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Chapter

THE LIFELONG EFFECTS OF
ADVERSE CHILDHOOD
EXPERIENCES

Vincent ]. Felted, MD
Robert F Anda, MD, MS

“They do nat want 10 hear whar their children suffer. Theyve made the welling af the
suffering ttself taboo.”

Alice Walker, Possessing the Seeret of Joy.

This chapter will document how adverse childhood experiences play 4 major and
lifelong role in the difficulty; effectiveness, and cost of adult medical practice, and are
the major origin of numerous important public health, medical, and social problems.
In all of these areds, the relationship berween adverse childhood experiences and
adult well being ordinarily goes unrecognized. Our evidence comes from the
Adverse Childhood Experiences (ACE) study, a collaborative effort between Kaiser
Permanente and the Centers for Disease Conirol {(CDC) invelving over 17 000 adulrs
in a major retrospective and prospective epidemiologic anatysis. The ACE study
reveals how 10 categories of adverse life experience in childhood have 2 demonstrable
impacr, decades later, on health ricks, disease burden, social malfunction, medical
care costs, and life expectancy. This chapeer will show thar evencs that are lost in rime,
and then further protected by shame, secreey, and social raboos against exploring
certain areas of human experience, cost us heavily in health, humanicy, and dollars.
Routinely integrating the inquiry abous, acknowledgemenr, and. discussion of
traumatic fife experiences into the medical history has major benefits to partients,
and is generally welcomed by them, though it is often uncomforeable for physiciass.
This professional discomfort has secondary ramifications in Hmiting the availability
of such informarion in medicine, social work, and in che law enforcement, legistative,
and judictal systems.

OriGiNs oF THE ACE Stupy

The ACE study had its origins in our repeéated counterinmitive experiences while
operating a major obesity-reduction program using the technique of supplemented
absolute fasting, which allows weight to be reduced non-surgically ar approximately
the rate of 300 ibs per year.’! We repeatedly found many patients fleeing their own
success when major weighr loss occarred. We were forced 1o recognize that cating has
major psychoactive benefits that are obvious enough to be built inte the lunguage:
“Sit down and have something to ear; you'll feel better.” Many of our patients had a
significant need to fee! better, though these rarely surfaced spontancously and hence
were not known. Further exploration led to discovering the protective benefirs of obe-
sity. We slowly discovered that many of these patients had life experiences for which
being obese was protective. If one has a need to de-sexualize oneself, as in a reaction
to rape or childhood sexual molestation, rhen gaining a hundred pounds is 2n effec-
tive approach. A former rape vicrim who gained 105 pounds in the year subsequent
to her rape commented: “Overweight is overlooked, and that's the way I need to be.”
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Similarly, being lasger than others can project a sense of power, as illusirated in the
common expression, “Throwing your weight around.”

Interviews with our obese patients unexpectedly led to discovering myriad long-term
medical effects of seriously troubled childhoods. Such histortes were almost never
documented in their medical records. The high prevalence of abusive life experiences
in the childhoods of our obese patients ultimately led us to consider to what degree
this might also be the case in.a general population. The ACE study was devised to de-
termine in a general, middle-class, adult population the prevalence of 10 caregories of
stressful, traumatic childhood experiences that we had found so commen in our obese
populasion. And fursher, to determine whar, if any, the additional long-term effects
of these expetiences might be.

These clinical observations at Kaiser Permanente’s Department of Preventive Medicine
in San Diego doverailed with new approaches to understanding the emotional
underpinnings of behavior and disease thar had recently emerged ar the CDCamong
studies of nationally representative samples of US adults. Among these studies were:
linking self-reporred stress to the incidence of peptic ulcer disease,” discovering the
higher prevalence of smoking and lower incidence of quitting among persons who
are depressed,” and finding an increased incidence of coronary hears disease among
persons experiencing hopelessness.* The combination of clinical observations at
Kaiser Permanente {KP) and the public health approach using the tools of medical
epidemiology at the CDC proved to be a powerful combination in designing the ACE
study and quantifying and interpreting the observed long-term effects of ACEs.

The Department of Preventive Medicine at Kaiser Permanenze in San Diego provided
an unusual resource for cargying out such a study in its Health Appraisal division. Ae
the time the ACE study began in 1993-1997, over 50000 adults a year voluncarily
chose te come for periodic comprehensive medical evaluation. This evaluartion in-
chuded detailed medical history, extensive laboratory testing, and complete physical
examination. In any 4-year period, 81% of the adulr members in San Diego chose ro
avail themselves of this service.

The ACE study consisted in our asking two groups of such adult Kaiser Health Plan
members, each consisting of 13000 censecutive individuals requesting such health
appraisal, whether they would help us understand how childhood experiences mighe
affeet health later in life. We explaired that we would also rrack their medical records
prospectively to follow their clinical courses forward in rime. The study was carried
out in two separate waves 1o allow mid-point revision if necessary. Almost 70% of
those asked agreed to participate in the ACE study. All persons bad high-quaticy
health insurance from Kaiser Health Plan. Average age was 57 years with a range
from 26 into the ninetics. Almost exactly half were men, half women. Approximately
80% were white including Hispanic, 10% black, 10% Asian; 74% had atrended col-
lege. This was clearly a middle-class American population, and not enc that could be
dismissed as “rot in my practice.” This may have a bearing on the deep intellectual
inrerest the findings of this study have generated, as well as on the resistanee ro using
them in practice.

Approval of the ACE study was slowed by institutional review board (IRB) eoncern
that some patients might emotionally decompensare when faced with the intrusive
questions that we proposed to ask by questionnaire about childhood experiences.
Colleagnes assured us that patients would be furious when faced with these types of
questions and they believed that patients would be unlikely to respond truthfully. IRB
apreement was ultimately obtined by arranging to have a respanisible person carry 2
cell phone 24 hours a day for 3 years to accept emergency calls from those putative
persons who might decompensate when asked about the reality of their lives. However,
no phone calls were received. Instead, we had 2 number of patient compliments and
a small collection of lerters, one written on lined paper by an elderly woman: “Thank
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you for asking, [ fearcd I would dic and no one would ever know
what had happened.”

Ten categories of adverse childhood experiences were queried Survey Wave'|
by the 4-page ACE study questionnaire that was mailed
home to participants afer they had filled out and submiteed
2 lengthy general medical questionnaire. Inquiry in the ACE
questionnaire was specifically limited to the first cighteen years :
oflifeand initially consisted ofeight cazegories. Three categories  [+% Survep e 1
swere of abuse: physical abuse (not spanking), contact sexual |3
abuse, and emotional abuse {typically recurrent humiliation).
Tive caregories involved major household dysfunction. These
consisted of growing up in a household: where the mother
was treated violently; from which z household member was
imprisoned; in which a member was alcobolic or a drug user; where 2 member was
seriously depressed, suicidal, or mentadly ill; and where the biological parents had
scparated or divorced. [n the second wave of the study, two categories were added
relating ro major emotional and physical neglect. Specifics of the actyal questions are
provided in the first ACE study publication.
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Figure 10-1, ACE Study design.

An ACE score was created which summed the number of categories thar were
experienced. The number of incidents or events within an ACE caregory was not
summed. The ACE score can thus range from 0 to 8 in the first wave, and from 0 v 10
in the second group of 13 0D patients who were invited to participate. Surprisingly,
the ten caregories wrned out to be essentially co-equal in terms of measured long-term
effects. The conceprual design of the ACE study is depicted in Figure 10-1.

ACE scores, the number of categories (not incidents) of adverse childhood experienc-
es, represent the self-acknowledged prevalence of rraumatic life experiences dunng the
ciuldhoods of r:he 17337 mzddle c[ass adﬂits in our srudy cohorr. :lhc prev '}cnce of

is prescntcd in Table 10-1. One rm.chly sees that only 33% had an ACE score of 0
while ene in six adults acknowledged an ACE score of 4 or more caregories during

Anust, gy CATECORY PREVALENCE (96)
Tsychological (by parents) 11%
Physical (by parents} ' 28%
Sexnal (anyonc) 22%
NzGLECT, BY CATEGORY

Emotional 5%
Physical 10%
Houssnoun DYSFUNCTION, BY CATEGORY

Alccholism or drug use in home 27%
Divorce or loss of biological parenr <18 23%
Depression or mental iliness in home 17%
Mother treated viclently 13%
Imprisoned houschold member 5%
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Figure 10-2. Adverse childhood experiences
vs, smoking as an-adult. Al graphics have a p
value of .0GT or better.

Figure 10-3. Adverse childhood experiences
vs. alcoholism,

This chapter will approach the biomedical relevance of adverse childhood experiences
to various outcomes, fisst by addressing common health risks underlying disease, then.
disease itself, and finally death. Subsequenly, this chapter will address the emotional
toll and the social effects of adverse childhood experiences.

HEearrH Risks

The harmful effects of smoking tobacco have been widely recognized for the past five
decades. Nicotine is considered an addicting substance, addiction being defined as the
unconscious, compulsive use of psychoacrive agents. A more colloquial explanation
of addiction is that people find it difficule 1o get cnough of something that sz
works ta alleviate stress, worry, anxiety, or any simitar negative experience. Generally,
addicrion has been thought to be due to a substance having unspecified molecnlar
properties that act on the brain, resuldng in some form of capture from repeated
exposure. Indeed, nicotinic recepeors are widespread in the brain, supporting this
concept. Given the populatity of the belief thar addiction is substance-dependent,
it is thus easy to overlook the significant differences in life experiences between
individuals, underlying the likelihood of their compulsive use of certain commeonly
available substances like nicotine, alcohol, or street drugs.’

The ACE study found that the likelihood of current smoking in San Diego, a city
with heavy public health pressures against smoking, is directly proportionate to ACE
score.” This is illustrated in Figure 10-2, and is nor compatible wich addiction being
sirply due w repeated exposure to nicotine.

Alcoholism has major biomedical 2nd social ramifications thac
are generally accepted as consequences of the addicting qualicies
of alcohol, Ameng the multiple ACE questionnaire items refer-
ring to alcoholism, the most direct was Question 18, “Have
you ever considered yousself o be an alcoholic?” Figure 10-3
illustrates the proportionate relationship to self-acknowledged
alcoholism of developmental life experiences captured in the
ACE score.” If the addicring qualities of aleohol were intrinsic
to the substance, there would not be this strong, pmparﬂonate
relationship to an individual’y ACE score.

The strongest relationship of the ACE score to addicrion is

seen with injection of streer drugs.™ The long-term impact
of injection drug use is heavily medical and social, with major

involvement of law enforcement. Tt is commonly believed
that repeated use of many street drugs will in itself produce
addicrion. Qur findings challenge those views. Figure 10-4

shows the dramatic and proportionate relationship of ACE

intenise refationship of inject ndrug i patie lif
experienices as being of a magnintde seen; oncein a career,

The nature of the relationship between the ACE score and
intravenous drug use strongly suggests thar addiedon has
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relatively lirde to do with supposed addicting properties of
cerrain substances, other than their all providing a desirable
psychoactive relief. Rather, it is clear that the amcliosating effect
that is being sought is proportionate to the sum of the number
of categories of traumatic life experiences suffered. In other
wards, this is an understandable attempt ar self-crearment with
something that almost works, thus creating 2 drive for further
doses. An additional insight may be obrained by realizing that
the demonized crystal meth Is the very same psychoactive

chemical, methamphetamine, which was first introduced in the

US as a prescription antidepressant by Burroughs Wellcome in
1940 under the brand name Methedrine. Amphedroxyn was the
Lilly brand name.

The broad public health perspective brought by the colfaboration of Kaiser Perma-
nente with CDC led to the inclusion of a wide array of health behaviors, disease
risk factors, and health outcomes into the design of the Adverse Childhood Experi-
ences seudy: eg, obesity; inactivity, promiscuizy, liver disease, and mortality: Further
information about them, their relationship to antecedent life experiences, and their
consequences may readily be found in seventy ACE study publications, most of
which are abstracted at the CDC's ACE study webs site: hrepi//fwww.cde.goviACE/

index.htm.

peopic continue to smoi{e in the face of life- thma?cmng pulmonary or cardiovascular
disease.'® Given the reality of some people’s lives, it is impertant to at least try to
understand that not everyone wishes to serve out a full life sensence, and thac help is
sometimes bess given by undersranding than by trying w impose superficial advice.

BioMEebicaL DISEASE

In the three prior examples of easily recognized health risks, there is a pathway char
uansenutes life experience in childhood o biomedical disease in adule life. The
relationship of smoking, alcobolism, and use of illicit deups to subsequent disease
is too obvious 1o belabor; these coping devices are miajor intermediary mechanisms
leading to disease. Traumaric life experiences in childhood, capeured by the ACE score,
appear to be 2 major cause underlying the unconscious selection of chose substances
that are used because of their psychoactive benefits. Their sisks are certainly major, bue
distant, Most of us understand that when stresses are sufficient, the future will often
be sold out to obtain current relief. Nevertheless, in spite of the routine co-occurrence
of opposing forces in nature, many find it difficul eo accept that the same substance
may have both good and bad qualitics. As physicians we often approach complex and
difficusle behavioral problems by paying actention to only half the equation, and so we
are ar a significant disadvantage.

In looking at common disease ourcomes like chronic obstrucrive pulmonary dis-
ease (COPD) and coronary artery disease (CAD), one may recognize that not every
person with COPD has been a smoker, not does everyone with CAD have the under-
Iying risk facrors identified in the Framingham study. This raises the question: what
causes their disease? In coronary areery disease, approximarely 10-15% of cases have

Figure 10-4. Adverse childhood experiences

vs, intravenous drug use.
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Figure 10-3-a. Adverse childhood experi-
ences vs. depression.

Figure 10-5-b. Estimates of the population
attributable risk of adverse childhood experi-
ences for selected outcomes in women.

Figure 10-5-c. Adverse childhood experi-
ences vs, 50-year antidepressant use.

none of the currently recognized underlying risk factors. However, when ACE scores
are evaluared in this group, nine of the ten categories of adverse childhood experience
are found ro be associared with a distinet increase in the likelihood of coronary disease
in adult life, even in the absence of the Framingham risk factors.! This indicates a sec-
ond major pathway leading from life expertence in childhood to biomedical disease in
adult life: the effect of major unrelieved stress over protonged periods of time. ltisa
pathway that is currently under extensive study; its ultimate limits and ramifications
are yet to be worked our.

In an analysis of 21 different auroimmune diseases, it was possible to demonstrate
a proportionare relationship berween ACE score and the likelihood of developing
autcimmune diseases decades lacer in adulr life.” Qur evolving understanding of
these mechanisms involves adverse carly life experiences affectdng development of

the brain, thus altering the complex inter-refationship of neu-

ral, endocrine, and immune systems.!” Recently, 1t has become
increasingly <lear that the dyscontrel resulting from chronic
stress in these systems causes the release of pro-inflammarory
cyrokines, chemicals which cause inflammatory changes in the
endothelial lining of minute blood vessels thereby blocking cir-
culation 1o tissues they ordinarily supply, resulting in various
levels of scar formation and thus hypofunctien.'™

Although the demonstiated relationship of adverse childhood
experiences to a lifetime history of fractures? and liver disease'®
is readily understandable via the intermediary mechanisms of
drugrrelared accidents to fracrures; and alcokol or heparitis o
ftver discase, the basis for the preportionate relationship of ACE
score to malignancy is more subte.’” Once one gets beyand the

relationship of smoking to hung cancer, we remember that all

of us produce throughout our lives a low level of malignant
cells that are processed out by our immune systerns. Thus,
“getting cancer” typically involves either an increased rate of
production of malignant cells a5 in carcinogen exposure, or a
decreased rate of clearance as in the immunosuppressed states
required for organ transplancation. In recent years physicians
have come o undesstand the role of major unrelieved stress in
immunosuppzession, both as a result of prolonged high levels of
circulating cortisone analogues and by uliimare dysregulation
of the hypothalamic-pituitary-adrenal axis with its effects on
the immune systen. '

Given the sbove examples of the proportionate, dose-response
relationship of ACE score to Jater biomedical disease, and not

even including the upcoming rclari'omhip of traumatic child-

hood experiences to Jarer sufcide, it & not surpnsmg that li{e

EmoTtioNaL DISORDERS

Thar abusive life experiences should produce subsequent
emotional disturbance is hardly unexpected, but the breadth,
depth, and chronicity of those outcomes was distinctly greater
than anticipated.’*® Depression, suicidality, chronic anxiety,
amnesia, and hallucinations exemplify most of our findings in
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thisarea. Figure 10-5-a illustrates the pervasive relationship of childhood experiences
to selfacknowledged chronic depression decades after the fact. Not 2ll chronic
depression can be traced 1o childhood, bur when the population attributable risk was
seudied ro estimare how much of the problem can be traced to childhood experiences,
one can see that it is a major component {see. Figure 10-5-b). Figuse 10-5-¢ shows
thar antidepressant use on average a halfecentury later is siill strongly relared 1o
childhood experiences. As Barbour has perceptively stated, depression is not a discase
but a normal response to abnormal life experiences” The facr thar nenrochemical
changes are demonstrable illustrares the necessary intermediary mechanisms for
depression to manifest frself] not its causality. Mistaking mechanism for cause is
a temptingly comfortable error to be avoided if advances in understanding are to
be made.

A similar proportionate relarion exists between childhood experiences and suicide at-
tempes [ater in life, and is illustrated in Figure 10-6. At ACE score 7 and higher there
is 2 dramatic increase in the likelihood of attempred suicide as compated w ACE
score 0: a 31-fold or 3100% increase.®

r . : = “ing life experiences in childhaod
Further, prescription rates for anxiety-reducing medications approximately a half-
century after childhood show a similar proportionate rclationship to ACE seore
as was demonstrated for anti-depressane medication over the course of a lifetime

(see Figure 10-7).

Amnesia is rarely considered in the complere medical history. Given thar it is well-
recognized as an unconscious response to trauma, this is a major oversight. Docrors
often hear parients recount incidents of childhood memory loss. Figure 10-8 depicts
the relationship of ACE score to partial amnesias of this type.”

Figure 10-6. Adverse childhood experiences
vs. suicidality.

Figure T(-7. Adverse chitdhood experiences
vs. rates of anxioloytic prescriptions.

Figure 19-8. Adverse childhood experienices
vs_ impaired memory of childhood.

Figure 10-9. Adverse childhood expariences
vs. hallucinations.

209



Chadwick’s Child Maltreatment « Sexstal Abuse and Psycholagical Maltreatment

Figure 10-70, Chilthood sexual abuse and
the number of unexplained symptoms.

-Figure 10-T1. Adverse childhood experiences

vs. sérious job problems.

Figure 10-12, Adverse childhood experiences
fherease the likelibhood of having 50 or more
sexual partners.

Figure 10-13. Adverse childhood experiences
increase the likelihood of having 3 or more
marriages.

Stmilarly, most of us would consider it insulting to padents te inquire reutinely
about hallucinations, and most psychoric individuals recognize it does not profic
them to speak openly of hallucinaring, Yer, when individuals are openly and routinely
questioned in a population-based manner, there is a striking reladonship of ACE
score to later hallucinarions (Figere 10-9). This is independent of alcohol or streer
drugs possibly being used to moderate a high ACE score, and hence being a possible
source of the hallucinations.®

In Figure 10-10 (previously unpublished data), the reladonship of multiple
unexplained adult symptoms is presented ir relation to 2 history of childhood sexual
abuse. In addirion ro these clinical findings from the recrospective and prospective
arms of the ACE Study, one recognizes thar major economic costs are implicitly
involved for individual care and for increasingly expensive prescription medications
often used in treatment.

SociaL FUNCTION

Although roxic materials are cereainly at many wotksites, their number does not
approach the number of toxic childhoods playing our at those worksites. These
present in occupational medicine as unexplained symproms. somatization disorders,
absentecisn, or inadequate performance of ordinary tasks.” Figure 10-11 shows
the proportionate relationship of ACE score w selrated inadequate performance of
one’s job. The 2000 Nobel Laureate in Econoemics, James Heckman of the University
of Chicago, has written extensively on the prolanged economic costs of these adverse
childhood experiences.®

In a totally different social realm, we have documented the relationship of ACE
score to promiscuity (Figure 10-12},' and to multiple marriages (Figure 10-13).%
It seems clear that traumatizing lffe experiences during childhood are related to later

cisiis Job-Dioblems
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interpersonal instabiliry, including of marital relationships, and that promiscuiry can
be understood as an ongeing quest for the one who will love me or a form of self-
soothing akin to alcohol, nicotine, or drug use.

INTEGRATION OF ACE FINDINGS INTO PRACTICE
Ultimazely, it became obvious thar what was being uncovered in the ACE study was
profoundly relevant to the organization, delivery, outcomes, and cost of everyday
medical practice. Further, that the impact of adverse childhood experiences played
out strongly in the social sector as well, involving prisons, homelessness, and juvenile
delinquency. The photojournalist Susan Madden Lankford, working as an urban
anthmpologisr, has documented these larter relationships in three recent hooks that
are sampled at her website.®®

has noted that such comprehensive carc rcqmrcs information, infrastructure, and
incentive. Already blessed with extensive infrastructure, our first move was to improve
our routine information base by integrating trauma-oriented questions in the already
lengthy and detailed biomedical questionnaire that cur patienss filled our at home
before coming in for comprehensive medical evaluation, Our examiner staff correctly
perceived thar their performance bar had abruptly been reset to a higher level; two of
thirty examiners left to wortk in other departments, while the others became highly
capzble ar roucinely dealing with thematic material thar most of us avoid. Internist and
family practice colleagues, while commonly finding the ACE study quite interesting,
geherally did not wanr to use its findings in practice, citing time factors and lack
of training as explanations. Those in fee-for-service practice additionally cired lack
of insurance coverage. While superficially plausible, we saw these often were cover
excuses for deeper resistance, sometimes relared to the awakening of personal ghosts,
as well as discomfor: in discussing topics we have all been taught are protected by
social taboos related to sex and the privacy of family lives.

We too faced chese issues, as did our staff of examiners. Nevertheless, we proceeded
o develop a lengthy, well-concéived, general medical questionnaire with tranma-
oriented components that patients filled out ar home, When patients arrived in
our Health Appraisal Center, this questionnaire was collecred and fed into a digital
scanner that toek all Yer answers, organized them into 4 Review of Systems formar,
and provided a laser-printed medical history a few pages leng thae quickly enabled
us to idendfy those areas needing further exploration or discussion. Betause It was
equally clear what body systems or areas did #er need further exploration, the time
we had was redirected and tumed out to be adequare. This indeed was unexpected.

After this expansion of our standard informartion base had =ken place to include
rrauma-oriented questions, and-we were satisfied with our new-found ability o make
sense out of complex and confusingly intractable cases, an outside organization using
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the data mining technique of neural net analysis carried out a study of over 100 0600
patients undergoing comprehensive medical evaluation with the new trauma-orient-
ed medical questonnaire. The same physical examinacion and extensive laboratory
testing were involved as before. Their findings showed a dramaic change that we had
not anticipated,

In theyear foiluwmg com' rehenmvc medzcal wlua’cmn-uﬁmgth expanded: uesucm»

af: thax: Earge pa{len cahort_ A control group from some years earlier, when the evalu-
atlon process was similar except that trauma-oriented questions were absent, showed
an 11% reduction in DOVs (unpublished daca). ER visits had not then been stud-
ied. The obvious question was why this major change wok place. Some physicians
supposed these reductions in utilization were the result of patients being referred for
psychotherapy, while others theorized thar patients were avoiding needed medical
care because they have been so humiliated by being forced o answer those questions.

Neither supposition has any factual basis. Almest ne one was referred for therapy.
Moreover, no complaints were heard and many patients were complimentary and
grateful for the traurna-oriented approach. Obviously, some paticnts may have chosen
to falsely answer N7 to trauma-oriented questions, but the number of Yar answets was
so great that it was clear that an impoertant new realn of the medieal history bad been
uncovered. We thus came to see in adult medical practice the importance of the eatly
years the devdopmenzai years, and in partxcular the | jmportance of damagmg hfe

A profound cha.ngc in disease pateerns has occurred since the early 20th century when
infectious and deficiency diseases were rife during childhood and were responsible
for large portions of adult disease. Rheumatic heart disease has since been teplaced
by coronary disease, and the diseases of malnutrition have been replaced by diseases
resulting from obesity. Polio, rickets, pellagra, and hookworm seem like ancient mem-
ories, although they occurred within the lifetime of many of us.

Qur current problems in medical practice are not only diagnostic and therapeutic
but now are heavily economic. One of the most important insights derived from
the Adverse Childhood Experiences study may be its demonstration of the major
intellecrual, economic, and emational benefits that result from moving inte realms
of the medical history that ate generally closed by social nicery. There are only three
souzces of diagnostic information in all of medicine: history, physical examinaton
including observation of interpersonal relationships, and laboratery studics. While
experienced physicians have long understood thar history is the most important of
the three, producing diagnosis about 80% of the time, our practice patterns tend to
focus on laboratory studies. The reasons behind this are complex, involving time,
insurance reimbursemnent, lack of experience, physician discomfort discussing certain
areas of human life like sex o family experiences; and the heavily biomedical teaching
approaches of medical schoels. Although the numerous publications from the ACE
study have astracted widespread intellecrual interest, there has been significant
resistance to integrating that information into clinical practice. Clinical integration,
while intellecrually straightforward, represents major personal and organizational
change, and hence theeatens a crisis in self-esreem as is discussed by the philosopher
Eric Hoffer in his monograph, The Ordeal of Change

We have shown in one large and unusual Deparunent of Preventive Medicine that
such clinical integration is rourinely possible. It is affordable, acceprable, and benefi-
cial to patiene, physician, and third party payer. We have mow successfully used this
comprehensive approach with 440 000 adule parieats in onc department over an
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cight-year period. And yes, it has not spread, even within Kaiser Permanente.

In spite of ail our advances, do our current ways of medical understanding limit us
as Kirkengen has cloquently argued from Norway?®* We have choices: we can change
nothing in medical practice itself, even white making significant biomedical advances
and engaging in politicized discussions about the economics of healthcare; we can
atrempe difficult emotional and physical repair work in patients, after the factand on
an enormous scale; or we can artemprt teue primary prevention. No one knows how to
carry out primary prevention in this area, but it s the right problem to face.

S1eNs oF ProGress: ACE Stupy FINDINGS MOVE INTO
PusLic HEALTH APPLICATIONS

By contrast, efforts to integrate the ACE study findings into public health pracrice are
meeting with encouraging success. laformation from the ACE study is now rapidly
gaining traction beth nationally and internationally. The Centers for Disease Control
and the World Health Organization (WHO) have begun to face the reality that
advetse childhood experiences pose the major public health and social problem of our
times. In his piercing book, Last Lives, Helander has documented from his years at
WHO the global prevalence of this problem *

Surveillance studies are a powerful ool for putting new concepts on the sware,
nadonal, and internarional agendas that lead ro changes in policy and practice. The
CDC- and stare-based Behavioral Risk Factor Surveillance System (BRFSS) now
offers standardized questions about ACEs thar allow participating states to have
their own population-based ACE study.* Interest in che public health burden of
adverse ¢hildhood experiences js growing state-by-state across the country. Starting
itr 2009, 18 states are now routinely gathering ACE information, and around the
world countries are working with the CDC and the WHO to pilot tost the use of
ACE questions in health surveys. Information from such sourees will lead to changed
perspectives on health, and in improved understanding of the reor causes of taday’s
most pressing public health problems. In spite of the complex problem of resistance
to change, it is likely that public health will lead these changes well in advance of
primary care medical pracrice.’” Wh of comprelicrisive medical history,

including quiiry-info traumia
advances of o
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Washington Post

Nine education predictions for 2018 — some of them heartbreaking
By Valerie Strauss / January 2, 2018

Educator Larry Ferlazzo predicts that residents of Flint, Mich., will not have access to
safe tap water until 2020. (Benjamin C. Tankersley for The Washington Post)

Ever year, veteran teacher Larry Ferlazzo makes a list of education predictions — and here is

his list for 2018. {You can see his predictions from earlier years at the bottom of this post.)

Ferlazzo teaches English and social studies at Luther Burbank High School in Sacramento.
He has written eight books on education, writes a for Education Week Teacher and has a

popular resource-sharing blog.
By Larry Ferlazzo

Here is my annual list of predictions for the upcoming year. Though they have taken a
decidedly pessimistic turn since the election of President Trump, there are still a few

positive ones among them.

Let me know which ones you think are right or wrongheaded and share your own in the

comments section,

* Now that Justice Neil M. Gorsuch is seated, the U.S. Supreme Court will be set to deal a
major blow to teachers, students and their families — and public employee unions
everywhere — when they rule on the Janus case. The five-to-four decision will eliminate
requiring worker payment of union fees — even though they benefit from union organizing
and negotiations. Schools across the country will have to deal with its disastrous
consequences, and everyone can see a preview by learning about what happened in

Wisconsin when legislators passed a similar law.

* Two of the biggest foundations in the United States — the Gates Foundation and the Chan
Zuckerberg Initiative — recently announced plans that appear to focus less on “top-down”

emphasis and more on community-driven ones. I'm predicting that one will actually learn




from their past mistakes and genuinely work with educators on the ground — and not only
charter supporters — while the other will fall back into bad habits. However, I am not ready
to say which is the one that will genuinely follow-through with its good rhetoric.

* Hate crimes against people of color — particularly against Muslims — will continue to rise.
As The Washington Post pointed out after the 2017 FBI report on hate erimes was
published, “... it’s noteworthy that many of the groups against whom crimes rose by double
digits were the focus of inflammatory rhetoric by Donald Trumyp over the course of his
presidential campaign.” There is no sign that rhetoric is decreasing, and more and more
teachers will be supporting our students and their families defend themselves against these

attacks.

* States will finally begin implementing their plans to comply with the Every Student
Succeeds Act. Most efforts will go relatively well or, at minimum, elicit a “meh” from
educators on the ground. However, there will be one exception — how schools comply with
the law’s emphasis on schools “reclassifying” English Language Learners as proficient in the
language. Notwithstanding what might be good intentions behind the law, ESSA will begin
to have a dangerous impact on ELLs, as schools feel pressured to “meet the numbers” and
reclassify ELLs who still need extra support, These practices will be similar to how schools

“gamed” student test scores during the No Child Left Behind era.

* More academic studies will be published supporting the effectiveness of restorative
practices as a school discipline strategy (particularly in high schools); the substantial impact
of teacher bias on student discipline; and the inadequacies of standardized test scores to
accurately measure student growth. The new research on restorative practices will help
continue its momentum, the studies on implicit bias will help overcome resistance to that
concept from at least some educators, and the work on standardized tests will have

absolutely no impact at all.

* Congress and the Tramp administration will come to an agreement to all the “Dreamers”
under DACA to stay in the United States permanently. However, immediately after signing
the bill, President Trump will direct that 150,000 child immigrants who came here as
unaccompanied minors fleeing violence be deported. His order will be challenged in court
and ultimately be ruled illegal. In the meantime, however, high stress levels among many of

our students will go even higher and provide additional challenges to learning.



* This next one is a guarantee — residents of Flint, Michigan, including children, will not
have access to safe water from the tap — they will not have it until 2020. This tragedy, which
obviously affects local schools, has spurred communities across the country to look at their
own pipes and water, especially at schools. Some progress will be made over the next year,
but not enough. Just as Flint as faded from the front pages, interest in local communities

will decrease, as well.

*In an effort to stave off losing Congress, the Trump administration and Congress will delay
further moves on degrading the safety net that so many of our students and their families
depend on, and this will include forgetting about repealing Obamacare and promoting
school choice. Their strategy will be successful: Democrats will only narrow the
Republicans’ majority by 2 net-gain of one seat in the Senate and by picking up fifteen in the

House. Those resulis should mean an even pessimistic list of predictions from me for 2019.

* 1 borrow this last one from educator Bill Ivey every year. He predicts, “each and every
school day will bring tens of thousands of reasons to celebrate in schools across the

country.” That sure sounds good to me ...

You might want to review my previous years’ predictions and evaluate the guality of my
Sforesight:

A teacher makes eight education predictions for 2017 — some of them dire

Eight Education Predictions (and some wishful thinking) for 2016

Nine Education Predictions for 2015

Nine edicated education predictions for 2014!

10 education predictions for 2012

Education-Related Predictions for 2011




