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Introduction: This study investigated the intersectionality of adverse childhood experiences
(ACEs) among subgroups of sex, race/ethnicity, and sexual orientation.

Methods: Using data from the Behavioral Risk Factor Surveillance Survey across 34 states
(N=116,712) from 2009 to 2018, authors stratified subgroups of sex (male/female), race/ethnicity
(White/Hispanic/Black/multiracial/other), and sexual orientation (heterosexual/bisexual/gay) to
investigate the number of ACEs across groups. Analyses were conducted in 2022.

Results: Stratification resulted in 30 distinct subgroups (e.g., bisexual Black females, straight multi-
racial males) with significant post hoc differences per group. Generally, those identifying as sexual
minority individuals had the highest number of ACEs (the top 14 of 30 subgroups), whereas seven
of the top ten subgroups were female. Surprisingly, no clear patterns emerged by race/ethnicity,
although the two largest groups (straight White females and straight White males) were 27th and
28th of 30, respectively.

Conclusions: Although studies have examined ACEs by individual demographic variables, less is
known about the extent to which ACEs are present in stratified subgroups. Sexual minority sub-
groups (particularly female bisexual subgroups) trend toward a higher number of ACEs, whereas
heterosexual subgroups (regardless of sex) comprised the lowest 6 groups with respect to ACEs.
Implications include further examination of bisexual and female subgroups (including specific ACE
domain investigations) to identify the vulnerable population.
Am J Prev Med 2023;65(1):30−38. © 2023 American Journal of Preventive Medicine. Published by Elsevier Inc.
All rights reserved.
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Adverse childhood experiences (ACEs), includ-
ing child abuse, neglect, or other challenges
within the home, can negatively impact the

neurobiological, cognitive, emotional, and physical
development of children.1 Therefore, ACEs are linked to
numerous short- and long-term health problems,
including poor physical/mental health, risky health
behaviors, and premature mortality.2

TaggedPAlthough research on ACEs has shown that non-His-
panic White individuals report a higher number of
ACEs,3,4 the moderating effect of race has yielded mixed
results. For example, one study found a significant
moderating effect of race on mental health but not on
physical health.5 Whereas race moderated the effect of
excessive alcohol use in one study,6 it had a nonsignifi-
cant interaction between the relationship of numerical
icine. Published by Elsevier Inc. All rights reserved.
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ACEs and recidivism in another.7 These results suggest
that race may amplify certain health outcomes when the
number of ACEs is higher. This corresponds to other
research showing that both the prevalence of ACEs and
their health impacts are unequally distributed across
subgroups of society.4,8−11 Because ACE prevention
efforts have been growing, the need to identify how mar-
ginalized groups are impacted by such adversity must
also be investigated. TaggedEnd
TaggedPTo illustrate, one of the largest studies that included

211,376 participants across the U.S. found that females,
sexual minorities, and multiracial individuals have a
higher prevalence of ACEs than males, heterosexual
individuals, and White individuals, respectively.4 In
addition, a recent meta-analysis supported these find-
ings, which showed that on average, females and non-
White individuals experience a greater number of
ACEs.12 Although there are fewer studies on sexual ori-
entation, sexual minorities, particularly bisexual individ-
uals, consistently have a higher number of ACEs.8,13,14TaggedEnd
TaggedPHowever, sample size limitations often preclude

examining these disparities within minority groups in
greater detail. For example, it is common to combine les-
bian, gay, and bisexual participants15,16 compared with a
single heterosexual group.9,17 Moreover, intersectional
approaches are rare in ACEs studies.18−20 Specifically,
the examination of intersectional identities falls within
intersectionality theory, which originated with the Black
feminist movement.21 At its inception, the intersectional
theory was used to understand identity on the basis of
being Black and female and its association with worse
health outcomes.21−23 However, over time, the theory
was expanded to include additional intersectional identi-
ties (e.g., sexual orientation) to understand how multiple
marginalization and discrimination ultimately shape
experiences such as exposure to adversity/trauma, which
in turn negatively impact health outcomes.24−28 One
study, which examined the intersection of race/ethnicity,
sex, and poverty, showed that research on disparities
between groups may be misleading if each factor is ana-
lyzed independently.29 Taken together, intersectionality
research highlights the importance of considering multi-
ple identities to understand the diverse experiences and
outcomes that ultimately lead to disparities among cer-
tain segments of society.22,26 TaggedEnd
TaggedPOn the basis of findings from previous research and

taking an intersectionality approach, this study examines
variations in ACEs among intersectional subgroups on
the basis of sex, race/ethnicity, and sexual orientation.
As such, the research questions are twofold. First, what
is the average number of ACEs across intersections of
sex, sexual orientation, and racial/ethnic groups? Next,
are there significant differences between these stratified
July 2023
groups? Given that a lower number of ACEs have been
found in males, heterosexual populations, and individu-
als identifying as White, this study hypothesizes that a
higher number of ACEs would be present in cross-sec-
tions of females, sexual minorities (specifically, bisexual
individuals),30 and racial/ethnic minorities. TaggedEnd
TAGGEDH1METHODS TAGGEDEND

TaggedH2Study Sample TaggedEnd
TaggedPData were obtained from the Behavioral Risk Factor Surveillance
Survey (BRFSS) administered by the Centers for Disease Control
and Prevention. The BRFSS collects data among adults nationwide
through cellular and landline random digit dialing. Core modules
are sets of standard questions each state is required to ask,
whereas ACEs modules are optional per state, per year. The
BRFSS makes deidentified data public through a core module of
standard questions. From 2009 to 2018, 41 states collected ACEs
data, with the authors being able to acquire data from 34 states
(see the study by Giano and colleagues4 for a specific breakdown),
resulting in a final sample size of 116,712 individuals with full
ACEs and demographic data. Missingness for all variables was
<1% and was excluded by list-wise deletion. This study was
deemed exempt by Oklahoma State University’s IRB, the previous
institution of the first and fourth authors who oversaw the collec-
tion of BRFSS data. TaggedEnd
TaggedH2Measures TaggedEnd
TaggedPThe ACEs module consists of 11 questions assessing adversity
before the age of 18 years.30 The survey questions are collapsed
into eight domains that include physical abuse, sexual abuse, emo-
tional abuse, witnessing interpersonal violence, parental separa-
tion/divorce, family mental illness, family substance use, and
family incarceration. Responses from the eight domains are
summed, thus resulting in a score from zero to eight, with higher
scores being indicative of greater adversity. Ford et al.31 offer an
in-depth description of the BRFSS ACEs module and factorial
structure (including validity and reliability estimates). TaggedEnd

TaggedPRegarding demographic variables, biological sex was assessed by
the question, What is your sex? Or, what is your sex at birth, with
options of male or female. Race/ethnicity was assessed by the ques-
tion, which race/ethnicity are you, with options of non-Hispanic
White, non-Hispanic Black, Hispanic, other, or multiracial. It
should be noted that the BRFSS does have an extended list of
races/ethnicities (e.g., Asian, Native American/Alaska Native);
however, some states were only able to provide limited racial/ethnic
categories with their ACEs data owing to confidentiality concerns.
As such, data were combined using the limited categories contained
in all state data sets using the five racial/ethnic categories men-
tioned earlier. Finally, participants were asked about their sexual
orientation by the question, Which of the following best represents
how you think of yourself?, with options of straight, gay/lesbian,
bisexual, something else, or don’t know. Responses of something
else or don’t know (<1%) were excluded from this study.TaggedEnd
TaggedH2Statistical Analysis TaggedEnd
TaggedPFirst, frequencies were estimated for the three demographic varia-
bles of sex, sexual orientation, and race/ethnicity. Next, using
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SPSS’s if function, new subgroups were derived from the 3 demo-
graphic characteristics of sex (male/female), sexual orientation
(straight/gay/bisexual), and race/ethnicity (White/Black/His-
panic/other/multiracial), resulting in 30 possible categories (e.g.,
gay Hispanic females, bisexual White males). The average number
of ACEs was estimated along with the corresponding 95% CIs
using bias-corrected and accelerated bootstrapping (1,000 sam-
ples). To detect group differences, F-tests with Tukey post hoc
testing were conducted among the groups. Finally, to investigate
the main effects of demographic variables on ACEs, a generalized
linear model was used with ACEs as a dependent variable and sex,
sexual orientation, and race/ethnicity as categorical independent
variables. Because ACEs are considered an overdispersed count
(e.g., a count variable where the SD exceeds the mean), a negative
binomial regression was utilized—a model that handles overdis-
persion and provides incident rate ratios (a comparative ratio
derived from the estimated rates of two groups). Variance infla-
tion factor estimates are also provided to investigate multicolli-
nearity between the variables. Analyses were conducted in 2022. TaggedEnd
TAGGEDH1RESULTS TAGGEDEND

TaggedPThe sample (N=116,712) was overwhelmingly straight
(96.9%), followed by gay/lesbian (1.6%) and bisexual
(1.5%). White individuals represented the largest racial/
ethnic group (73.1%), followed by Hispanic (8.8%),
other (7.4%), Black 6.2%), and multiracial (4.5%).
Females comprised 56.9% of the sample. TaggedEnd
TaggedPTable 1 shows the stratified subgroups, corresponding

ACEs, 95% CIs, and post hoc tests (cell sizes and SDs
are also presented). Among the first 5 groups with the
highest number of ACEs, bisexual multiracial females
had the highest average (3.791, 95% CI=3.302, 4.363),
followed by bisexual Hispanic females (3.718, 95%
CI=3.296, 4.056), gay multiracial males (3.578, 95%
CI=3.020, 4.147), bisexual White females (3.020, 95%
CI=2.798, 3.189), and bisexual Black females (2.854,
95% CI=2.390, 3.387). The last group with the lowest
number of ACEs was straight other males (1.117, 95%
CI=1.077, 1.178), followed by straight other females
(1.209, 95% CI=1.578, 1.261), straight White males
(1.285, 95% CI=1.267, 1.303), straight White females
(1.437, 95% CI=1.421, 1.453), and straight Black males
(1.500, 95% CI=1.440, 1.563). TaggedEnd
TaggedPPost hoc differences (Tukey) were calculated.

Although most groups were not significantly different
from their nearest neighbor, there are several tiered gaps
in the number of ACEs. For example, the average
increase of ACEs across all ranks is 4.3% or about 0.1 in
terms of raw scores. The largest single percentage
increase in ACEs was between bisexual White females
(fourth highest) to gay multiracial males (third highest),
an 18.5% increase. A 14.8% increase was found between
straight multiracial females (15th highest) to gay Black
females (14th highest), whereas an 11.9% increase was
found between straight White males (third lowest) to
straight White females (fourth lowest). TaggedEnd
TaggedPSeveral trends were observed regarding the highest 10

subgroups of ACEs (Figure 1). For example, all 10 were
sexual minorities, with bisexual groups comprising six
of the ten highest averages. Groups who were females
encompassed seven of the top ten, whereas only one
group was White (bisexual White females, fourth
highest). TaggedEnd
TaggedPWith regard to the lowest ten subgroups (i.e., those

with the lowest numerical ACEs), only two groups (gay
Black males, ninth lowest, and bisexual other males, sev-
enth lowest) (Figure 2) comprised sexual minority indi-
viduals, whereas the remaining eight were straight. A
slight majority of the lowest ten subgroups were males
(six groups). Interestingly, only two of the lowest ten
groups were White (straight White males and straight
White females). TaggedEnd
TaggedPTable 2 presents the negative binomial regressions

consisting of two models: a main effects model (Model
1) and an interaction model (Model 2). In examining
significant main effects, females had an incident rate
ratio that was 11% higher than that of males, whereas
bisexual and gay/lesbian individuals were 88% and 60%
higher than heterosexual individuals, respectively. Multi-
racial, Hispanic, and Black individuals had incident rate
ratios of 46%, 23%, and 10% higher than that of White
individuals. TaggedEnd
TaggedPTable 2 also shows the interactions between each

demographic characteristic (Model 2). p-values for the
overall model effects regarding interactions were as fol-
lows: sexual orientation X sex≤0.001, race/ethnicity X
sex=0.211, sexual orientation X race/ethnicity=0.181,
and sexual orientation X sex X race/ethnicity=0.535 (not
shown in tables). When examining individual interac-
tion terms, female X bisexual was associated with a 34%
increase in ACEs beyond the main effects (p<0.001).
Although the other 3 additional interactions were statis-
tically significant, the odds were marginal; none of which
accounted for more than a 9% reduction in ACEs. It
should also be noted that variance inflation factors were
close to one (1.001−1.020), suggesting nonmulticolli-
nearity using a conservative threshold <2.5.32 TaggedEnd
TAGGEDH1DISCUSSION TAGGEDEND

TaggedPThis study investigated ACEs among intersectional sub-
groups of sex, sexual orientation, and race/ethnicity.
Results showed that individuals identifying as bisexual
and those identifying as a racial/ethnic minority (sepa-
rately and respectively) were at a higher risk of ACEs.
The results also showed that females at the intersection
of minority racial/ethnic status and minority sexual
www.ajpmonline.org



TaggedFigure

Figure 1. Stratified results by sex and sexual minority females.
Note: Left, full sample, shaded by sexual minority females. Right, full sample, shaded by sex.
TaggedEnd

TaggedEndTable 1. ACEs by Categorical Subgroup (Descending)

95% CI

Rank Category n ACEs Low High SD Significant differences

1. Bisexual multiracial female 86 3.790 3.302 4.362 2.270 1>4, 8, 10−30

2. Bisexual Hispanic female 131 3.717 3.296 4.045 2.466 2>4, 10−30

3. Gay multiracial male 64 3.578 3.019 4.147 2.099 3>13�30

4. Bisexual White female 765 3.019 2.797 3.188 2.303 4>13, 15−30

5. Bisexual Black female 82 2.853 2.389 3.387 2.217 5>15�18, 21−30
6. Bisexual Hispanic male 83 2.819 2.362 3.461 2.364 6>15�18, 21−30
7. Gay Hispanic female 60 2.801 2.278 3.338 2.184 7>21, 23−30

8. Gay multiracial female 59 2.779 2.026 3.574 2.334 8>21, 23−30

9. Bisexual multiracial male 41 2.731 1.985 3.303 2.269 9>23, 25−30

10. Gay other female 59 2.661 2.268 3.184 2.225 10>21, 23, 25−30

11. Gay Hispanic male 99 2.596 2.217 3.107 2.203 11>21, 23, 25−30

12. Bisexual other female 66 2.560 1.984 3.204 2.347 12>21, 23, 25−30

13. Gay White female 517 2.352 2.14 2.536 2.149 13>15, 18, 21, 23, 25−30

14. Gay Black female 56 2.339 1.780 2.900 2.134 14>27�30

15. Straight multiracial female 2,805 2.037 1.969 2.132 2.044 15>21, 23, 25−30

16. Bisexual White male 409 2.014 1.855 2.224 1.969 16>23, 25−30

17. Gay White male 776 1.994 1.857 2.112 1.947 17>21, 23, 25−30

18. Straight multiracial male 2,210 1.952 1.866 2.034 1.923 18>21, 23, 25−30

19. Gay other male 78 1.833 1.472 2.313 1.701 19> none

20. Bisexual Black male 49 1.755 1.244 2.257 1.677 20>none

21. Straight Hispanic female 5,689 1.720 1.679 1.776 1.925 21>25�30

22. Gay Black male 47 1.638 1.102 2.170 1.580 22>none

23. Straight Hispanic male 4,234 1.624 1.568 1.673 1.781 23>27�30

24. Bisexual other male 55 1.563 1.173 2.078 1.686 24>none

25. Straight Black female 4,382 1.523 1.474 1.588 1.749 25>28�30

26. Straight Black male 2,584 1.499 1.439 1.562 1.623 26>28�30

27. Straight White female 47,275 1.437 1.420 1.453 1.768 27>28�30

28. Straight White male 35,530 1.285 1.266 1.303 1.593 28>30

29. Straight other female 4,418 1.208 1.157 1.260 1.662 29>none

30. Straight other male 4,003 1.116 1.076 1.171 1.528 -

Note: F-tests with Tukey post hoc were used to obtain group differences at the p<0.05 level. N=116,712.
ACE, adverse childhood experience.
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Figure 2. Stratified results by sexual orientation and race/ethnicity.
Note: Left, full sample, shaded by sexual orientation. Right, full sample, shaded by race/ethnicity.
TaggedEnd
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orientation had the highest number of ACEs (e.g., bisex-
ual multiracial females and bisexual Hispanic females
were the top 2 groups with the highest averages). Given
previous research about the prevalence of a higher num-
ber of ACEs found in minority groups (e.g., non-White,
non-heterosexual),3,33 this study’s findings suggest that
the intersection of these demographic characteristics
may amplify the frequency of childhood adversity risk. TaggedEnd
TaggedPIndividuals identifying as a sexual minority comprised

the top 14 subgroups with the highest number of ACEs
(straight multiracial females were 15th of the 30 groups).
This is unsurprising given that other research has also
documented sexual minorities generally having a higher
number of ACEs than heterosexual populations.9

Although it is unclear why sexual minority individuals
typically have a greater number of ACEs, Corliss and
colleagues34 have theorized that higher rates of child
maltreatment because of identifying as a sexual minority
may result in higher domain-specific ACEs, especially
during middle and late adolescence. It is also possible
that sexual minority individuals are more likely to be
sexually abused than heterosexual populations.35 Noor
et al.36 also posit that sexual minority individuals experi-
ence clusters of ACEs (as opposed to adversity in an iso-
lated domain) and thus may be responsible for an
overall higher number of ACEs than heterosexual popu-
lations, although more research is needed in this area. TaggedEnd
TaggedPHowever, less is known about within-group differences

among sexual minority individuals. In one of the only
studies to parse out sexual minority subgroups, Merrick
and colleagues30 found that bisexual individuals had a
higher number of ACEs than lesbian/gay individuals. In
this study, bisexual subgroups comprised 4 of the top 5
groups. Although this aligns with the findings of Merrick
et al.30 it is unclear why bisexual individuals have a higher
number of ACEs than lesbian/gay individuals. One possi-
ble explanation may lie within sex subgroups. Of the
1,767 bisexual individuals, 1,130 (64%) were female.
Because females have a higher number of ACEs than
males, this may account for bisexual groups largely having
the highest ACEs. Theories for why females have more
ACEs generally center on 2 ideologies. The first is that
females are more susceptible to sexual abuse (often
accompanied by physical and/or emotional abuse), thus
generating higher adversity scores within abuse
domains.37 Next, males are less likely to report sexual
abuse (and other childhood maltreatment) owing to a
panoply of reasons, such as demasculinization, fear of loss
of freedom/independence, or societal norms where males
may internalize issues.38 As such, this would at least par-
tially explain why the combination of being female and a
sexual minority equates to having a higher number of
ACEs. Indeed, subgroups where participants are either
female or a sexual minority comprise ten of the top 15
highest groups in terms of the number of ACEs.TaggedEnd
TaggedPAlthough clear trends of being female and a sexual

minority resulted in a higher number of ACEs, the dis-
tinction of race/ethnicity was less divergent. Among the
30 subgroups, the six White subgroups were intermixed
(4th, 13th, 16th, 17th, 27th, and 28th). However, it
should be noted that the 2 largest groups of straight
White females (40.5% of the sample) and straight White
males (30.4%) had some of the lowest ACEs, being 27th
and 28th, respectively. Previous research has docu-
mented that generational trauma within races/ethnicities
tends to manifest in future generations, particularly in
Hispanic, Black, and American Indian and Alaska
Native populations owing to the historical mistreatment
of individuals of color.39−41 Yet, discounting the 2 larg-
est subgroups, no obvious racial/ethnic trends were
www.ajpmonline.org



TaggedEndTable 2. Negative Binomial Regression Model Examining Differences in ACEs Among Racial/Ethnic, Sexual Orientation, and Sex Groups

Model 1 Model 2

Parameters b Error p-Value IRR 95% CI, low, high B Error p-Value IRR 95% CI, low, high

(Intercept) 0.26 0.01 <0.001 1.293 1.277, 1.31 0.25 0.01 <0.001 1.285 1.268, 1.302

Sex

Male (ref) — — — — — — — —
Female 0.10 0.01 <0.001 1.107 1.09, 1.123 0.11 0.01 <0.001 1.119 1.099, 1.139

Sexual orientation

Straight (ref) — — — — — — — —
Bisexual 0.63 0.03 <0.001 1.881 1.78, 1.987 0.45 0.06 <0.001 1.568 1.398, 1.759

Gay/lesbian 0.47 0.03 <0.001 1.597 1.51, 1.689 0.44 0.04 <0.001 1.552 1.427, 1.689

Race/ethnicity

White (ref) — — — — — — — —
Multiracial 0.38 0.02 <0.001 1.457 1.409, 1.508 0.42 0.03 <0.001 1.520 1.444, 1.600

Hispanic 0.20 0.01 <0.001 1.227 1.196, 1.259 0.24 0.02 <0.001 1.265 1.216, 1.315

Black 0.09 0.02 <0.001 1.092 1.059, 1.126 0.15 0.03 <0.001 1.167 1.110, 1.227

Other �0.16 0.02 <0.001 0.855 0.83, 0.881 �0.14 0.02 <0.001 0.869 0.832, 0.908

Interaction terms

Female x bisexual 0.07 <0.001 1.340 1.165, 1.540

Female x gay/lesbian 0.07 0.429 1.054 0.925, 1.201

Female x multiracial 0.03 0.037 0.947 0.899, 0.997

Female x Hispanic 0.03 0.045 0.933 0.871, 0.999

Female x Black 0.03 0.274 0.967 0.912, 1.027

Female x other 0.03 0.003 0.908 0.852, 0.967

Bisexual x multiracial 0.14 0.460 1.107 0.846, 1.448

Bisexual x Hispanic 0.19 0.540 0.892 0.619, 1.285

Bisexual x Black 0.18 0.525 0.893 0.630, 1.266

Bisexual x other 0.18 0.112 0.746 0.520, 1.071

Gay/lesbiann x multiracial 0.12 0.816 1.029 0.809, 1.309

Gay/lesbian x Hispanic 0.14 0.250 1.180 0.890, 1.565

Gay/lesbian x Black 0.14 0.697 1.058 0.798, 1.402

Gay/lesbian x other 0.19 0.058 0.704 0.489, 1.012

Female x bisexual x multiracial 0.17 0.671 0.930 0.664, 1.302

Female x bisexual x Hispanic 0.22 0.973 0.993 0.640, 1.54

Female x bisexual x Black 0.23 0.598 1.129 0.719, 1.774

Female x bisexual x other 0.23 0.430 1.195 0.768, 1.860

Female x gay/lesbian x multiracial 0.20 0.863 0.967 0.657, 1.421

Female x gay/lesbian x Hispanic 0.21 0.101 0.706 0.466, 1.071

Female x gay/lesbian x Black 0.21 0.257 1.272 0.839, 1.930

Female x gay/lesbian x other 0.25 0.243 1.334 0.823, 2.163

Note: Bold indicates statistical significance (p<0.05).
ACE, adverse childhood experience; IRR, incident rate ratio.
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apparent. It is plausible that identifying as female and/or
a sexual minority eclipses the identifications of race/eth-
nicity in terms of the number of ACEs. In other words,
although non-White populations have been shown to be
more at risk for ACEs, identifications of female and sex-
ual minority status may be more impactful with regard
to having a higher number of ACEs. TaggedEnd
TaggedPAlthough adversity in childhood has strong associations

with deleterious outcomes in adulthood, the contextual
and lived experiences of individuals (notably, their demo-
graphic characteristics) may shape the way ACEs are man-
ifested. The manifestation of ACEs is an emerging sphere
of research, but several studies have shown that the effects
of ACEs differ depending on demographic characteristics,
such as rurality,42 behavioral characteristics,43 timing of
adversity,44 sex,10 and race/ethnicity.11 As such, it is plau-
sible that the intersections of these demographic variables
would also yield various manifestations, particularly
among groups with higher baseline ACEs. It is also possi-
ble that there may be resilience factors related to these
intersectional subgroups and that those factors may con-
stitute promotive/protective factors that have been shown
tomitigate the effects of ACEs.45TaggedEnd
TaggedPVarious clinical interventions have been developed to

combat the negative effects of ACEs.46,47 Although some
programs have shown effectiveness, results are generally
mixed. Lanier and colleagues48 posit that to increase the
efficacy of clinical ACE prevention programming, cur-
ricula need to be tailored to the context of the individual
and corresponding ACEs domain. Indeed, the lived
experiences of bisexual White females differ significantly
from those of straight multiracial males, even when
experiencing the same domain of adversity, particularly
when those adversities may be influenced by multiple
demographic characteristics of the individual. For
instance, a bisexual individual may experience physical
abuse because of identifying as bisexual, whereas another
individual may experience even greater physical abuse
owing to the intersection of minoritized racial identity
and sexual orientation. TaggedEnd
TaggedPRecent work on the prevention of ACEs has suggested

several key elements. Narayan et al.45 suggest that ACE
prevention must consider both parents’ social and
demographic history in future clinical programming.
Concerning initiatives that more tailored strategies can
be developed, this study suggests that using sex or race/
ethnicity as the sole determining factors may lack effi-
ciencies if the aim is to mitigate ACEs in aggregate. Con-
versely, given the robust links between females who
identify as either a sexual or racial/ethnic minority, tar-
geting ACE prevention and surveillance efforts toward
these subgroups may be promising in limiting the inter-
generational transmission of ACEs. TaggedEnd
TaggedH2Limitations TaggedEnd
TaggedPAlthough research on ACEs has considerably expanded
in the previous decade, this study, to the authors’ knowl-
edge, is the first to investigate intersections of sex, race/
ethnicity, and sexual minority status subgroups. Further-
more, this study disentangles sexual minority subgroups
using a large sample, a feature that most studies amalga-
mize. TaggedEnd
TaggedPNotwithstanding these strengths, this study does pres-

ent several limitations. Although the sample was large,
the majority of the participants were straight White
males/females (70.9%). The analyses were also restricted
to the data available through BRFSS, and thus, it was not
possible to explore other races/ethnicities that may
impact subgroups’ ACEs nor to explore the makeup of
multiracial individuals. It should also be noted that other
forms of adversity were not included in the BRFSS.
Although this is consistent with the original ACEs study,
recent studies have suggested that the frequency49 and
severity36 of the experiences are important. Finally, there
are various ways to assess intersectionality. Using multi-
ple interactions may affect scalability, model parsimony,
and reliability of estimates within cells with small sample
sizes.50 TaggedEnd
TAGGEDH1CONCLUSIONSTAGGEDEND

TaggedPStudy findings showed the patterns of higher ACEs
among certain intersectional subgroups of sex, sexual
orientation, and racial/ethnic groups, particularly among
those identifying as female, a sexual minority, and a
racial/ethnic minority combination. Future research
should examine the types and severity of ACEs on the
basis of multiple intersectional demographic characteris-
tics (i.e., partitioning out individual ACEs domains and
their impact on intersectional subgroups). In addition,
the intersection of different minority statuses may
increase ACEs. As such, prevention research should
focus on the most disadvantaged subgroups on the basis
of multiple demographic factors to mitigate the negative
impacts of ACEs. TaggedEnd
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