among 

patients’ parents and 81% disagreed that screening for social-emotional risk factors within 

the family are beyond the scope of the pediatric medical home.

Bivariate Associations with the Number of Parent ACE Pediatricians Ask Most/All Patients’ 
Parents

A greater proportion of pediatricians practicing in suburban areas asked most/all parents 

about 1–2 ACE compared to pediatricians practicing in urban areas (Table 1). No other 

physician/practice characteristics were associated with asking about parental ACE, including 

training in positive parenting techniques and familiarity with the ACE Study. Respondents 

who agreed that advice from pediatricians influences positive parenting skills among 

patients’ parents were significantly more likely to ask parents about 3 or more specific ACE, 

although 56% of this group still did not ask parents about any of the 8 parental ACE or food 

insecurity (Table 3). Unexpectedly, those who agree that stable and supportive adult 

relationships can mitigate the negative effects of persistent childhood stress were less likely 

to inquire about parents’ ACE. None of the other beliefs about the impact of excessive 

childhood stress was significantly associated with asking about parents’ ACE or food 

insecurity (Tables 2 and 3).

DISCUSSION

This is the first national study to examine whether pediatricians inquire about parents’ ACE. 

We examined data from the AAP’s Periodic Survey, conducted in 2013 regarding screening 

for both parents’ and children’ ACE. The survey largely predated the AAP’s educational 

efforts around ACE and the pathophysiology of stress. Thus, this study serves as a baseline 

for future investigations regarding the degree and timing of implementation of the AAP’s 

recommendations. We also examined whether respondents’ beliefs about the impact of 

parents’ ACE, the role of positive parenting skills in ameliorating the impact of childhood 

adversities, and the pediatrician’s role in advising parents about parenting, affected inquiring 

about parents’ ACE.

Given that this survey largely predated AAP efforts to educate pediatricians about ACE and 

toxic stress, it is not surprising that few pediatricians inquired about parents’ ACE. Only 

15% of pediatricians asked most/all parents about 3 or more ACE. Inquiry about parents’ 

ACE, however, was associated with respondents’ beliefs in the potential positive impact of 

their advice in influencing parenting strategies, although not associated with their training 

experience, age, or gender. Other findings are more difficult to understand. Pediatricians 
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who believed that supportive adult relationships mitigate the negative effects of childhood 

stress were less likely to ask about most/all parental ACE and those practicing in suburban 

settings were more likely to ask about 1–2 parental ACE than those in other settings.

In the years since the PS85 survey was conducted, the AAP has made significant efforts to 

fill the knowledge gap identified in this study among pediatricians.1,2,6,13–15,23 The AAP has 

also emphasized the role of positive parenting in promoting child resilience in response to 

stress.13,14,24 Our results indicate that there was ample need for the AAP and other 

organizations to engage in these educational efforts as of 2013.

Families identify pediatricians as the most trusted and helpful early childhood professionals 

and interact with them frequently when children are young.25,26 Parents rely on pediatricians 

for advice about parenting and help with managing child behavioral, mental health and 

developmental problems.26 And, pediatricians recognize that how parents raise their children 

is heavily rooted in the parents’ own childhood experiences.15,21,27

One of the major challenges, moving forward, will be deciding which families to screen. 

The unexpected high prevalence of ACE in a relatively low risk population in the initial 

studies suggests the need for universal assessment.23,27 The long-term negative effects of 

childhood adversity and its impact on parenting imply that pediatricians should, as the AAP 

recommends, adopt a two-generation approach to all families in order to reduce missed 

opportunities for intervention.28 Pediatricians are the first professionals with expertise in 

child development and family dynamics that parents encounter and those who gain insight 

into parents’ ACE can better understand the attitudes, strengths and challenges an individual 

brings to parenting their children.12,15,24 While remediation later in life can have some 

benefit,19,29 the earlier in life pediatricians act to identify and assess and address parental 

stress, the better the potential outcomes for children. However, pediatricians have many 

competing demands on their time. As child development experts and prevention 

professionals, pediatricians will need validated screening instruments to identify children 

and parents at risk for poor outcomes that can be easily and efficiently implemented.

There is substantial literature about the negative impact of parental stress on child and 

family outcomes30–35 and the power of efficacious interventions to support positive child 

development.36 Fortunately, there is a growing array of evidence-based interventions that 

have been shown to improve family dynamics, reduce parent stress, improve child mental 

health outcomes and normalize diurnal cortisol regulation. 8,28,34,37 However, pediatricians 

will need tools to educate and empower parents, promote positive parenting, and to connect 

families to potentially therapeutic community programs and effective trauma-informed 

mental health services. 27

One reason pediatricians were not asking about parents” ACE in 2013 was the lack of 

knowledge about them. Once knowledge expands, other barriers may emerge, including lack 

of confidence or skills in asking uncomfortable questions, lack of time, limited 

reimbursement, and a lack of specific resources for parents who have experienced significant 

ACE. ACE may also be a particularly sensitive topic for pediatricians to ask about and future 

studies should explore barriers and facilitators.
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Medical school and pediatric residency curricula should include scientific information about 

the impact of ACE and toxic stress on early brain development because of its relevance 

across the life-course, and pediatricians should take a dyadic developmental approach to 

child health.19,28,38 In pediatrics, weaving educational modules into maintenance of 

certification and other educational venues (EQuIP, etc.), and widely distributed publications 

(AAP news, etc.) may help raise pediatrician awareness.

Pediatricians also have a role in advocacy for evidence-based, cost-effective interventions 

shown to improve child outcomes,15,19 including nurse home-visiting programs,39,40 quality 

early childhood education41, and public health campaigns promoting positive parenting 

strategies (e.g., Triple P).19,29 And, finally, a trauma exposure prevention and research 

agenda should include a focus on both child and parent resilience. 27

While the major strength of this study is that it is based on a nationally representative 

sample, this is counterbalanced by several limitations. The response rate was suboptimal, 

although not unusual for surveys of physician.39,42 Analysis of response bias in AAP 

surveys also shows little non-response bias.43 Examination of the survey sample and AAP 

membership shows no differences on a limited set of characteristics, and the survey was 

weighted for non-response. However, it is unlikely that all of the non-response bias was 

corrected since we have only a limited number of characteristics on which to compare 

responders and non-responders and it is likely that those pediatricians interested in the topic 

were more likely to respond.29 It is also possible that non-respondents rarely screen for 

parental ACE, in which case our findings may over-estimate the prevalence of pediatricians 

who ask about parents’ ACE. Given the possibility of response bias for professionally 

desirable behaviors, it is possible that respondents overestimated how often they inquire 

about parents’ ACE. Finally, as with all cross-sectional studies, the results are associations 

and do not imply causality.

CONCLUSIONS

This examination of a national survey of pediatricians in 2013 predated much of the AAP’s 

educational efforts around ACE and toxic stress and thus serves as a baseline for future 

studies. Pediatricians seemed to have an intuitive understanding that childhood adversity and 

stress have negative long-term effects on health, mental health and were more likely to 

inquire about parents’ ACE if they believed their advice impacted parenting. However, the 

data suggest that there is a need for a robust national educational campaign around ACE, 

toxic stress and positive parenting and for resources, such as validated ACE screeners. A 

research agenda should address barriers to inquiring about parents’ ACE and strategies to 

overcome them, as well as interventions to improve the identification and amelioration of 

ACE and the promotion of child and family resilience.
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What’s New

Pediatricians have an intuitive understanding that childhood adversity impacts an 

individual’s future health, mental health and parenting, but pediatricians only 

infrequently inquire about parental ACE. The data in this paper serve as a baseline for 

future studies in pediatric practice change.
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Figure 1. 
Weighted Percentage of Pediatricians Who Ask Patients’ Parents About their Adverse 

Childhood Experiences
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Figure 2. 
Beliefs About Whether Health Outcomes Are Associated with Significant Adversity in 

Childhood
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