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ABSTRACT

Background:

Adverse Childhood Experiences (ACEs) is a constellation of negative events that have public
health concern with well-established sequelae. However, compared to research conducted
in other countries, only limited exploration of ACEs and their impact has been carried out
in Bangladesh. The limited understanding of long-term mental health impact of ACEs in

Bangladesh called for this research.

Objective:

The objectives of this study were to determine: (1) prevalence of ACEs among clinical and
general populations, (2) the relationships among ACEs and mental health outcomes in
adulthood, and (3) whether resilience, social support, and subjective well-being mediate
the relationship between ACEs and psychopathological symptoms, and (4) connection

between specific ACEs and overall mental health state.

Method:

Cross-sectional survey data on childhood exposure to ACEs, psychological factors (mental
health outcomes measure and indicators), three presumed mediating variables, and socio-
demographic factors were collected from 390 adults consisting of both community and
clinical sample, aged 18-67 (M= 29.87,SD = 9.36) via face-to-face interview. WHO
guidelines for measuring ACEs that encompasses 13 conventional ACEs were used along
with 3 extended ACEs resulting in total ACE scores ranged from 0 to 16. Multiple logistic
regression models were used to evaluate the relationship between ACEs and adult mental

health outcomes, adjusting for socio-demographic covariates.



Results:

High proportion of clinical (97.9%) and non-clinical (85.5%) participants reported at least
one type of adversity. Exposure to four or more ACEs were also reported by high number
of participants (73.7% for clinical and 38.5% for non-clinical). The most prevalent form of
ACE was emotional neglect among clinical (68.4%) and non-clinical (48.5%) sample,
followed by domestic violence from household dysfunction domain (59.0% in clinical and
41.0% in non-clinical) and then exposure to collective violence, from the violence outside
the home domain (clinical - 51.1% and non-clinical - 29.0%). The relationship between ACE
and adult mental health state was examined for clinical and non-clinical separately, which
revealed significant correlation between ACEs and six other variables (SRQ, physical health,
psychological health, social relationships, environmental health, and well-being), r(388)
=.43 to .52. The number of ACEs was positively associated with psychological symptoms,
domains of quality of life but negative association was found with the level of well-being.
Results also revealed statistically significant differences in mental health for 16 ACE
measured using retrospectively collected reports from the participants. A regression
model was carried out controlling for gender, age, and socio-economic status for mental
health and ACEs: one adversity, two adversities, three adversities, four or more adversities.
The risk of well-being, SRQ, self-harm & suicide, and substance abuse was higher among
those who had experienced three or more ACEs compared to those with none.

Results of parallel mediation analyses showed social support, resilience, and self-esteem
statistically mediated the relationships between ACEs and psychopathological outcomes in
adulthood. Furthermore, among all categories of ACEs, emotional neglect, collective
violence, and experiencing racism and discrimination increased the likelihood of well-being

issues (OR ranges from 0.44 to 0.48). Reports of emotional neglect, parental substance
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abuse, exposure to collective violence, racism & discrimination, and witnessing violence
towards the mother also accounted for higher probabilities of presenting psychological
severity (OR ranges from 0.23 to 2.77). In participants reporting early sexual abuse have a
greater risk of engaging in suicide & self-harm (OR=2.25, 95% CI=1.37, 3.69) and health-
risk behavior (OR=1.80; 95% Cl=1.12, 2.88). Odds for mental health issues due to racism &
discrimination were also significant (OR ranges from 0.48 for well-being to 3.77 for self-
harm and suicide). Results indicated a graded dose-response relationship between ACEs

and adult mental health outcomes.

Conclusion:

Exposure to ACEs in childhood has been found to be a highly prevalent among adult
population in Bangladesh. Childhood exposure has been shown to be associated with
significant mental health impacts in the later life. The result urges for proactive action to

reduce the occurrence of ACEs as well as to minimize its impacts.

Vi
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Introduction

Everyone inevitably experiences stressful events at some point in their lives. While
some amount of stress can be beneficial in promoting growth and performance,
experiencing significant negative stressors during childhood without access to necessary
resources can result in negative consequences in later life. Such experiences, commonly
referred to as Adverse Childhood Experience (ACEs), particularly those experienced before
the age of 18 years, have been shown to have long-lasting impacts on the individual (Fu &
Chen, 2023; Harris, 2018) and has become a global concern. These experiences, including
childhood maltreatment and other challenges, are discussed under ACEs and are stressful
and detrimental for the persons because they pose threat and harm to health and well-
being of an individual. Even though substantial evidence has documented the impacts of
ACE across the globe (Almuneef et al., 2014; Cambron et al., 2014; Kerker et al., 2015; Liu
et al., 2013; Lynch et al., 2013; Poletti et al., 2014), the impact of ACEs has not yet been

investigated in Bangladeshi population.

1.1. Understanding Adverse Childhood Experiences

Our experiences significantly shape our lives by leaving a lasting impression on our
brains and creating a blueprint for our future. However, if these experiences are
unfavorable, i.e., adverse, they may hinder normal development and negatively impact
diverse aspects of our lives. Such negative effects on development can be especially
concerning when these adverse experiences occur in childhood, which is a crucial time of

growth and development.
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Felitti and Anda (1998) first coined the term "Adverse Childhood Experiences.”
They mainly talked about household adversities, that is, childhood exposure to
maltreatment and dysfunctional household behavior under ACEs (Felitti et al., 1998).
However, in the past two decades, the literatures on ACEs have expanded tremendously,
and a wider variety of outcomes—including mental health, physical health, risky behaviors,
and violence—are now linked to it.

To put it simply, any traumatic incidents that occur in a children’s life before they
turn 18 are referred to as ACEs (CDC, 2019; Kalmakis & Chandler, 2014). Mclaughlin (2016)
proposed a working definition of ACE, which is “exposure during childhood or adolescence
to environmental circumstances that are likely to require significant psychological, social,
or neurobiological adaptation by an average child and that represent a deviation from the
expectable environment”.

Childhood maltreatment has been a significant concern from ancient history to
modern industrialized society. Although concerns over protection of children resulted in
the development of resources to protect children from such adversities, they still suffer
from abuse and neglect and other forms of ACEs. The ACEs poses themselves as challenges
or obstacles that can hinder or threaten an individual's well-being, goals, or aspirations
and thus affects development, mental and physical health, and learning of the person
(Bloom, 2020; Felitti et al., 1998). Different challenges that adversity presents have their
unique source, intensity, and duration. Therefore, an individual's response to adversity in
their environment will vary according to his personal dispositions, societal influences, the
kind and timing of the adversity, and the availability of counteracting supports (i.e.,

protective factors) in his distinct settings (Osher et al., 2017).
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The effects of ACEs can appear in many different ways and they happen in different
settings, pointing to their high occurrence rate. The prevalence of ACEs can be observed

worldwide, with variations depending on the socioeconomic status of each country.

1.2. Prevalence of Adverse Childhood Experiences

Globally, it is estimated that more than 60% of people worldwide have
encountered at least one form of childhood adversity (Merrick et al., 2018), and 20% of
adults have experienced three or more ACEs (Anda et al., 2006; Merrick et al., 2018).
However, prevalence estimates of ACEs may vary depending on the measures used or the
categories of adverse experiences considered in measuring the ACE across studies. As
discussed earlier, ACEs include a range of adverse experiences faced in childhood. Many
studies have been conducted with only one or two of these adverse experiences, which
are useful to understand the prevalence of ACEs however, does not provide an accurate
estimate of ACEs. A comparison of data from 21 countries in the “WHO World Mental
Health Survey Initiative (WHMS)” revealed measurement inconsistency in adverse
experiences across countries (WMHS; Kessler & Ustun, 2008).

Research has consistently shown that ACEs are prevalent across different countries
and cultures, with varying degrees of severity and types. However, due to various social,
economic, and cultural circumstances, the prevalence and co-occurrence of ACEs can vary
among developed, developing, and low-income countries (Jones, 2018). Research has
demonstrated that people from disadvantageous situations experience ACEs at higher
rates than the general population (Chen et al., 2022; Giano et al., 2020; Sieben et al., 2020;

Turney & Wildeman, 2017).
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In high-income countries, such as the United States and Canada, prevalence rates
of ACEs range from 50% to 64% (Merrick et al., 2018). In the United States, 60.9% of adults
reported experiencing at least one form of ACE, and 15.6% of adults reported four or more
ACEs (Felitti et al., 1998). In England, approximately half of the adults (47%) reported
having experienced at least one form of ACE (Bellis et al., 2014). For Japan, studies revealed
that between 28%—-36% of the population have one or more ACEs (Amemiya et al., 2018;
Tani et al., 2020; Fujiwara, 2022).

In contrast, the lower income countries show higher prevalence of ACEs, with up
to 90% of children experiencing violence, abuse, or neglect (World Health Organization,
2020). Prevalence of ACEs in Vietnam demonstrated that 74%-76% individuals reported
experiencing at least one ACE, with 27% reporting experiencing three or more ACEs (Le et
al., 2022; Tran et al., 2015). According to UNICEF, countries with low-income, particularly
those in sub-Saharan Africa, suffer from the highest rates of ACEs, which are further
aggravated by ongoing conflicts, poverty, and other socio-economic challenges (UNICEF,
2018). Studies from Kenya reported that 70% of children had experienced at least one form
of violence, abuse, or neglect (Hillis et al., 2016).

Studies on ACEs are limited in Bangladesh and no countrywide prevalence studies
has been conducted yet. The prevalence studies of ACEs in neighboring South Asia are
highly limited (not covering all aspects of ACEs) and yet reported high prevalence.
Estimates of child psychological abuse has been reported to be 48% in Bhutan (Kulkarni,
2016) and 89% in Sri Lanka (de Zoysa, 2013). Estimates of childhood neglect has been
reported to be 60% in India (Charak & Koot, 2014) and 46% in Nepal (Neupane et al., 2018).
India has no nationwide ACE prevalence study (Fernandes et al., 2021). Lifetime prevalence

of 78.5% has been reported in India (Kumar et al., 2017). Similarly, Pakistan also reported
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a high prevalence (80%) of childhood maltreatment (Bureau of Statistics Punjab, 2014). A
much higher prevalence of ACEs (88.2%) has been reported for conflict-affected Kashmir
(Dar et al., 2022).

In South Asian regions, two categories of risk factors for ACEs have been
established through research. Firstly, the child-level risk factors involving age, gender,
seeing family violence, and child labor, and secondly, the parent- and family-level risk
factors that include single parenting, low parental education, extended family, and poverty
(Charak & Koot, 2014; Kandel et al., 2017; Lakhdir et al., 2017). Several Bangladeshi studies
also reported similar risk factors for ACEs (Atiqul et al., 2019; Hadi, 2000). However,
additional research on the risk factors for psychological abuse and neglect of Bangladeshi
children is necessary.

In conclusion, ACEs are widespread, and they disproportionately affect children in
low-resource contexts. Lack of methodologically sound assessment of ACEs in Bangladesh
calls for a thorough exploration and analysis of ACE, which will contribute to evidence-

informed policy-making to improve the situation for children living in Bangladesh.

1.3. The Dynamic Development of the Concept

The first appearance of ACE as a concept started with three initial domains of
adverse childhood experiences namely abuse, household dysfunction, and neglect (Felitti
& Anda, 2009; Felitti et al., 1998). The initial domains encompassed multiple constructs,
such as emotional, physical, and sexual abuse in the abuse domain, various household
dysfunctions in the household dysfunction domain, and both physical and emotional
neglect in the neglect domain, all originating from the family unit (Felitti & Anda, 2009;

Felitti et al., 1998).
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Over time the ACE concept has evolved over time. The initial research only included
a set of ten specific experiences from family context to assess ACEs, however, the domain
expanded and a broader range of negative experiences beyond family events were
incorporated into ACEs. These additional domains include peer relationships, economic
hardship, community stressors, negative school experiences, racism, discrimination, and
relocations (Finkelhor et al., 2015; Finkelhor, 2017; Hughes & Tucker, 2018; Kalmakis &
Chandler, 2014; MclLaughlin, 2017; Swingen, 2020). The ACEs concept is continually
developing, with various proposed definitions and hypotheses, including lower-level
adversity such as parental conflict (Schermerhorn, 2018) and spanking (Merrick et al.,
2017; Afifi et al.,, 2017), and ongoing efforts to improve international ACEs research
through achieving consensus on the definition and range of ACEs (MclLaughlin, 2016;
Catani & Sossalla, 2015).

Although the concept of ACEs has evolved over time, their full spectrum has yet to
be investigated. As a result, efforts have been made to categorize them to better

understand their occurrences and document their impacts.

1.4. Categorizing Adverse Childhood Experiences

The World Health Organization has suggested a sum of thirteen categories of ACEs
falling into three domains that they mentioned as more comprehensive measures of ACEs
than previously studied (WHO, 2016). The thirteen categories are also known as sub-
domains that encompass multiple items to tap a construct. These broad categories are
childhood maltreatment, family or household dysfunction, and violence outside the home.
The details of the broad categories and specific ACEs under them are presented in Table

1.1.
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Table 1.1

WHO Proposed ACE Domains and Categories

Domain ACE Category
1. Emotional Neglect
Childhood Maltreatment. Any action or 2. Physical Neglect
inaction by any parent or caregiver that 3. Emotional Abuse
harms or injures a child. 4. Physical Abuse
5. Sexual Abuse

1. Living with household or family member
with mental illness or who was suicidal
Family/ Household Dysfunction. A 2. Living with household member who uses
pattern of disturbed or impaired substance
Living with household member who was

w

functioning in a family with potential
harm for the child in the family. imprisoned
Household Separation
5. Domestic Violence

Violence Outside the Home. Exposure to Bullying

any act of violence that occurs outside of Witnessed Community Violence

Exposure to war/ collective violence
the home context. P /

P wnNPR

Physical Fights

Childhood maltreatment. Establishing universal operational definitions for child
maltreatment has been a challenging task (Janson, 2018; see Maitra, 1996). Moreover, the
phenomenon of child-rearing practices differs across cultures, significantly impacting these
definitions (Feng et al., 2005; Korbin, 1991; Meinck et al., 2015). CDC and the Department
for Children and Families (DCF) define “child maltreatment as any act or series of acts of

commission or omission by a parent or other caregiver that results in harm, the potential
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for harm, or threat of harm to a child” (Leeb et al., 2008, p. 11). Child maltreatment refers
to the overall mistreatment that a child could suffer, including neglect and abuse. The
definition of maltreatment by WHO (2006) includes physical and emotional ill-treatment,
sexual abuse, neglect, negligence and commercial or other exploitation. Specific
components of ACEs in the maltreatment domain are presented in Table 1.1.

Family/ household dysfunction. Dysfunction in the family or household can result
in trauma for the children. Such dysfunction can occur in different forms including physical
or verbal abuse, addiction, mental illness, or incarceration in the family, family dissolution
and loss (Table 1.1). All of these exposures have negative consequences for children,
including increased health risk behaviors, chronic health conditions, mental illness,
reduced life opportunities, and even premature death (Gilbert et al., 2015).

Violence outside the home. Exposure to assault and bullying, witnessing violence
in the community, such as gang violence or riots, and exposure or witnessing acts of war
or collective violence are included in this category (Table 1.1). Numerous studies have
shown that children and adolescents who are exposed to violence are more likely to have
unfavorable outcomes (Eisenbraun, 2007; Finkelhor et al., 2007; Mrug et al., 2008). Recent
studies are considering racism, discrimination and poverty in the list of ACEs (Macedo et
al., 2019; Liao et al., 2021; Ridley et al., 2020). These extensions to the conventional ACE
categories better represented the different childhood adversities experienced by an
individual, referred to as extended categories.

Although ACEs cover specific categories, their applicability may be limited in
different parts of the world due to cultural and economic differences. This socio-cultural

and contextual variations in the consideration for ACEs is a big area needed further



IMPACT OF ADVERSE CHILDHOOD EXPERIENCES ON ADULT MENTAL HEALTH 10

research. Specifically for Bangladesh, certain practices can only be comprehended based

on the traditions prevalent in the country.

1.5. Adverse Childhood Experiences in Bangladesh Context

Although there is a significant amount of research on ACE-related studies, it
remains uncertain whether the results can be generalized as they have mainly been
conducted in developed countries. Bangladeshi studies examining the prevalence of ACEs
is yet to be conducted. However, many studies conducted in Bangladesh assessed the
abuse, violence and other components of ACEs.

Bangladesh has a population of over 165 million, with over 47 million between 0-
14 years (Bangladesh Bureau of Statistics, 2022). According to the UN report, the country
has 53.82 million children below the age of 18 (UN, 2022). These children, who comprise
half of the country's population, often lack of fundamental rights and are often subjected
to different types of abuse and neglect.

Child abuse and neglect are ubiquitous problems in Bangladesh, with children
subjected to various forms of violence, forced labor, and early marriages. These child
maltreatments are prevalent in both the cities and the rural areas of Bangladesh (Hadi,
2000). Most of the cases, these abuses occur within the family and in-home context of the
child. The Bangladesh Shishu Adhikar Forum (BSAF) has documented an alarming increase
in violence against children, including murder, kidnapping, human trafficking, rape, sexual
harassment, and violence (The Daily Star, 2015). The perpetrators of such heinous acts are
frequently individuals with close ties to the victims, such as intimate family members,
neighbors, acquaintances, community leaders, and teachers or home tutors (Breaking The

Silence, n.d.).
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Child abuse is addressed in Bangladesh through legal frameworks such as the Penal
Code of 1860, which identifies various forms of child abuse, including trafficking,
abduction, slavery, sexual exploitation, prostitution, unnatural acts, and forced labor. In
addition, The Child Act of 2013 and other laws protect against child abuse by prohibiting
acts such as the maltreatment of children, their participation in begging, the
administration of harmful substances, their use in terrorist activities, and their
exploitation. However, incidents continue to be reported, as a study in Bangladesh found
that despite being illegal, 21% of children are involved in some form of child labor (Hadi,
2000).

In a survey conducted in rural and urban areas, the experience of physical
punishment at home was reported by 55.7% of the children, while 49.29% reported
receiving physical punishment at school (Akter et al., 2018). An older survey reported a
much higher prevalence which revealed that 91% of children underwent physical
punishment in school, whereas 97% experience punishment at their homes (UNICEF,
2008).

Islam & Akhter (2015) explored the data of the Ministry of Home Affairs in
Bangladesh including the report they published in 2005 and found a disturbing rise in
reported cases of child maltreatment between 2001 and 2010, where the number of
reported cases at 1542 in 2010, which was four times higher compared to 380 cases in
2001. If this trend continues, the number of children subjected to maltreatment could be
even more alarming in 2023. Additionally, the United Nations Population Fund (UNFPA,
2014) documented various forms of child abuse in Bangladesh in 2014, including 674 cases

of unnatural child deaths, including murders, 365 cases of sexual abuse, 94 victims of
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violence, 112 incidents of children being kidnapped or missing, 97 accidents, and 45 cases
of early child marriage.

Moreover, The Child Well-being Survey 2016 found that 82.4% of Bangladeshi
children (1-14 vyears) have recently been subjected to multiple adverse childhood
experiences, including physical or psychological abuse (BBS, 2016). The Multiple Indicator
Cluster Survey of 2019 reported that almost 89% of children aged 1-14 years experienced
physical and psychological abuse by their caregivers in the past month, which was reported
to be a 6.5% increase compared to 2012-13 (BBS, 2019). They revealed that these children
experienced some form of violence and maltreatment, including physical abuse and
psychological abuse.

The Bangladesh Child Rights Forum (2020) reported that in 2019, more than 1,383
children were severely abused, representing a 72.32% increase from the previous years.
The Bangladesh Shishu Adhikar Forum (BSAF, 2020) released its report on child abuse in
the country, covering time-frame of January to June of 2020. During this time, at least
1,387 children in Bangladesh experienced various forms of violence and abuse.

In 2021, Bangladesh witnessed a rise in child rape cases, with 818 cases reported,
compared to 626 cases in 2020. Additionally, 78 children, including 57 boys, committed
suicide during the same period. Another report by the Juvenile Justice Foundation (MJF,
2021) disclosed that Bangladesh encountered 1941 cases of sexual violence and child
abuse incidents in 2021. In the following year, 2021, the Kids Rights Index ranked
Bangladesh 110th out of 182 countries in terms of respect for children's rights, with a
previous ranking suggesting that the issue may be worsening in our country (Now, 2020).

Societal practices and customs also play a significant role in sustaining certain

maltreatment practices for children. A survey reported that 69.62% of parents and carers
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believe that punishing a child for their mistakes is either justifiable or strongly justifiable
(Akter et al., 2018). Studies have also revealed a link between child maltreatment and
factors such as poverty, gender (being a boy), and low parental education (Hadi, 2000;
Haque et al.,, 2017). Haque (2017) identifies the subservient position of children in
Bangladeshi society and their powerlessness as contributing factors to child maltreatment.
The report also investigated the role of the family environment as a factor of child
maltreatment and found that there is also a correlation between child maltreatment and
exposure to family violence (Haque et al., 2019). Child maltreatment in Bangladesh is a
significant problem resulting from factors such as high unemployment rates, financial
difficulties, poverty, discrimination, natural disasters, lack of education and awareness,
ineffective law enforcement, and a decline in societal values, all of which have profound
implications for the well-being and development of children (Islam, 2015; Odhikar, 2015).

Although these scenarios provide some insight into the existence of adverse
experiences and maltreatment experienced by children, there is a lack of data to fully
understand the exact extent of ACEs in Bangladesh endure. Therefore, given the current
situation, it is crucial to accurately assess the prevalence of adverse childhood experiences
in Bangladesh and address the root causes, which may contribute to ensuring a safe and

healthy environment for all children in Bangladesh.

1.6. Theoretical Framework on Relation between ACEs and their Impact

Different theories [i.e., Stress theory (Hazel et al., 2008; Moos et al., 2005), the
Neuroimmune Network Theory (Miller et al., 2011), the Developmental Origins of Health
and Disease (DOHaD) theory (Dunkel Schetter, 2011)] have emerged and models [See

Biological Embedding Model (Miller et al., 2011); Dimensional Model of Adversity and
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Psychopathology (MclLaughlin et al.,, 2014)] have been proposed while explaining the
impact of ACEs, biopsychosocial mechanisms can be taken as a promising way to explain
the underlying mechanism highlight the interplay of biological, psychological, and social
factors in an individual's life, affecting their health and well-being.

According to the biological processes, ACEs are linked to neurophysiological changes in the
brain, making individuals more sensitive to stressors (i.e., increased vigilance, arousal and
inflammation), which in turn lead to various psychological and physical health problems
(Miller et al., 2011).

On the other hand, behaviorally, early adversity impacts children's interactions
with the outer world, leading to dysfunctional coping mechanisms, including increased use
of maladaptive coping and harmful behaviors. These contribute to negative health
behaviors and decreased use of adaptive coping skills, leading to poor health and well-
being (Danese & McEwen, 2012; Dube et al., 2003).

Furthermore, the psychological process holds that ACEs can lead to negative self-
schemas, affecting stress recovery and exacerbated mental disorders (Gibb & Abela, 2008;
Liu et al., 2013). Negative cognitive styles, such as self-criticism and dysfunctional
attitudes, are associated with depression and poor emotion regulation, which can lead to
mood disorders, PTSD, substance use, and personality disorders (Gross, 1998; Hofmann et

al., 2012).

1.7. Impact of Adverse Childhood Experiences
As it is already understood that adversity and trauma are prevalent globally, their
range of impacts also expands. The impacts of any adversity are potentially detrimental,

and the effects are surrounded by how the event may be experienced. The American
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Psychiatric Association (APA) mentioned that "directly experiencing trauma, witnessing a
traumatic stressor, learning about traumatic events, or exposure to adverse details can
lead to enduring, debilitating conditions" (Brunzell et al., 2015, p. 3).

Childhood experiences have a profound effect on health and opportunities
throughout adulthood. The cumulative advantage/disadvantage theory states that the
advantages and disadvantages experienced early in life accumulate and compound over
life, leading to an increasing stratification in wealth, health, vitality, and well-being across
generations over time (Thoits, 2010). So, the impacts are even worse and tend to be more
severe and long-lasting if ACEs are recurrent and chronic and accompany multiple other
negative issues, for example, poverty. Again, this is to remember that the risk of developing
negative health outcomes increases with the number of ACEs being experienced by the
individual (Shonkoff et al., 2012; Hughes et al., 2017; Felitti et al., 1998).

Therefore, it is evident that various factors work together, resulting in significant
negative impacts of ACEs. These different long-standing impacts of ACEs on an individual
have been highlighted in the following section.

1.7.1. Growth and Development

ACEs significantly impact various aspects of an individual's growth and
development. ACEs with other early childhood stress influence adolescents' developing
bodies and brains and can result in short- and long-term negative consequences, such as
learning, behavioral, and physiological issues (Anda et al., 2006; Shonkoff et al., 2012;
Felitti et al., 1998).

Studies have demonstrated ACEs' detrimental and toxic effects on children's
development, adaptation, cognitive, social-emotional, and behavioral outcomes, including

their social and emotional development (Blum et al., 2019; Choi et al., 2019).
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ACEs are reported to exacerbate maternal mental health issues and contribute to
prolonged stress during pregnancy (Narayan et al., 2017), ultimately affecting the well-
being of the developing fetus. Hardcastle et al. (2022) found that despite otherwise healthy
women, childhood adversity can have a lasting impact on the prenatal period, increasing
the risk of preterm birth. These developmental delays and neurocognitive disorders also
place people at an increased risk of social and behavioral difficulties (Spratt et al., 2012).
1.7.2 Brain and Cognitive Functioning

Research on neurodevelopment has linked ACEs to changes in brain development
and function (Anda et al.,, 2006; Perry et al., 1995). Normal brain development is
determined by the interaction of the genes with the experiences an idividual gather (Belsky
& de Haan, 2011). Exposure to negative and unfavorable experiences can then lead to an
abnormal impact on the development of the brain and its functioning event at an early age
(Crouch et al., 2019; Garner, 2013; Shonkoff et al., 2009, 2012). Both individual and
cumulative ACEs impact later brain development (Hare et al., 2021; Chad-Friedman et al.,
2020; Hair et al., 2015; Luby et al., 2013).

Along with affecting the development of the brain, ACEs negatively affect cognitive,
linguistic, and academic abilities (Watts-English et al., 2006; Zolotor et al., 1999). For
example, research revealed that a family history of alcoholism is associated with impaired
cognitive performance in adolescents (Anda et al., 2006; Dube et al., 2006; Tapert &
Brown, 2000). The same applies to instances where a child grew up in a home with
widespread family violence, parental separation, or divorce (Perry, 2001; Tsavoussis et al.,
2014).

Research suggests ACEs can lead to adult cognitive deficits, including memory,

processing speed, and executive functions (Gould et al., 2012; Majer et al., 2010; Lowry et
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al., 2022). The different parts of the brain, namely the cortex, amygdala, and hippocampus,
which are involved in emotion and self-regulation in the elderly population, were found to
be affected by ACEs (Koyama et al., 2022; Bick & Nelson, 2016; McLaughlin et al., 2014).
Terry et al. (2022) found that exposure to ACEs was connected with cognitive deterioration
and social activity limitations. Students with ACEs are more vulnerable to risk for decreased
cognitive functioning (Amato & Anthony, 2014). More recent research has also
demonstrated that exposure to maltreatment and other ACEs is associated with dementia
among elderly persons (Tani et al., 2020).

1.7.3. Communication and Close Relationships

In addition to the association between ACEs and growth and development, a
relationship has been established between ACEs and social/interpersonal difficulties
(Poole et al., 2018). ACEs can affect a person's relationships with family and caregivers,
while long-term exposure can change how they view relationships and also diminishes
their sense of being socially connected (Berkman et al., 2014; Rees, 2008). As the
prevalence of ACEs heightens children's insecure attachment to their caregivers (Grady et
al., 2017; Raby et al., 2017), children who have undergone ACEs might find it hard to build
healthy relationships and trust people (Anda et al., 2006; Dube et al., 2001).

Not only do ACEs impact relationship patterns, but they impact their quality as well.
Evidence suggests that ACEs may even predict violent romantic relationships during
adulthood (Feiring et al., 2009; Wekerle & Wolfe, 1998; Wekerle et al., 2001). Moreover,
ACEs increase the likelihood of persistent dysfunction in adult relationships, resulting in
low relationship quality (Fitzgerald & Shuler, 2022). Additionally, the vast majority of
research shows that different maltreatment and faced childhood challenges can predict

communication in married life and may increase the likelihood of couple violence and
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aggression (Celsi et al., 2021; Kimber et al., 2018; Li et al., 2020; Madruga et al., 2017; Yan
& Karatzias, 2020). These impacts, for example impacts on commuicatio can exted to the
other areas where commuication is deemed ecessary ( see Metzler et al., 2017).

1.7.4. Occupational Functioning

ACEs harm an individual's academic and professional achievements (Anda et al.,
2006; Blodgett & Lanigan, 2018; Flaherty et al., 2006). Children and adolescents who
experience ACEs are more likely to struggle with their academics, receive lower
achievement scores, have reported higher rates of absenteeism, and are likely to be school
dropouts (Finkelhor et al., 2013; Giovanelli et al., 2016; Nurius et al., 2015). These negative
outcomes may be due to the part that stated the impact of ACEs on the child's cognitive
development, including memory, attention, and executive function (Sheridan et al., 2017;
Felitti et al., 1998; Gilbert et al., 2009).

ACEs also impact a person's professional life in various ways. For example, people
who have experienced ACEs may have lower job status and struggle with unemployment
(Hughes et al., 2016; Nurius et al., 2015; Sansone et al., 2012), and they could avail less
skilled jobs as adults (Bethell et al., 2014; Giovanelli et al., 2016). In addition, they are more
likely to struggle with interpersonal relationships in the workplace and have difficulty
coping with work-related stress (Metzler et al., 2017; Giovanelli et al., 2016; Roos et al.,
2016).

1.7.5. Health and Well-being

Since the 1998 US ACE study, researchers in public health, mental health, medicine,
nursing, social service, and criminal justice have examined the association between ACEs
and health (Lynch et al., 2013). An extensive body of research has provided compelling

evidence linking adverse experiences during childhood with a broad range of unfavorable
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health outcomes (Almuneef et al., 2016; Cunningham et al., 2014; Dong et al., 2004; Dube
et al.,, 2009; Sachs-Ericsson et al., 2017). Different research has shown that ACEs are
associated with various health issues, such as chronicillnesses, mental disorders, and other
different mental health outcomes.

ACEs are associated with poorer overall health status (Miller & Chen, 2013).
Individuals who have experienced ACEs are more likely to face various physical health
issues., which include, from obesity to more severe disease, that is, heart disease,
respiratory illness, and other chronic conditions (CDC, 2021). Felitti et al. (1998) and, more
recently, McLaughlin et al. (2020) also reported about the potential of ACEs with the
increased risk of developing long-term health issues. These include increased risk of
different NCDs and other different chronic health conditions, such as asthma, allergies,
autoimmune diseases, diabetes, and cancer (Brown et al., 2009; Bhan et al., 2014; Dong et
al., 2004; Felitti et al., 1998; Lin et al., 2021; Schlauch et al., 2022). ACEs also raise the
chance of developing chronic pain in both children and adults (Salonsalmi et al., 2022;
Nelson et al., 2021; Nelson et al., 2017) and also raise the degree of experiencing pain in
illnesses such as arthritis, back pain, and headaches (Sheinberg et al., 2019).

Apart from health issues, the impact of ACEs extends to health services utilization.
Different studies have examined the connection between ACEs and healthcare utilization,
where ACE scores were associated with increased emergency service utilization,
hospitalizations, and telephone consultation (Mendizabal et al., 2022; Okeson et al., 2022).

Moreover, the impacts extend to mental health outcomes and the most robust
connections between ACEs and adult outcomes are centered around mental health issues

(Brown et al., 2009). It is because ACEs contribute to the overall risk of developing various
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mental health disorders (Edwards et al., 2003; Kessler et al., 2010; Polusny & Follette,

1995), impacting the mental health and well-being of an individual.

1.8. Mental Health and Adverse Childhood Experiences

The far-reaching effects of ACEs cover a wide range of negative mental health
outcomes. ACEs also lead to low quality of life and constrained opportunities in life
(Metzler et al., 2017), resulting in poor mental health and well-being. Well-being, a central
component of health (Vik & Carlquist, 2018), can be hampered due to the resulting impact
of ACEs (Mosley-Johnson et al., 2019; Bellis et al., 2013). These effects of poorer well-being
can be expressed in various aspects of everyday life (e.g., employability, housing, and social
support) (Giovanelli et al., 2016; Nurius, 2013; Topitzes, 2016). These effects on mental
health and well-being also depend on the number of ACEs an individual has experienced
(McElroy et al., 2014; Park et al., 2015).

To understand the impacts of ACEs on mental health, research has reported that
ACEs increase the risk of developing the disease (Felitti et al., 1998; Sideli et al., 2020), are
responsible for the early onset of the disease (Post et al., 2018; See Kessler et al., 1997),
worsen the disease progression (Lysaker et al.,, 2018), and delay the recovery process
(Nanni et al., 2012). These revealed the heightened impacts of ACEs on mental health.

The impacts of experiencing ACEs on mental health are expressed in the different
stages of development (i.e., childhood and adolescence, and adulthood) (Green et al.,
2010; Kessler et al., 1997; MclLaughlin et al., 2012). Particularly during childhood,
experiencing adversity earlier in life may lead to earlier onset of mental health problems

(McLaughlin et al.,, 2010; Schalinski et al., 2016). Later on, in adulthood, they are
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responsible for more severe psychiatric symptoms (Schalinski et al., 2016; Stumbo et al.,
2015; Varese et al., 2012).

In children and adolescents, ACEs can result in trauma and weigh down a person's
ability to cope (Wilson et al., 2012). Certain types of childhood adversity, such as the
sudden loss of a family member, natural disasters, serious car accidents, or school
shootings, are more likely to cause traumatic reactions (Bartlett & Sacks, 2019) which are
often among the most intense and frequently occurring traumatic experiences (Tran et al.,
2015; Sacks et al., 2014). ACEs increase the risk of internalizing in children and adolescents
(Edwards et al., 2003; Brown et al., 2018; Chapman et al., 2004; Levey et al., 2017) and
externalizing (Duke et al.,, 2010; Fuller-Thomson & Lewis, 2015; Levey et al., 2017)
psychopathology, with consequences that persist into adulthood (Edwards et al., 2003;
Kessler et al., 2010). The different findings suggest a complex relationship between
different forms of childhood maltreatment and the development of mental disorders
(Hovens et al., 2010; Thompson et al., 2012; LeMoult., 2020; Afifi et al., 2011; Agorastos &
OIff, 2021; Tinajero et al., 2020; Brockie et al., 2015). Research has also documented an
increased prevalence of severe psychiatric symptoms (Schalinski et al., 2016; Stumbo et
al., 2015; Whitfield et al., 2005) and psychosis (Hovens et al., 2015; McLaughlin et al., 2020;
Varese et al., 2012) as the indication of the impacts of ACEs.

Moreover, certain adverse experiences are responsible for specific mental
problems. For example, sexual abuse during childhood is thought to be responsible for
developing stress and anxiety-based disorders (Burnam et al., 1988; Saunders et al., 1992).
Childhood neglect (Hill et al., 2001; Bifulco et al., 1991; Spatz Widom et al., 2007), physical
abuse (Duncan et al., 1996; Mullen et al., 1996), and notably, child sexual abuse (Brown et

al., 1991: Kendler, 2000; Boudewyn & Liem, 1995) have been found significantly increasing
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the risk of developing depression or mood disorders. Sexual abuse has also been reported
to be responsible for personality disorders in adulthood, specifically BPD (De Jong, 2016;
Lobbestael et al., 2010; Reis, 2017; Yalch et al., 2023). Although specific ACEs risks certain
mental health issue, the dose-response relationship has been established with exposure
and ACEs' impacts. That is, ACEs are cumulatively detrimental to mental health (Mersky et
al., 2013; Chapman et al., 2004; Gilbert et al., 2015).

Along with that, the impacts of ACEs on mental health can be understood with the
resulting mental health outcomes indicators (i.e., self-harm or suicide, engaging in risk
behavior, and substance abuse). ACEs have demonstrated an increased risk of self-harm,
suicidal ideation, and suicidal behaviors (Turner et al., 2012; Wang et al., 2019; Brockie et
al., 2015; Cluver et al., 2015; Thompson et al., 2019; Lang et al., 2011). Research has also
reported that ACEs can lead to risky behaviors like smoking, drinking, overeating, and
unprotected sex (Afifi et al., 2010; Barra et al., 2018; Campbell et al., 2016; Crouch et al.,
2018) and dose-response impacts of engaging in these behaviors are also present (Anda et
al., 2002; Dube et al., 2003; Dube et al., 2006). Moreover, various forms of childhood abuse
and household dysfunction have also been linked to the development of using illegal drugs

and excessive drinking (Ford et al., 2019; Trinidad, 2021; Benedini & Fagan, 2020).

1.9. Rationale of the Current Study

The prevalence of ACEs in Bangladesh is not known. Although the country's
prevalence of child abuse and maltreatment is alarmingly high (Hadi, 2000; Mohajan,
2014), there is no available data on the prevalence of ACEs in Bangladesh. However,
without data on ACEs, it is difficult to fully address and prevent the impact of such adverse

experiences on individuals and society.
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Moreover, the extent/nature of ACEs mental health impact in Bangladesh is not known.
There is hardly any research that explored the diverse impact of ACEs. Exploring the effects of ACEs
on mental health and well-being may serve as a stimulus for future studies because there is an
absence of studies on the effects of ACEs. It is also critical to acknowledge that Bangladesh is having
challenges with making mental health care accessible. Determining how ACE effects may vary across
socioeconomic and geographic contexts is, therefore essential for creating customized treatmentsin

Bangladesh.

1.10. Objectives
The present research is aimed at determining the impact of adverse childhood

experiences (ACEs) on mental health among adult population in Bangladesh.

The specific objectives of the study are as follows:

1. To compare in prevalence of ACEs among clinical and general population.

2. To examine relationship between ACEs and adult mental health state.

3. Toidentify the factors mediating the relationship between exposure to ACEs and later
life mental health.

4. To explore connection between specific ACEs and overall mental health state.
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Method

The focus of the current study was to investigate how the negative experiences of
childhood affect mental health in adulthood. This chapter presents a thorough overview
of the methods, procedures, and ethical considerations employed to accomplish the

research objectives.

2.1 Research Design
A cross-sectional survey design was employed to collect data for our study. Data
collection focused on two groups of adults, namely the Clinical and Non-clinical

populations.

2.2 Participants

The study's sample consisted of 390 Bangladeshi adults aged 18 to 67 years (M =
29.87, SD = 9.36), where 48.7% of the participants were female. The sample was drawn
from both clinical and non-clinical populations, comprising psychiatric patients (i.e.,
clinical) and community members (i.e., non-clinical) recruited through purposive sampling
technique. Table 2.1 provides a thorough breakdown of the demographic characteristics
of the participants.

Clinical and non-clinical participants were chosen based on the sources of
participants (i.e., from hospital or from community). However, for both groups’
participants with lack of insights due to psychotic disorders (e.g., schizophrenia, delusional
disorder), were excluded as it would pose a challenge to the provision of informed-

understood consent. Additionally, individuals with self-reported memory dysfunctions,
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were also excluded due to concern regarding the reliability of the data about childhood
memory (Kryscio et al., 2014; Petersen et al., 1999).
2.2.1 Clinical Sample (n = 190)

The clinical sample of this study was made up of 190 patients who were seeking
treatment for a particular condition or illness, in this case, for their mental health needs.
These patients were not hospitalized but rather received medical care on an outpatient
basis. They were seeking treatment for a wide range of mental health conditions(i.e.,
anxiety, depression, obsessive-compulsive disorder, borderline personality disorder, drug
abuse, etc.). They were diagnosed using the fifth edition of the Diagnostic and Statistical
Manual for Mental Disorders (DSM-5; American Psychiatric Association, 2013). Moreover,
they were treated by mental health professionals, including expert psychiatrists and
clinical psychologists. Their mental health diagnosis was recorded with an additional
guestion. Participants were asked to identify their diagnosis of mental illness, which was
further matched with their prescription.

2.2.2 Non-clinical Sample (n = 200)

A non-clinical sample is a group of participants without a history of mental health
problems who have not sought treatment (Wang et al., 2021). These non-clinical
participants were recruited from the local community. To ensure that the recruited
participants did not have a current or prior history of mental health problems, a self-
reported checklist (see Appendix A) was administered. The checklist included questions
about whether they had ever been treated for common mental health conditions (i.e.,
depression, anxiety, and substance use disorders) or had any self-reported memory
dysfunctions. In total, 200 non-clinical participants were included in the study.

Demographic characteristics of both the sample groups are presented in Table 2.1.
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Table 2.1

Socio-Demographic and Psychosocial Characteristics of Participants (N=390)

Clinical (N=190)

Non-Clinical (N=200)

Total (N=390)

Variables
' n (%) n (%) n (%)

Sex

Male 107 (56.3) 100 (50.0) 207 (51.3)

Female 83 (43.7) 101 (50.0) 184 (48.7)
Housing

own 60 (31.6) 102 (51.0) 162 (41.5)

Rent 72 (61.1) 116 (36.0) 188 (48.2)

Shared/Temporary 14 (7.4) 26 (13.0) 40 (10.3)
Childhood Family Type

Nuclear 135 (71.1) 156 (78.4) 291 (74.8)

Extended 55 (28.9) 43 (21.6) 98 (25.2)
Birth order

15t 72 (37.9) 88 (44.0) 160 (41.0)

2nd 53 (27.9) 52 (26.0) 105 (26.9)

3 25 (13.2) 33 (16.5) 58 (14.9)

4™ and above 40 (21.1) 27 (13.5) 67 (17.2)
Family Size

>4 88(47.1) 99 (49.5) 187 (47.9)

4 and above 102 (53.7) 101 (50.5) 203 (52.1)
Number of siblings

No siblings 11 (5.8) 17 (8.5) 28 (7.2)

1 23 (12.1) 37 (18.5) 60 (15.4)

2 62 (32.6) 61 (30.5) 123 (31.5)

3and 3+ 94 (49.5) 85 (42.5) 179 (45.9)
Relationship status

Unmarried 99 (52.1) 100 (50.0) 199 (51.0)

Married 86 (45.3) 95 (47.5) 181 (46.4)

Separated 3(1.6) 0(0.0) 3(0.8)

Divorced 2(1.2) 2(1.0) 4 (1.0)

Windrowed 0 (0.0) 3(1.5) 3(0.8)
Education

No formal education 2(1.2) 11 (5.5) 13 (3.3)

Primary 24 (12.6) 14 (7.0) 38(9.7)
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Secondary 28 (14.7) 7 (3.5) 35(9.0)
Higher-Secondary 61(32.1) 62 (31.0) 123 (31.5)
Graduation 45 (23.7) 44 (22.0) 89 (22.8)
Postgraduation 30 (15.8) 62 (31.0) 92 (23.6)
Current Residence
Town 158 (83.2) 161 (80.5) 319 (81.7)
Village 32 (16.8) 39 (19.5) 71(18.3)
Brought up place
Town 98 (51.6) 106 (53.0) 204 (52.3)
Village 92 (48.4) 94 (47.0) 186 (47.7)
Occupation
Unemployed 78 (41.1) 90 (45.0) 168 (43.1)
Fulltime job 38 (20.0) 57 (28.5) 95 (24.4)
Parttime job 13 (6.8) 12 (6.0) 25 (6.4)
Business 17 (8.9) 19 (9.5) 36(9.2)
Others 44 (23.2) 22 (11.0) 66 (16.9)
Mothers Education
No formal education 43 (22.6) 49 (24.5) 92 (23.6)
Primary 68 (35.8) 74 (37.0) 142 (36.4)
Secondary 39 (20.5) 39 (19.5) 78 (20.0)
Higher-Secondary 17 (8.9) 20 (10.0) 37 (9.5)
Graduation 15 (7.9) 12 (6.0) 27 (6.9)
Postgraduation 8(4.2) 6 (3.0) 14 (3.6)
Fathers Education
No formal education 38(20.0) 27 (13.5) 65 (16.7)
Primary 45 (23.7) 42 (21.0) 87 (22.3)
Secondary 26 (13.7) 27 (13.5) 53(13.6)
Higher-Secondary 31(16.3) 52 (26.0) 83(21.3)
Graduation 39 (20.5) 35 (17.5) 74 (19.0)
Postgraduation 11(5.8) 17 (8.5) 28 (7.2)
Socio Economic Status
Low 23 (12.1) 25 (12.5) 48 (12.3)
Middle 163 (85.8) 173 (86.5) 336 (86.2)
High 4(2.1) 2 (1.0) 6 (1.5)
Age [M (SD)] 28.38 (7.08) 31.29 (10.94)
9Income [M (SD)] 64.49 (232.18) 62.82 (67.30)

Notes: °Income in thousand.
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2.3 Sample Size Determination

There are foundations and basics for sample determination, e.g., significance,
effect size, power of the test, and the type of sample being used (Hashim, 2010). However,
in most cases, in the absence of known population parameters, researchers suggested
using different rules-of-thumb for sample size calculation (see Green, 1991). One widely
used rule-of-thumb for calculating the sample in place is N = 50 + 8m, where N is the
sample size and m is the number of predictors or independent variables.

In this case, the research question is likely to involve multiple independent
variables, including different types of childhood experiences, demographic factors, and
potential confounding variables. It was planned to include both clinical and non-clinical
samples, with a larger sample size being required. Therefore, the size of each sample was
calculated separately using this formula.

The present research used 16 domains in the ACE-IQ questionnaire and a few
additional variables are used (i.e., gender, mental health state, wellbeing, quality of life)
for further analysis. However, these additional variables will be used individually for
analysis. Therefore, for flexibility of analysis, m =18 was considered which resulted in a
sample size of 194 for each group [N =50 + 8(18) = 50 + 144 = 194].

To account for the chance that some participants would withdraw before
completing all measures and that some participant data might need to be eliminated due
to inadequate measures, we kept the sample size to 200 clinical and 200 non-clinical
populations, which is enrolling about 400 individuals. However, due to removal of the
participants with incomplete data (>30%), the final sample size available for this research

was 390.
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2.4 Instruments

Multiple instruments were used in this study, including three already available
Bangla-adapted instruments, three freshly Bangla-translated instruments, and a few
custom-made instruments. The three Bangla-adapted scales used were the Self-Reporting
Questionnaire (SRQ-20), the WHOQOL-BREF (WHO Qol), and the WHO-Five Well-being
Index (WHO-5), all of which can be found in Appendix B to D. The two freshly translated
Bangla tools were the Adverse Childhood Experiences-International Questionnaire (ACE-
IQ) extended form, the Connor-Davidson Resilience Scale (CD-RISC-10), and the Single-
Item Self-Esteem Scale (SISES). These three tools were translated into Bangla using a
methodical process that is explained in the procedure section. In addition to these six tools,
custom-made questionnaires were used to assess physical health conditions, health-
related behaviors, and perceived maltreatment. Finally, a custom-made demographic
guestionnaire was designed and used to gather information on participants’
characteristics.

The following section provides a brief overview of each of the scales used in the
guestionnaire, including their psychometric properties and utility.

2.4.1 Self-Reporting Questionnaire (SRQ-20; World Health Organization, 1994)

The WHO (1994) devised the Self-Reporting Questionnaire (SRQ-20) to assess
mental health based on symptom measurement (WHO, 1994). It is a 20-item self-report
measure that can be administered as an interview or via a paper/pencil questionnaire (see
Appendix B). Participants are asked if they have experienced symptoms (e.g., 'Do you feel
unhappy?' or 'Do you feel tired all the time?') in the last 30 days, and item responses are
recorded as binary (yes=1, no=0). The SRQ-20 measures depression, anxiety, and

psychosomatic complaints, all grouped under the common mental disorder (CMD)
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construct (Patel et al., 2008). The scale is scored by summing items, resulting in a maximum
total score of 20. A cut-off of 7/8 (i.e., 7 = probable non-case; 8 = probable case) is
commonly reported for the scale in studies conducted in developing countries (Araya et
al., 1992; Chen et al., 2009; Giang et al., 2006; Harding et al., 1980; Sartorius & Janca, 1996)
and is also recommended by the WHO (Harpham et al., 2003; WHO, 1994).

The SRQ-20 has been validated in different low- and middle-income countries
(Chen et al., 2009; lacoponi & Jair de Jesus, 1989; Patel et al., 2008; Giang et al., 2006;
Rumble et al., 1996; Ventevogel et al., 2007). A systematic review conducted by Ali et al.
(2016) has reported the SRQ-20 as the most effective validated screening tool with
strongest psychometric properties among the mental health measures (Ali et al., 2016).
For example, strong reliability for both primary care and community samples and validity,
including factorial validity (see Aygiin & Inandi, 2012; Chen et al., 2009; van der Westhuizen
et al., 2016). The psychometric properties of the Bangla validation of the SRQ-20 reported
high internal consistency of the scale, with a Cronbach's alpha value of 0.87 and a
moderate to high test-retest reliability with an intraclass correlation coefficient (ICC) of
0.60. The scale showed good discriminant validity, with a significant difference in mean
SRQ-20 scores between individuals with and without psychiatric disorders (Islam et al.,
2000).
2.4.2 The WHOQOL-BREF (WHO QOL; World Health Organization, 1995)

The WHOQOL-BREF (Brief Version of World Health Organization Quality of Life) is
a 26-item self-administered questionnaire developed by the World Health Organization in
1995. It is a shorter version of the WHOQOL-100 and measures an individual's perceptions
of their health and well-being over the previous two weeks. Responses to the items are

arranged on a 1-5 Likert scale where 1 denotes ‘Not at all’ (e.g., ‘How much do you enjoy
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life?’) or ‘Very dissatisfied’ (e.g., ‘How satisfied are you with your access to health
services?’) and 5 denotes ‘extremely’ or ‘completely agree.” Some items were also
arranged with the response option ‘Very poor’ to ‘Very good’, and only one item was
formatted to respond with ‘Never’ to ‘Always’ (see Appendix C). The item response is
scored from 1to 5, later linearly translated to a scale score of 0 to 100 (Harper et al., 1999;
Skevington et al., 1999). The questionnaire covers four domains, including physical health,
psychological health, social relationships, and environmental health, with the two
additional items measuring the overall quality of life and general health.

The psychometric properties of the WHOQOL-BREF have been extensively
researched and found to be reliable and valid in measuring the quality of life across
different cultures and populations (Skevington et al., 2004; The WHOQOL Group, 1995).
For reliability, the WHOQOL-BREF has been found to have good internal consistency, test-
retest reliability, and inter-rater reliability. The internal consistency (Cronbach's alpha) of
the domains ranges from 0.69 to 0.82; test-retest reliability coefficients range from 0.73
to 0.87; and inter-rater reliability coefficients range from 0.70 to 0.95 (Skevington et al.,
2004). Again, for validity, WHOQOL-BREF has reported good convergent validity,
discriminant validity, and criterion validity (Skevington et al., 2004). The Bangla version of
the scale has also shown good psychometric properties, including test-retest reliability
from 0.67-0.84 and good construct validity (lzutsu et al., 2005).

2.4.3 WHO-Five Well-being Index (WHO-5; World Health Organization, 1998)

The WHO-Five Well-Being Index (WHO-5) is a widely used self-reported measure of
subjective psychological well-being (Topp et al., 2015). It measures the subjective quality
of life based on good mood, vitality, and general interest and evaluates how much these

good emotions were felt over the previous two weeks using a 6-point Likert scale with a
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range of 0 to 5; 0 = ‘not present’ to 5= ‘present’ (see Appendix D). The raw score of the
scale ranges from 0 to 25, which is then converted into a score by multiplying it by 4, which
ranges from 0 (worst thinkable well-being) to 100 (highest thinkable well-being). A score
of 50 on the scale indicates poor emotional health and requires further clinical
investigation. The WHO-5 has been approved as a depression screening tool where a score
of 28 indicates depression (Topp et al., 2015).

The WHO-5 has shown strong internal consistency reliability, with a Cronbach's
alpha of .891 (Kocalevent et al., 2013). The scale has been translated into more than 30
different languages, including Bangla. The Bangla version was validated by Faruk et al.
(2020) has reported with acceptable reliability and validity, including internal consistency
(r = 0.754), test-retest reliability (r = 0.713), as well as divergent validity (r = -0.443), and
concurrent validity (r = 0.542).

2.4.4 Adverse Childhood Experiences—International Questionnaire (ACE-IQ; World
Health Organization, 2016)

The ACE-IQ developed by World Health Organization (2016) is a 29-item instrument
that assesses exposure to 13 categories of childhood adversities falling into three domains:
childhood maltreatment, family/household dysfunction, and violence outside the home.
Emotional neglect, physical neglect, emotional abuse, physical abuse, and sexual abuse are
grouped in the childhood maltreatment domain. Family/household dysfunction domain
includes 5 categories: domestic violence; household member with mental illness;
household member incarceration; household member who was substance abuser; and
lastly, violence outside the home domain includes 3 categories of childhood adversities:
bullying, community violence; and collective violence. Though much of the research does

not refer to physical fights as an individual category, It should be highlighted that physical
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fights and exposure to violence in the community are often merged (= peer violence),
resulting in a total number of 13 ACEs.

Unlike most other self-report instruments, different items in the ACE-IQ are
presented with different response options. Most of the items are presented with 4-point
Likert scaling (response ranging from ‘never’ to ‘many times’), some of the items are
presented with dichotomous response options (i.e., Yes/ No), and only a few other items
are presented with 5-point Likert scaling (response ranging from ‘never’ to ‘always’).
Details about the response option can be found in Appendix E.

The ACE-IQ has two options for coding: binary and frequency (WHO, 2016). For
binary coding, the final score refers to the sum of each event reported, independent of
frequency. For the frequency coding, the final scores consist of the events that occurred
at a predefined frequency, as specified in the Guidance for Analyzing ACE-1IQ (WHO, 2016).
This second coding scheme is meant to discriminate between more and less severe forms
of adversity (see Appendix F).

Psychometric evaluation of the ACE-IQ revealed good reliability and validity. The
Cronbach's alpha coefficient for the ACE-IQ has been reported to range from 0.72 to 0.84
(Mielck et al., 2018; Sousa et al., 2019), and test-retest reliability is high, with a coefficient
range from 0.78 to 0.90 (Ho et al., 2019). The ACE-IQ has demonstrated good validity in
measuring a range of adverse childhood experiences in different cultural contexts. The
scale has been shown to have construct validity, as evidenced by significant correlations
with related constructs such as depression and anxiety (Sousa et al., 2019). The ACE-IQ has
also been found to have criterion validity, with higher scores on the scale associated with
increased risk for a range of negative health outcomes, such as chronic diseases and mental

health disorders (Téllez et al., 2023). Among other reported validity include discriminant



IMPACT OF ADVERSE CHILDHOOD EXPERIENCES ON ADULT MENTAL HEALTH 35

validity (F-value = 13.90, p<0.001), convergent validity (r = 0.85, p<0.001 with the CTQ-SF),
and predictive validity (R = 0.12, p = 0.001). (Christoforou & Ferreira, 2020). The ACE-IQ
also showed satisfactory concurrent validity with the CTQ questionnaire (Kazeem, 2015).
The tool has been found adequate in assessing exposure to ACEs among individuals in low-
and middle-income countries (Kidman et al., 2019; Kidman & Kohler, 2019; Kaggwa et al.,
2022; Muwanguzi et al., 2023).

Three additional categories were extracted to form an extended ACE-IQ
assessment for the current study, including serious financial problems (Mersky et al.,
2016), racism/discrimination, and migration issues (see Swingen, 2020). See Appendix G
for details of the ACEs categories for the study. The question used to assess serious
financial problems, "how often did your family experience serious financial problems?"
was revised to "During the first 18 years of your life, how was your family's
economic/financial situation?", with the response option ‘Very poor’ to ‘Very good’
(Greenley et al.,1997). Family financial satisfaction was also measured by Morgan’s (1992)
proposed single statement to measure economic satisfaction (i.e., “how satisfied are you
with your financial situation?”) as "During the first 18 years of your life, How satisfied are
you with the (financial) situation of your family?”

This instrument was translated into Bangla for using in the present study. The
procedure section (2.5.1) discusses the detailed process of translation.

2.4.5 Connor-Davidson Resilience Scale (CD-RISC-10; Conner & Davidson, 2003)

A person's ability to develop, maintain, or restore their mental health while facing
adversity is facilitated by resilience, a dynamic process where psychological, social,
environmental, and biological components interact (Stewart, 2010; Wekerle et al., 2011).

Resilience among the participants was measured with Bangla-translated CD-RISK-10,
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initially developed by Connor & Davidson (2003). Both the original and Bangla-translated
scales can be found in Appendix H & Appendix I. This 10-item scale was developed based
on factor analysis by Campbell-Sills and Stein at the University of California, San Diego
(Campbell-Sills & Stein, 2007). Possible responses range from '0 — Not true at all' to '4 —
True nearly all the time'. The respondents completed the scale based on the degree to
which they admitted each item (e.g., ‘l can achieve goals despite obstacles’) on the scale
applied to them in the preceding month.

A summation of the responses to each scale's items yields a score ranging from a
minimum of 0 to a maximum of 40, which signifies the highest level of resilience. Research
revealed that the ten-item scale is psychometrically superior to the unidimensional 25-
item and five-factor 25-item scales with significant convergent and divergent validity
(Gonzalez et al., 2015).

The Cronbach's alpha value of 0.85 indicated good reliability for the 10-item CD-
RISC, and an additional analysis also supported the construct validity of the 10-item scale
done by Campbell-Sills & Stein (2007). Research conducted on the psychometric properties
in both the general population and patient samples indicated sufficient reliability (internal
consistency, test-retest) and both construct validity (Scali et al., 2012; Connor & Davidson,
2003). The scale showed excellent test-retest reliability over two weeks (r = 90) and
internal consistency reliability for different populations with Cronbach's Alpha = 0.85 to
0.91 (Campbell-Sills & Stein, 2007; Goins et al., 2012; Gupta & Kaur, 2021; Wang et al.,
2010) and adequate construct validity measured by convergent validity ranging from r =.30
to r =.60, at p<.001 level (Coates et al., 2013). Written permission to translate and explore

the psychometric properties of the scale was obtained from the authors (See Appendix J).
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A Bangla version was created for the study with translation process explained in
section 2.5.1.

2.4.6 Single-Item Self-Esteem Scale (SISES; Robins et al. 2001)

The Single-Item Self-Esteem Scale (SISES) is a one-item global self-esteem measure
developed and validated by Robins et al. (2001). The SISES asks participants to rate how
true the statement "I have high self-esteem" is for them using a 7-point Likert-type scale
ranging from ‘1- Not very true of me’ to ‘7- Very true of me’ (see Appendix K). The SISES
has shown predictive validity comparable to the widely used Rosenberg Self-Esteem Scale
(Rosenberg, 1965) and has excellent convergent validity. The scale was translated into
Bangla for the current population, and response options were modified to a 10-point scale.
2.4.7 Social Support

The concept of social support is centered around the individual's perception of the
level of support they receive from their family and friends, especially during times of crisis
(World Health Organization, 1998). Current Social Support with respect to satisfaction with
personal relationships and satisfaction with support received from friends were measured
with two-item measures with five-point response scales (1 = ‘very dissatisfied ‘, 5 = “ very
satisfied’), using two questions: —‘How satisfied are you with your personal relationships?’
and ‘How satisfied are you with the support you get from your friends?’

2.4.8 Treatment & Health-Related Behavior Checklist

Treatment and health-related behavior of the participants were collected using a
composite custom-built checklist. This checklist consisted of 26 items, assessed behavior
and history related to treatment seeking, psychical and mental activities, regular food
habits including fruit and vegetable intake, sleep, smoking, alcohol, and substance use, risk
behavior, self-harm and suicide, and accidental injuries. All the items used dichotomized

"ves" or "no” responding; for example, the participant’s lifetime suicidal attempt was
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measured with the item, “Have you ever attempted to commit suicide?”; however, age of
initiating smoking was collected using a probe to one of the items. Please find the items in
Appendix K.
2.4.9 Socio-Demographic Questionnaire

A customized demographic questionnaire [Appendix A] was administered to each
participant, which included 20 questions on demographic information such as age (was
categorized later), sex (dichotomized), position in the family’s birth order, religion (3-level
categorical scale), occupation (7-level categorical scale), marital status (5-level categorical
scale including an open option to write about), height (measured in foot-inch) and weight
in kilogram, educational level (6-level categorical scale), socioeconomic status, type of
home (3-level categorical scale), and area of living (3-level categorical scale). Regarding
family information, family income and expenses were coded numerically. Information
about both parents’ educational levels (6-level categorical scale as the respondents) were
also collected. Both parental academic status was used as a proxy for childhood
socioeconomic status (SES), considered a potential covariate. Furthermore, the number of

siblings that each respondent had during childhood was also recorded.

2.5 Procedure

The procedure for this study is presented in three sections, which include tool
development and translation, sample recruitment, and data collection. Some particular
tools were developed and translated into Bangla, and data was collected from recruited
adult participants via face-to-face interviews. The following section provides a detailed

description of the tasks performed in each section of the study.
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2.5.1 Preparing Tools: Development and Translation

For the purpose of the study, two tools were developed, and two others were
translated. The development and translation of the tools were aimed at collecting valid
and reliable data for the study. Both the development and translation of tools involved
several steps and rigorous processes to ensure a comprehensive dataset for analysis. The
processes have been explained in the following sections.

2.5.1.1 Tool Development. As part of our research project, we developed two
specific instruments that met the particular objectives of our investigation. The first tool,
'Perceived Maltreatment,' probed the participants' experiences and perceptions of
maltreatment. The second tool, titled 'Treatment and Health-Related Behavior,' was
designed to assess participants' attitudes and behaviors toward healthcare and treatment
seeking (see Appendix L). The process of developing a tool involves constructing items and
evaluating them with judges.

Items Construction. Both tools underwent rigorous development processes,
including literature reviews and expert consultations, to ensure that they accurately
measured the constructs of interest. Some items were also taken from existing
instruments. Items from these two sources formed the initial item pool.

For ‘Perceived Maltreatment’, the initial item pool consisted of 13 items. But
through the continued tool development process, two items were merged into a single
item, and one item was omitted as it measured the existing concept. Finally, 10 items for
the ‘Perceived Maltreatment’ tool were created for expert evaluation.

For the Treatment and Heath related Behavior, three categories of items were

developed: treatment-seeking, Health-related behavior, and Health Risk Behavior. The
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initial item pool consisted of 26 items, 4 for treatment seeking, 8 for Health-related
behavior, and 14 for Health Risk Behavior.

Expert Evaluation. Both the checklist was evaluated by seven mental health
professionals who have expertise in working on child and adult mental health problems
and trauma. All the experts were clinical psychologists. Details of the judges can be found
in Appendix M. The seven experts independently reviewed the initial items on
relevance/appropriateness and provided comments for revision. They were instructed to
assess the items based on their own understanding of the constructs/concepts and check
whether the proposed items reflect them. They indicated their judgment with ‘Yes’, or ‘No’
in a different column.

For the second scale, the 'Treatment and Health-Related Behavior' scale, one item
was removed as it was deemed not representative of treatment-seeking behavior. Another
item received negative feedback, prompting a revision based on reviewer comments. The
revised item was then evaluated again by seven judges, who all agreed on its inclusion.
Ultimately, 25 items were selected for the 'Treatment and Health-Related Behavior Scale.'.

Content validity indices were calculated for relevance and appropriateness by item
for the tool. These ranges from 85.17 to 100.

2.5.1.2 Translation of the Instrument. In addition to the two tools developed, two
existing tools were translated for use in the study. The Adverse Childhood Experiences—
International Questionnaire (ACE-IQ) and Connor-Davidson Resilience Scale (CD-RISC-10)
were translated and validated into Bangla. Several existing guidelines were reviewed to
complete the translation process correctly (e.g., Hambleton, 2001; Hernandez et al., 2020;
Van Widenfelt et al., 2005). The process followed several steps, including forward

translation, also known as Translating into the target language, backward or back
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translations, Expert Review and cultural adaptations, Synthesis and finalization, and pilot
testing to ensure the tools were culturally appropriate and accurately captured the
intended constructs. Permission to translate and adapt the scales was sought from the
principal author of the scales (see Appendix ).

Forward translation. The two scales were translated independently from the
original English Scale to Bangla.

ACE-IQ. Two native speakers working as mental health professionals translated the
ACE-IQ. These two translations were reviewed, and a single form was created. The review
was done by a senior expert mental health professional with comprehensive knowledge of
mental health practices and research as well as the development of psychometric tools.
During the review, two item translations were modified (‘Did you see or hear a parent or
household member in your home being hit or cut with an objects, such as a stick (or cane),
bottle, club, knife, whip, machete, etc?’ and ‘Did a parent, guardian, or other household
member hit or cut you with an object, such as a stick (or cane), bottle, club, knife, whip,
machete etc?’). Physical punishment using a cane, club, whip, or machete is not common
in Bangladeshi culture. So, these words are omitted. Similarly, the term militia and
paramilitary are omitted from the item ‘Was a family member or friend killed or beaten up
by soldiers, police, militia, paramilitary, or gangs?’

Connor-Davidson Resilience Scale (CD-RISC-10). The scale also underwent an
independent translation process by two mental health professionals who are native Bangla
speakers. Afterward, a senior expert in mental health reviewed and combined the
translations into a single form. The translation process also involved a deeper
understanding of the concepts and context of the language and then translating them in a

way that made sense in the context of the original language. The final Bangla version of
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the scale kept all of the original content without any modifications to the items. Attempts
were made to follow a neutral translation and to avoid any personal language style. In
addition, the questionnaire used lay language to avoid using jargon or technical terms to
make it better understood by the general people.

Back Translation. In the next step, both ACE-IQ questionnaire and the CD-RISC-10
scale were back-translated blindly by two independent mental health professionals,
professors of the department of Clinical Psychology of the University of Dhaka. They both
had expertise in both native and English languages and had an in-depth understanding of
the concept of interest. Back translating of each scale required that each translating the
scale items along with the given instruction to respond to each scale. The items were back-
translated into the original language of the instrument is to make sure that the meaning
of each item does not change when it is translated into a different language from the
original language.

Equivalence Check. The Back Translation scales and the original translated one
were then presented to another expert. The two translation was presented parallelly by
creating a format with a dichotomous response comment option The expert was a faculty
of the Public Health department having equal competency in both English and Bangla
Language and having background in mental health research.

2.5.1.3 Cognitive Interviewing. Cognitive interviewing was done to examine how
survey respondents handle understanding, recollection, decisions, and judgment of the
guestionnaire. This procedure detects and fixes questionnaire issues before
administration. The cognitive interviews were conducted by the researcher, who actively
participated in the process by employing the verbal probing technique. Through this

method, the researcher assessed the participants' level of comprehension, emphasized the
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reasoning behind their choices, and identified any issues or difficulties encountered while
responding to the questionnaire.

2.5.1.4 Pilot Testing. The translated version was pretested on 10 adults who were
not involved in the study. Before administering the developed and translated tools to the
study participants, a pilot test was conducted to ensure the tools were appropriate,
understandable, and easy to use. The pilot test involved 10 adults who were not involved
in the study and who shared similar demographics and characteristics with the target
population were involved.

During the pilot test, participants were asked to complete the tools and provide
feedback on their experience. The feedback was then used to refine the tools and address
any issues or concerns raised by the participants. For example, participants may have
needed clarification or help to answer, leading to changes in the wording or structure of
the questions.

2.5.2 Recruitment of Participants

For the study, participants were recruited using purposive sampling technique.
Community (non-clinical) samples were collected from the adult population of the local
community. The clinical sample was recruited from the patients seeking treatment from
the outpatient settings of the National Institute of Mental Health and Hospital (NIMH) of
Bangladesh. The NIMH is the only full flagged mental health institute in Bangladesh that is
providing services to people from different parts of the country who are seeking mental
health support (WHO, 2015; Rabbani et al., 2016). Individuals from various geographical
locations throughout the country avail their mental health services from this institute.

Approval from the institution was taken prior to data collection (see Appendix N

for the institutional approval certification). Prospective participants were approached
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individually and recruited into the sample based on their informed and understood
consent. Before enlisting them in the sample, they were asked about their memory trouble
and the presence of psychotic disorder using two questions.

2.5.3 Data Collection

Data collection of the study was conducted by a team of five members consisting
of two clinical psychologists, one two assistant clinical psychologist, and one Psychology
graduate. All team members underwent training on how to gather data utilizing the
guestionnaire, following the WHO interview guidelines for ACEs data collection found in
Appendix O.

Self-reported measures were administered through face-to-face interviews to
gather data for the study. Before collecting data, each participant was provided a detailed
explanatory statement describing the objectives and procedure of the study, and they
were also briefed about the study verbally. After this, instructions regarding the contents
and way of responding to the questionnaire were also shared. Individual participants' data
were collected by obtaining their unanimous informed verbal consent. Data were collected
in a single administration that took an average of 20 to 25 minutes. Please refer to

Appendix P for the detailed explanatory statement.

2.6 Data Analysis

After scoring all the responses, the data from each part was analyzed separately.
The Statistical Package for Social Sciences (SPSS) version 28 (IBM Corp, 2021) was used to
perform all statistical analyses for the current project. The analysis was conducted through

multiple steps with precision. The analysis follows multiple steps.
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First, sample's demographic and socioeconomic characteristics were explored and
described. Some demographic and socioeconomic characteristics (number of siblings,
family size, and birth-order) were categorized according to the conventional approach.
Then descriptive statistics were conducted for the prevalence of ACEs and demographic
variables. After adjusting for socioeconomic status, we investigated the direct and indirect
relationships between ACEs and adult mental health. Descriptive and frequency statistics
were generated for continuous and categorical socio-demographic and lifestyle variables.

The categories of ACE were added up to determine the extent of childhood
adversities experienced by an individual. This resulted in a comprehensive measure of the
ACE score ranging from 0 (no exposure) to 16 (exposure to all the categories). The ACE
score was added and categorized as O, at least 1, at least 2, at least 3, and at least 4. ACE
items were categorized according to the domains as physical, verbal, and sexual abuse;
physical and verbal neglect; substance abuse; violence towards mother; parental loss;
family member mental illness; and family member incarceration. In addition to the
original/conventional ACE categories, the score now includes three additional/extended
categories: Racism and Discrimination, migration issues, and financial crisis or poverty.
Certain ACE Study publications had only identified 13 ACE categories; these new categories
will offer improved insight into different cultural ACEs, including Bangladesh.

The analysis of ACEs involved three different approaches. The first approach
grouped ACEs into a single binary variable that determined whether ACEs were present or
absent. The second approach involved grouping ACEs into a continuous count of up to four
situations, categorized as 0, 1, 2, 3, or 4. The third approach created three dichotomous
categories based on the ACE situations, which were abuse, household dysfunction, and

financial strain.
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The assessment of mental health status was done using three measures: the
symptom measure (SRQ), WHO Well-being 5, and WHOQOL-BREF. Instead of providing a
total score, the WHOQOL-BREF scale gives individual scores for four domains: physical
health, psychological health, social relationships, and environment. Based on the
theoretical categorization of the instruments, scores on the WHO Well-being 5 are
classified as low well-being and High well-being. Other Mental Health conditions were
reported dichotomously (Yes, No) to the questions of suicide and self-harm, health-risk
behavior, and substance use. During the examination of the impact of ACEs on mental
health, all of these factors were evaluated as dependent variables.

Then, Chi-square tests were performed for the association between each category
of ACE and sociodemographic data. In the same way, to associate the ACE categories and
the scores of the questionnaires, Pearson’s correlation (r) was performed. Student’s t-test
was used to extract the association between each of the 16 ACE categories with each
mental health outcome.

Moreover, the mediation analysis was done with resilience, Social support, and
Self-esteem as mediating variables. For mediation analysis, three separate simple
mediation tests and also a parallal/multiple mediation analyses were conducted. The
mediation analysis was conducted using PROCESS model 4 macro software and with the
bootstrapping method (Hayes, 2017).

Furthermore, several logistic regression analyses were conducted to assess the
links between specific ACE categories and mental health. Separate models were run with
each mental health condition acting as the outcome; For the association between each
category of ACE (16) and the well-being, SRQ, and other mental health conditions, e.g.,

Health risk behavior, suicide and self-harm, and substance abuse, by calculating the odds
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ratio (OR) and adjusting for sex, age, education, family, and socioeconomic status.

Separate models were run with the mental health condition as the outcome.

2.7 Ethical Considerations

The project followed the ethical principles for ACE research mentioned by the ACEs
Research protocol by WHO (see Appendix Q). This study was also approved by the
Department of Clinical Psychology, University of Dhaka Human Research Ethics Committee
(Approval Certificate No. MP211201, see Appendix R) and the National Institute of Mental
Health and Hospital (NIMH) Research Ethics Committee (No. NIMH/2023/2529, see
Appendix S).

Due to the sensitive nature of the information gathered in this survey, several
safeguards were implemented, including following the distress protocol for both the
participants and the researcher developed by Wright et al. (2020). (see ‘Protocol for
managing distress during research,” Appendix T). The following section briefly describes
major ethical concerns maintained throughout the study.

2.7.1 Informed and Understood Consent

Attempts were made to ensure fully informed consent from all participants in the
study before data collection. Therefore, unanimous informed consent was taken from each
participant; any written and traceable data that might be used to identify the participants
were taken from them at any phase of the study.

All the participants received detailed information written in a separate sheet on
the nature, purpose, and future utility, anticipated benefits, potential risks, and
discomforts of the study. The role of the researcher/research assistant was also explained

there, along with the purpose of the visit. The research purpose and process were also
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presented to them verbally and explained in a detailed written explanatory statement.
Necessary clarifications (both verbally and in writing) were also made. Furthermore,
information was shared on who will have access to the collected data and how that
information will be communicated further (e.g., in a report) with record keeping and access
to these records. Participants were also informed that their consent is voluntary, that they
may refuse to answer any questions they choose, and that they may terminate
participation at any time. Before participating in the study, participants gave their verbal
consent to ensure their understanding and willingness to take part.
2.7.2 Confidentiality of the Participants

The researcher took steps to ensure complete confidentiality of all information
collected, reported, and documented about the research participants. During data
collection, the participants' privacy was carefully protected and maintained. The
anonymity of all information was strictly maintained throughout the entire study. The
study investigator maintained the utmost secrecy of all records, with absolutely no access
granted to anyone else.
2.7.3 Minimizing Harm

Any chances of risk of harm to the participants, either physically or psychologically,
were considered with the highest priority, and steps were taken to minimize them as much
as possible. Although trauma investigation may result in psychological harm, the
researcher made every effort to provide participants with the least unpleasant experience
possible. Study data revealed that people exposed to different traumatic experiences like
family violence, physical torture, and rape reported no distress while undergoing different
assessment procedures; instead, they thought it was helpful (Griffin et al., 2003). Again,

Seedat et al. (2004) stated that sharing trauma memory is of therapeutic value. Necessary
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clarifications (both verbally and in writing) were also provided to help participants
anticipate the possibility of distress arising from the interview.

Designing Questionnaire to Minimize the Risk of Harm. Efforts were made to omit
sensitive words as much as possible to minimize the potential risk of distress for the
participants. Again, sensitive questions (i.e., items related to contract sexual abuse) to be
answered are designed to be set after more neutral or typical questions, as research
suggests its utility to help minimize risks.

Ensuring Safety During Data Collection. Different measures were taken to ensure
the interview and data collection a less distressing experience for participants. Experts and
trained research assistants carried out the data collection procedure. Researcher
assistants were trained and instructed to monitor and evaluate a participant’s well-being
and emotional stability during the interview, and referral procedures were in place. They
all had the necessary skills and expertise to engage with the participants sensitively.

During the study data collection, if any participant appeared distressed and showed
signs of needing treatment, the researchers would direct them to available sources of care
and support. The researchers were also equipped with materials and techniques to
immediately assist triggered or distressed participants, such as grounding, self-soothing,
and management techniques. Additionally, the interviewers were all clinical psychology
graduates, which helped ensure that safety standards were maintained.

Ensuring Continuous Support. A referral list for easily accessible and affordable
online and offline mental health organizations was attached for the personal use of the
participants. This resource includes contact information for support centers such as
hospitals, counseling centers, and other mental health resources that are available both

online and offline with specific details about the mental health resources available, such
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as the types of services they offer and their hours of operation, to make it easier for people
to find the right kind of help they need. Additionally, it also includes emergency helpline
numbers that focus on preventing incidents involving women and children, as well as

providing support to victims in need of emergency assistance (see Appendix U).
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Results

Analysis of the data were carried out using descriptive and inferential statistics
based on the objectives of the study. The following sections present the findings from the

study in line with the objectives.

3.1 Prevalence of ACEs among Clinical and General Population

The first research objective sought to explore the prevalence of ACEs among the
clinical and non-clinical sample of Bangladeshi population. At the first part, each of the 16
categories under four expanded ACEs categories was considered, where their prevenances
were assessed in clinical and non-clinical population (Table 3.1). The second part of the
analysis addressed the distribution of the number of ACEs across clinical and non-clinical
sample (Table 3.2). The third part of the analysis presents the number of individuals from
clinical and non-clinical populations exposed with a specific number of ACEs in an
incremental manner (see Table 3.3). It also presents the incremental ACEs across different
demographic characteristics of the participants

The presence and absence of 16 ACEs under four domains, including three
conventional domain and exteded ACEs domai for both the Clinical and Non-clinical groups
are presented in Table 3.1.

Chi-Square test was conducted to see if the presence or absence of each of the
maltreatment experiences is connected with presence or absence of mental health

conditions.
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Table 3.1

Prevalence of ACEs among Clinical and Non-Clinical Populations (N=390)

53

Clinical (N=190)

Non-Clinical (N=200)

. Chi-Square
ACE Categories Not Reported Not Reported C;
Reported n (%) Reported n (%) X
n (%) ° n (%) )
Maltreatment
Emotional Neglect 60 (31.6) 130 (68.4) 103 (51.5) 97 (48.5) 15.89**
Physical Neglect 172 (90.5)  18(9.5) 189 (94.5) 11 (5.5) 2.23
Emotional Abuse 113 (59.5) 77 (40.5) 172 (86.0) 28(14.0) 34.85**
Physical Abuse 138 (72.6) 52 (27.4) 179 (89.5) 21(10.5) 18.22%*
Sexual Abuse 110 (57.9) 80 (42.1) 135(67.5) 65(32.5)  3.85*
Household Dysfunction
Family Substance Abuse 173 (91.1) 17 (8.9) 180 (90.0) 20 (10.0) 0.13
Family Mental Illiness 133 (70.0) 57 (30.0) 170 (85.0) 30(15.0) 12.65**
Family Member 169 (88.9) 21 (11.1) 181(90.5) 19(9.5)  0.25
Imprisoned
Parental Separation 123 (64.7) 67 (35.3) 140 (70.0) 60 (30.0) 1.23
Domestic Violence 72(37.9) 118(59.0) 118 (59.0) 82 (41.0) 17.37**
Violence Outside the Home
Bullying 146 (76.8) 44 (23.2) 187(93.5) 13(6.5) 21.67**
Witnessed Community 11/ e60) 76 (40.0) 159 (79.5) 41(20.5) 17.64**
Violence
Exposure to Collective o5 )e g g7 (51.1) 142 (71.0) 58 (29.0) 19.79%*
Violence
Extended ACE
Racism and 143 (75.3) 47 (24.7) 177 (88.5) 23 (11.5) 11.59%*
Discrimination
Migration issues 83(43.7) 107 (56.3) 137 (68.5) 63(31.5) 24.40**
Family Financial Crisis 151 (79.5) 39 (20.5) 170 (85.0) 30 (15.0) 2.04

Notes. ACE = Adverse Childhood Experience.

*p <.05,*%*p < .01.

Table 3.1 shows that for most of the ACEs, there is a significant difference in the

ACE exposure between non-clinical and clinical populations. Experience of emotional

neglect was most commonly reported by both clinical (68.4%) and non-clinical population,
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(48.5%). However, it was significantly more prevalent among the clinical group (x? = 15.89,
p < .01). Of the 16 categories of ACEs across four domains, ten demonstrate significant
differences between clinical and non-clinical groups.

The frequency of exposure of ACEs was then explored. We explored this frequency
for the 16 categories. However, the Table only represents the data for zero or no ACE to

presence of 8 ACEs (See Table 3.2).

Table 3.2

Distribution of the number exposure to ACEs across clinical and non-clinical samples

Clinical Non-Clinical
ACE Score n (%) n (%)

0 4(2.1%) 29 (14.5%)
1 10 (5.3% 37 (18.5%)
2 9 (4.7%) 36 (18.0%)
3 27 (14.2%) 21 (10.5%)
4 24 (12.6%) 21 (10.5%)
5 23 (12.1%) 15 (7.5%)
6 26 (13.7%) 9 (4.5%)
7 20 (10.5%) 8 (4.0%)
8 13 (6.8%) 9 (4.5%)

Table 5 details the frequency and percentage of ACE scores for both clinical (N=190)
and non-clinical (N=200) samples. An ACE score of zero was mostly reported by the non-
clinical participants (2.1% and 14.5%, for clinical and non-clinical, respectively), followed
by ACE scores of one (5.3% and 18.5%, respectively) and two (4.7% and 18.0%,
respectively). Exposure to three or less ACEs was reported by 24.2% and 47.0% of clinical
and non-clinical participants, respectively. About 73.7% clinical sample reported exposure
to four or more ACEs, which is almost double of the non-clinical participants who reported

exposure to ACEs (38.5%).
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ACEs were further grouped under cumulative categories and the rate of exposure
varies according to the participant characteristics, including their gender, age, and birth-
order, sibling size and other sociodemographic characteristics are presented in Table 3.3.
Age of the participants was further grouped into three groups, sibling size was divided into
four groups and birth order of the participants was grouped into four groups. The table

also presents data regarding low ACE exposure (0-2 ACEs) and high ACE exposure (at least

4 ACEs).

Table 3.3

Participant Demographics and Prevalence of ACEs

At least At least 2 At least 3 At least 4
.. . 0 ACE
Participant Characteristics n (%)° 1ACE ACEs ACEs ACEs
n(%)* n(%)° n(%)* n(%)*

Group

Clinical 4(2.1) 186(97.9) 176(92.6) 167 (87.9) 140 (73.7)

Non-Clinical 29 (14.5) 171(85.5) 134 (67.0) 98(49.0) 77 (38.5)
Gender

Male 17(8.2) 190(91.8) 163 (78.7) 149(72.0) 122 (58.9)

Female 16 (8.7) 167 (91.3) 147 (80.3) 116(63.4) 95 (51.9)
Age

18-33 25(8.6) 267(91.4) 234(80.1) 196(67.1) 157 (53.8)

34-49 5 (6.6) 71 (93.4) 60 (78.9) 55(72.4) 46 (60.5)

50 and above 3(13.6) 19(86.4) 16 (72.7) 14 (63.6) 14 (63.6)
Sibling

No sibling 6(21.4)  22(78.6) 18 (64.3) 14 (50.0) 14 (50.0)

One sibling 2(3.3) 58 (96.7) 52 (86.7) 40 (66.7) 32 (53.3)

Two siblings 13(10.6) 110(89.4) 97(78.9) 84 (68.3) 71 (57.7)

Three or more 12 (6.7)  167(93.3) 143(79.9) 127(70.9) 100 (55.9)
Birth order

First 17 (10.6) 143 (89.4) 128(80.0) 104 (65.0) 91 (56.9)

Second 10(9.5)  95(90.5)  82(78.1) 71(67.6) 53 (50.5)

Third 5 (8.6) 53(91.4)  44(75.9) 41(70.7) 31 (53.4)

Fourth and above 1(1.5) 66 (98.5) 56 (83.6) 49(73.1) 42 (62.7)
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0 ACE At least At least 2 At least 3 At least 4
Participant Characteristics n (%)° 1ACE ACEs ACEs ACEs
n(%)° n(%)° n(%)* n(%)*

Childhood spent

Town 26 (12.7) 178(87.3) 150(73.5) 123 (60.3) 97 (47.5)

Village 7 (3.8) 179 (96.2) 160 (86.0) 142 (76.3) 120 (64.5)
Income source

Unemployed 18 (10.7) 150(89.3) 136(81.0) 109 (64.9) 92 (54.8)

Full-time Job 8(8.4) 87 (91.6) 66 (69.5) 55 (57.9) 41 (43.2)

Part-time Job 0(0.0) 25 (100.0) 23 (92.0) 21 (84.0) 18 (72.0)

Business 2 (5.6) 34 (94.4) 29 (80.6) 28 (77.8) 23 (63.9)
Socio Economic Status

Lower Class 1(2.1) 47 (97.9) 46 (95.8) 42 (87.5) 36 (75.0)

Middle Class 32 (9.5) 304 (90.5) 259 (77.1) 219(65.2) 177 (52.7)

Higher Class 0(0.0) 6 (100.0) 5(83.3) 4 (66.7) 4 (66.7)
Educational status

No Formal Education 0 (0.0) 13 (100.0) 12 (92.3) 12 (92.3) 10(76.9)

Primary 1(2.6) 37 (97.4) 36 (94.7) 35(92.1) 29 (76.3)

Secondary 3(8.6) 32 (91.4) 32 (91.4) 28 (80.0) 24 (68.6)

Higher-Secondary 11 (8.9) 112 (91.1) 102(82.9) 84 (68.3) 74 (60.2)

Graduation 5 (5.6) 84 (94.4) 71(79.8) 60 (67.4) 48 (53.9)

Postgraduation 13 (14.1) 79 (85.9) 57 (62.0) 46 (50.0) 32 (34.8)

Note. ACE = Adverse Childhood Experience.
9represents the percentage within the category.

Table 3.3 shows the ACE scores (ACE accumulation) of both groups, suggesting
markedly significant differences. The sample with an ACE score of zero accounted for 2.1%
in the clinical group; however, it accounted for 14.5% in the non-clinical group, showing a
marked difference. There was also a notable difference in the number of participants with
an ACE score of at least 4 or higher, indicating serious cases, with 38.5% in the non-clinical

group compared to 73.7% in the clinical group.
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3.2 Relationship between ACEs and Adult Mental Health State

The relationship between ACEs and adult mental health were explored through
multiple analysis. At first section, Pearson’s correlation (r) was performed to examine the
statistical relationship between ACEs and mental health variables (Table 3.4), as measured
by the Self-Reporting Questionnaire (SRQ), well-being measure (WHO Wellbeing 5) and 4
domain of quality of life measure (Qol_Physical Health, QolL_Psychological Health,
Qol_Social Relationship, and QoL_Environmental Health). In the second section, multiple
t-test were performed (See Table 3.5 to 3.10) in order to present the effects of each of the
different ACE categories on mental health outcomes. Finally, in the third section, multiple
logistic regression analysis presents the relationship between ACE scores and mental
health outcomes (Table 3.11). In the initial Pearson’s correlation (r) analysis, the
relationship between ACE and mental health measures were presented (see Table 3.4).

The Table also highlighted the significance of the relationship.

Table 3.4

Relationship Between ACE Categories and Mental Health Conditions

N oo A wWON R

Variables 1 2 3 4 5 6
ACE -

SRQ S52x* -

Well-being - A5¥*  _ pgxx* _

QolL_Physical Health -.50*%*  -68**  .64** -

QolL_Psychological Health ~ -.43** - 72%*  70%** TJ2x* -
Qol_Social Relationship -50**  -48*%*  41%** .50**  5p** -
QolL_Environmental Health -.46**  -47**  A48*%* b55**  60**  51**

Notes. ACE = Adverse Childhood Experiences. SRQ = Self-Reporting Questionnaire. QolL=
Quality of Life
**p <.01.
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The results in Table 3.4 show that all 21 correlations were statistically significant.

There was a significant negative correlation between ACEs and five other variables

(physical health, psychological health, social relationships, environmental health, and well-

being), and were greater or equal to r (388) = -.43, p < .01. The only exception was SRQ,

which showed a significant positive correlation with ACEs, r (388) = +.52, p < .01. This

means that as the number of ACEs increased, the scores on SRQ increased.

Six Table presented below reflects the relationship of 16 ACEs categories with each

of the mental health outcome measures for both the clinical and non-clinical groups. Each

of the tables, starting from Table 3.5 also presents the nature of relationships considered

for each of the six mental health outcome measures.

Table 3.5

Effects of Different ACEs on Mental Health Measured by SRQ

. Reported Not .
ACE Categories Reported t df Sig.
M (SD) M (SD)

1 Emotional Neglect 9.88 (5.84) 6.94 (5.20) 5.232 370.61 .001
2 Physical Neglect 12.31(4.98) 8.36(5.72) 3.605 388 .001
3 Emotional Abuse 12.29 (4.95) 7.32(5.46) 8.166 388 .001
4  Physical Abuse 12.77 (4.61)  7.71 (5.58) 8.102 125.59 .001
5 Sexual Abuse 9.83(5.72) 7.96 (5.68) 3.143 388 .002
6 Family Substance Use 9.59 (6.32) 8.56 (5.70) 1.042 388 .298
7 Family Mental lliness 11.00 (5.15)  7.98 (5.76) 4.407 388 .001
8 Family Member Imprisoned 10.98 (5.27) 8.39 (5.76) 2.709 388 .007
9 Parental Separation 9.36 (5.80) 8.32(5.72) 1.686 388 .093
10 Domestic Violence in Family 10.67 (5.27)  6.54 (5.50) 7.559 388 .001
11 Bullying 12.61 (4.66)  7.98 (5.66) 6.706  86.90 .001
12 Violence inthe Community  11.30(5.11) 7.52 (5.66) 6.212 388 .001
13 Collective Violence 11.08 (5.19)  7.06 (5.56) 7.165 388 .001
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Reported Not
ACE Categories P Reported t df Sig.
M (SD) M (SD)
14 Racism and Discrimination 12.89 (4.81) 7.73 (5.54) 7.900 112.87 .001
15 Migration Issues 10.51 (5.33) 7.22 (5.67) 5.824 388 .001
16 Financial Crisis 10.25(5.49) 8.31 (5.77) 2.545 388 .006

Notes. SRQ = Self-Reporting Questionnaire. ACE = Adverse Childhood Experience

Table 3.5 presents the effects of different ACEs on measures of mental health, as

measured by the Self-Reporting Questionnaire (SRQ). The results indicate statistically

significant differences in mental health measures between individuals who reported

experiencing ACEs compared to those who did not. The significance levels for all ACE

categories are 0.05, except for family substance use and parental separation, indicating

strong evidence of associations between ACEs and mental health outcomes.

Table 3.6

Effects of Different ACEs on Mental Health Measured by Well-being (N=390)

) Reported Not .
ACE Categories Reported t df Sig.
M (SD) M (SD)

1 Emotional Neglect 9.52(6.10) 13.50(5.89) 6.45 388  .001
2 Physical Neglect 5.45 (4.98) 11.64 (6.19) 6.32 35.36 .001
3 Emotional Abuse 7.98(6.23) 12.36(5.94) 6.37 388  .001
4  Physical Abuse 8.08(6.23) 11.89(6.13) 4.77 388  .001
5 Sexual Abuse 9.83(5.72) 11.75(6.40) 2.32 388  .021
6 Family Substance Use 9.11(5.92) 11.39(6.33) 2.11 388 .036
7 Family Mental lliness 8.92 (6.24) 11.83 (6.19) 3.85 388 .001
8 Family Member Imprisoned 8.23(5.29) 11.52 (6.34) 3.65 52.69 .002
9 Parental Separation 9.82(5.84) 11.84 (6.45) 2.99 388 .003
10 Domestic Violence in Family  9.81(6.01) 12.63 (6.32) 4,52 388 .001
11 Bullying 7.63(5.64) 11.79(6.24) 4.71 388  .001
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Reported Not
ACE Categories P Reported t df Sig.
M (SD) M (SD)
12 Violence in the Community 8.91(5.78) 12.15(6.30) 4.76 388 .001
13 Collective Violence 9.05(5.40) 12.59(6.49) 5.84 367.66 .001
14 Racism and Discrimination 7.76 (5.499) 11.93 (6.25) 5.17 388 .001
15 Migration Issues 9.28 (5.79) 12.65 (6.33) 5.42 388 .001
16 Financial Crisis 9.25(6.36) 11.60 (6.24) 2.83 388 .002

Notes. ACE = Adverse Childhood Experience

Table 3.6 presents the effects of different ACEs on measures of mental health,

specifically measured by well-being. The results indicate statistically significant differences

in well-being measures between individuals who reported experiencing ACEs compared to

those who did not. The significance levels for all ACE categories are below the conventional

threshold of 0.05, indicating strong evidence of associations between ACEs and well-being

outcomes. The table shows that people who experienced ACEs had significantly lower well-

being scores than people who did not experience ACEs. The effect sizes were large for most

of the ACEs, suggesting that ACEs have a significant impact on well-being.

Table 3.7

Effects of Different ACEs on Mental Health Measured by QoL_Physical Health (N=390)

) Reported Not .
ACE Categories Reported t df Sig.
M (SD) M (SD)

1 Emotional Neglect 54.95(17.18) 65.26(14.67) 6.18 385 .001
2 Physical Neglect 44.46 (18.33) 60.46 (16.27) 5.05 385 .001
3 Emotional Abuse 50.24 (18.22) 62.63(15.15) 6.21 160.48 .001
4 Physical Abuse 50.19 (19.06) 61.37 (15.70) 5.25 385 .001
5 Sexual Abuse 55.34 (18.21) 61.61(15.70) 3.58 385 .001
6 Family Substance Use 51.16 (18.33) 60.12 (16.58) 3.10 385 .002
7 Family Mental lliness 53.78 (18.34) 60.86 (16.19) 3.48 385 .001
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. Reported Not ,
ACE Categories Reported t df Sig.
M (SD) M (SD)

8 Family Member Imprisoned  50.92 (19.05) 60.20 (16.45) 3.29 385 .001
9 Parental Separation 54.88 (18.76) 61.38(15.58) 3.37 210.89 .001
10 Domestic Violence in Family  54.50 (17.14) 64.30(15.22) 5.94 385 .001
11 Bullying 47.56 (19.91) 61.29 (15.53) 4.95 68.25 .001
12  Violence in the Community 52.66 (17.30) 62.13(15.98) 5.22 385 .001
13  Collective Violence 53.39(17.38) 63.15(15.49) 5.78 385 .001
14  Racism and Discrimination 49.44 (17.39) 61.44 (16.07) 5.57 385 .001
15 Migration Issues 54.27 (17.35) 63.14(15.58) 5.29 385 .001
16  Financial Crisis 52.79 (17.72) 60.67 (16.46) 3.55 385 .001

Notes. QolL= Quality of Life. ACE = Adverse Childhood Experience

Table 3.7 presents the effects of different ACEs on measures of mental health,

specifically measured by QoL_Physical Health. The results indicate statistically significant

differences in Qol_Physical Health measures between individuals who reported

experiencing ACEs compared to those who did not. The significance levels for all ACE

categories are below 0.05. The table shows that people who experienced ACEs had

significantly lower QoL_Physical Health scores than people who did not experience ACEs.

Table 3.8

Effects of Different ACEs on Mental Health Measured by QolL_Psychological Health (N=390)

Reported Not
ACE Categories P Reported t df Sig.
M (SD) M (SD)
1 Emotional Neglect 46.50 (19.62) 59.79 (18.29) 6.78 387 .001
2 Physical Neglect 39.51(17.27) 53.08 (20.05) 3.54 387 .001
3  Emotional Abuse 42.82 (21.06) 55.49 (18.72) 5.42 168.32 .001
4  Physical Abuse 42.01 (20.37) 54.39(19.40) 4.87 387 .001
5 Sexual Abuse 48.55 (20.81) 54.13(19.50) 2.61 284.25 .008
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. Reported Not ,
ACE Categories Reported t df Sig.
M (SD) M (SD)

6 Family Substance Use 45,95 (19.06) 52.71(20.18) 1.95 387 .052
7 Family Mental Iliness 46.70 (20.82) 53.61(19.72) 2.85 387 .005
8 Family Member Imprisoned 42.60(18.06) 53.15 (20.12) 3.17 387 .002
9 Parental Separation 46.78 (20.03) 54.63 (19.74) 3.66 387 .001
10 Domestic Violence in Family 46.50 (19.02) 57.89 (19.69) 5.80 387 .001
11 Bullying 40.20 (20.72) 54.10(19.36) 4.96 387 .001
12 Violence in the Community = 45.76 (20.05) 54.74 (19.62) 4.10 387 .001
13 Collective Violence 47.54 (18.72) 55.04 (20.54) 3.65 387 .001
14 Racism and Discrimination ~ 41.13 (20.23) 54.47 (19.35) 5.18 387 .001
15 Migration Issues 47.16 (19.71) 55.88 (19.70) 433 387 .001
16 Financial Crisis 44.26 (21.20) 53.75(19.55) 3.60 387 .001

Notes. QolL= Quality of Life. ACE = Adverse Childhood Experience

The findings presented in Table 3.8 demonstrate the impact of various ACEs on

measures of mental health, assessed through the lens of QoL_Psychological Health. The

results reveal significant differences in QoL_Psychological Health between individuals who

reported ACEs and those who did not. Across all ACE categories, there is compelling

evidence of a negative impact on psychological health-related quality of life.

Table 3.9

Effects of Different ACEs on Mental Health Measured by QoL _ Social Relationships (N=390)

Reported Not
ACE Categories P Reported t df Sig.
M (SD) M (SD)
1 Emotional Neglect 53.54 (20.04) 67.03(16.91) 7.16 374.07 .001
2 Physical Neglect 37.93(23.53) 60.87 (18.61) 6.25 385 .001
3 Emotional Abuse 48.49 (21.24) 63.12(17.89) 6.28 162.02 .001
4  Physical Abuse 46.00 (22.49) 62.21(7.99) 5.74 94.53 .001
5 Sexual Abuse 54.92 (21.67) 61.66(18.40) 3.13 262.99 .001
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. Reported Not .
ACE Categories Reported t df Sig.
M (SD) M (SD)

6 Family Substance Use 50.00 (23.81) 60.12(19.25) 2.50 41.13 .003
7 Family Mental Iliness 50.58 (20.80) 61.60(19.00) 4.64 385 .001
8 Family Member Imprisoned 49.79 (22.29) 60.23 (19.38) 2.84 46.05 .002
9 Parental Separation 57.94 (21.68) 59.74(19.04) 0.83 385 405
10 Domestic Violence in Family 51.75(20.90) 67.07 (15.32) 8.26 364.64 .001
11 Bullying 45.03 (23.03) 61.59(18.30) 5.16  68.74  .001
12 Violence in the Community  50.99 (21.92) 62.69 (17.92) 5.08 186.18 .001
13 Collective Violence 54.57 (22.07) 62.21(17.75) 3.60 3280.84 .001
14 Racism and Discrimination 44.40 (24.48) 62.41(17.18) 5.84 84.61 .001
15 Migration Issues 55.37(21.79) 62.08 (17.85) 3.24 321.03 .001
16 Financial Crisis 50.60 (21.26) 61.00(19.16) 4.01 385 .001

Notes. QolL= Quality of Life. ACE = Adverse Childhood Experience

Table 3.9 provides insights into the impact of various ACEs on measures of mental

health, specifically focusing on QolL_Social Relationships. The findings reveal significant

differences in QoL_Social Relationships between individuals who reported ACEs and those

who did not. Across multiple ACE categories, there is strong evidence of a negative impact

on social relationship-related quality of life. However, according to the results, the impact

of parental separation on mental health does not appear to be statistically significant,

t(385)= .83, p = 0.405.

Table 3.10

Effects of Different ACEs on Measures of Mental Health Measured by QolL_ Environmental

Health (N=390)

Reported Not
ACE Categories P Reported t df Sig.
M (SD) M (SD)
1 Emotional Neglect 52.09 (14.51) 60.44 (13.51) 5.75 387 .001
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. Reported Not ,
ACE Categories Reported t df Sig.
M (SD) M (SD)

2 Physical Neglect 42.78 (16.77) 56.60 (14.02) 5.03 387 .001
3  Emotional Abuse 49.41 (16.54) 57.85(13.24) 5.20 387 .001
4  Physical Abuse 49.49 (18.44) 56.97 (13.30) 3.28 90.05 .001
5 Sexual Abuse 52.02 (15.27) 57.65(13.93) 3.72 387 .001
6 Family Substance Use 46.79 (17.55) 56.49 (14.05) 3.25 41.00 .001
7 Family Mental Iliness 50.90 (14.06) 56.91 (14.59) 3.41 387 .001
8 Family Member Imprisoned 47.89 (15.46) 56.45 (14.34) 3.54 387 .001
9 Parental Separation 51.62 (15.24) 57.48 (14.03) 3.75 387 .001
10 Domestic Violence in Family 51.73 (14.06) 59.59 (14.25) 5.48 387 .001
11 Bullying 48.03 (16.77) 56.86 (13.91) 4.29 387 .001
12 Violence in the Community 51.07 (15.62) 57.50 (13.84) 4.04 387 .001
13 Collective Violence 51.33(14.98) 58.37 (13.80) 4.76 387 .001
14 Racism and Discrimination 46.02 (15.37) 57.66 (13.68) 6.30 387 .001
15 Migration Issues 51.58 (15.68) 58.66 (13.07) 4.86 387 .001
16 Financial Crisis 49.77 (15.42) 56.82 (14.23) 3.67 387 .001

Notes. QolL= Quality of Life. ACE = Adverse Childhood Experience

Table 3.10 presents the effects of different ACEs on measures of mental health,

specifically measured by QoL_Environmental Health. Based on the provided data, all ACE

categories show statistically significant effects on QolL_Environmental Health, as indicated

by the low p-values (all less than 0.05). The table reflects that people who experienced

ACEs had significantly lower scores on the QolL_Environmental Health scale than people

who did not experience ACEs.

Logistic regression presents the assessed relationship between cumulative ACEs on

the likelihood that respondents would report poor mental health status. The Table also

highlighted the predictive function of the ACE score and mental health conditions of the

sample (see Table 3.11). Adjusted odd ratio (AOR) at 95% Cl was used. Each of the 6 mental
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health outcome measures (Well-being, SRQ, Self-harm & Suicide, Substance Abuse, and

Risk Behaviour) were employed in the model.

Table 3.11

Logistic Regression of The Relationship Between the ACE Categories and Mental Health

Conditions

Mental Health

ACE Category (Reference 0 adversities)

condition 1ACE 2 ACEs 3 ACEs 4 or 4+ ACEs
OR(95%Cl)  OR(95%Cl)  OR(95%Cl)  OR(95% Cl)
Wellbein 0.82 0.56 0.24%* 0.12%*
g (0.28, 2.36) (0.21, 1.53) (0.09, 0.64) (0.05, 0.29)
1.59 4.40* 12.65** 21.30%*
SRQ
(0.41,6.11)  (1.32,14.75)  (3.73,42.95)  (6.97, 65.15)
. 2.01 3.95* 5.74%* 12.54%*
Self-harm & Suicide (0.56,7.40)  (1.18,13.19)  (1.70,19.36)  (4.13, 38.05)
Cubstance Abuse 4.97 16.95* 13.02* 19.19**
(0.55,44.61)  (1.87,153.65) (1.48,114.21)  (2.39, 153.99)
ick Behaviour 0.96 1.75 2.04 3.84**
(0.38, 2.45) (0.71, 4.31) (0.82,5.12) (1.75, 8.43)

Notes. Data in bold represent statistical significance.

“p<0.05, “p<0.01.

OR = Odds Ratio; Cl = Confidence interval. ACE = Adverse Childhood Experience. Model

incorporates individual Substance Abuse, Risk Behaviour, Self-harm & Suicidal attempts as

binary outcomes adjusting for the Gender, Age, Socio-economic status, and Educational

Status of the participants.

Table 3.11 shows that for the five variables measured (SRQ, well-being, Substance

use, Risk behavior, self-harm and suicide), as the number of adversities increased, the odds

of reporting poor mental health status also increased. For example, individuals with 3 ACEs

are 12.65 times more likely to experience psychological distress as measured by SRQ, the
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odds of having poor mental well-being were 24 times higher for individuals who had
experienced 3 or more ACEs, the odds of having a suicide attempt were 12.54 times higher
for individuals who had experienced 4 or more ACEs, and finally the odds of engaging in
risky health behaviour were 3.84 times higher for individuals who had experienced 4 or
more ACEs- than for individuals who had not experienced any ACEs. The odds of having

poor well-being increased as the number of ACEs increased.

3.3 Factors Mediating the Relationship between Exposure to ACEs and Later Life Mental
Health

Mediation analysis was performed to assess the mediating role of resilience, social
support, and self-esteem as mediating variables on the linkage between ACEs endorsed
and mental health. At the first section, three separate simple mediation tests were
performed (see Table 3.12). The mediation path coefficients are shown in Figures 3.1 to
3.3.

At the second section, a parallel mediation analysis was conducted with ACEs as
the predictor; resilience, social support, and self-esteem as mediators, and the mental
health of the participants as outcome (see Table 3.13). All the mediation analyses were
conducted using PROCESS model 4 macro software for IBM SPSS and with the
bootstrapping method (Hayes, 2017). To examine the impact of ACEs on mental health
problems, bootstrapping procedures were employed to test for indirect effects. A 95%
confidence interval was calculated, and if it excluded zero, it was determined that an

indirect effect was present.
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Table 3.12

Direct and Indirect Effects in the Model of ACEs and Mental Health Mediated by Resilience,

Social Support, and Self-Esteem

Relationshi Total Direct Indirect Confidence t-value Conclusion
P Effect Effect Effect Interval
Lower Upper
Bound Bound
ACEs-> Resilience-> 0.968 0.704 Partial
Mental Health (.001) (.001) 0.264  0.013 0.35 3.07 Mediation
ACEs-> Social-support- 0.968 0.740 Partial
> Mental Health (.001) (.001) 0.226 0.136 0321 >33 Mediation
ACEs-> Self-esteem-> 0.968 0.920 Partial
Mental Health (.001) (.001) 0.048 0.01 0.09 2.03 Mediation

Notes. ACE = Adverse Childhood Experience.

* Kk

*p<0.05, “p<0.01, "p<0.001.

First mediation model analyzed the role of resilience. Direct effect and indirect

effect for resilience as a mediating variable can be depicted in Figure 3.1.

Resilience

a=-.92, p<.001

Adverse Childhood
Experiences

b =-.29, p<.001

> Mental Health

Direct effect, ¢’=0.704, p<.001

Total effect, c = 0.9676, p<.001

Figure 3.1 Path diagram of the mediation model of the relationship between Adverse

Childhood Experiences and mental health by Resilience. The path coefficients are

statistically significant at the p < .05 level.
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The results revealed that the total effect of ACEs on mental health was significant
(B=0.968, t=11.9349, p<0.001). With the inclusion of the mediating variable (Resilience),
the impact of ACEs on Mental Health (direct effect) is still significant (B = 0.704, t = 9.1033,
p < 0.001). Furthermore, the indirect effect of ACEs on Mental Health through Resilience
was also found significant (B = 0.264, Boot LL= .019, Boot UL = 0.35), which means that
29.6% of the total effect of ACEs on mental health is indirect. This shows that the
relationship between ACEs and Mental Health is partially mediated by Resilience.

The second mediation analysis was conducted with social support as a mediating

variable between the relationship of ACEs and mental health (see Figure 3.2).

Social-support

a =-.2539, p<.001 b =-.8905, p<.001

Adverse Childhood
Experiences

Mental Health

\ 4

Direct effect, ¢’=0.74, p<.001

Total effect, c = 0.9676, p<.001

Figure 3.2 Path diagram of the mediation model of the relationship between Adverse
Childhood Experiences and mental health by Social-support. The path coefficients are
statistically significant at the p < .05 level.

For social support as a mediator, from the principle of effect analysis in path
analysis, the total effect of ACEs on mental health was significant (B = 0.968, t = 11.9349,
p < 0.001), of which the direct effect was 0.740, and the total indirect effect was 0.226,

and the proportion of total indirect effect was 23.35%, which means that 23.35% of the
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effect of ACEs acting on Mental Health works through mediating variables, which indicates

that social-support partially mediates the association between ACEs and mental health.

Self-esteem

=-.145, p<.001 b =-.33, p<.001

Adverse Childhood
Experiences

Mental Health

\ 4

Direct effect, ¢’=0.92, p<.001
Total effect, c = 0.9676, p<.001

Figure 3.3 Path diagram of the mediation model of the relationship between Adverse
Childhood Experiences and mental health by self-esteem. The path coefficients are
statistically significant at the p < .05 level.

Mediation analysis was also performed to assess the mediating role of Self-
esteem in the relationship between ACE and Mental health; the total effect of ACE on
Mental health was significant (B = 0.968, t = 11.9349, p < 0.001), which means that for
every one-unit increase in ACEs, mental health issues is expected to increase by 0.968
units. With the exclusion of the mediator variable (Self-esteem), the direct effect of the
ACE on Mental health was still significant (f = 0.920, t = 11.2287, p < 0.001), which means
that 92% of the total effect of ACEs on mental health issues is direct. The results also
revealed a significant indirect effect of ACE on Mental health through Self-esteem (B =
0.0476, Boot LL=.0124, Boot UL = 0.0920). This means that self-esteem partially mediates
the relationship between ACEs and mental health.

The mediation model is shown in Table 3.13, considering the mediating role of

multiple mediating verbless (e.g., Resilience, Social-support, and Self-esteem) at the same
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time on the relationship between ACEs and Mental Health. The table also presents

information about the nature of the relationship.

Table 3.13

Role of Resilience, Social Support and Self-Esteem in the Relationship Between ACEs and

Mental Health
Direct . . Indirect Confidence .
Total Effect Effect Relationship Effect Interval t- value Conclusion
Lower  Upper
Bound Bound
ACEs-> Partial
Resilience-> 0.244 0.166 0.329 7.267 Mediation
Mental Health
0.968 0.624 ACEs-> Social
.001 .001 5> >odial- Partial
(.001) (.001) support-> 0.106 0.026 0189 10.273 artia
Mediation
Mental Health
ACEs-> Self- No
esteem-> -0.007 -0.041 0.021 4.036 .
Mediation

Mental Health

Notes. ACE = Adverse Childhood Experience.

“p<0.05, “p<0.01.

The results revealed a significant indirect effect of the impact of ACEs on Mental

Health through Resilience (6 =0.244,t=7.267, p <0.001). The study also found a significant

indirect effect of ACEs on Mental Health through social support (6 = 0.106, t =10.273, p <

0.001),). However, the study failed to find a significant indirect effect of the impact of ACEs

on Mental Health through Self-esteem (8 = -0.007, t = 4.036). Furthermore, the direct

effect of ACEs and Mental Health in the presence of the mediators was found to be

significant (8 = 0.624, p <0.001). Hence, both Resilience and social support partially

mediated the relationship between ACEs and Mental Health, but Self-esteem did not

mediate the relationship.
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Logistic regression was performed to assess the impact of specific ACEs on the

likelihood that respondents would report poor mental health status. This logistic

regression were carried out between each ACE category and mental health conditions as

the outcomes show how each of the categories contributes to mental health outcomes as

the dependent variables. All 16 categories were entered into the model, Table 10 shows

the results.

Table 3.14

Logistic Regression for the Relationship Between ACE Components and Mental Health

Conditions [OR (Cl 95%)]

Well-being SRQ Self—ha.rm Substance Risl.<
ACE Categories & Suicide Abuse Behaviour
OR OR OR OR OR
(95%Cl)  (95%Cl)  (95%Cl)  (95%Cl)  (95% Cl)
ACE 1 Emotional Neglect (02'214;;1) (1.%:’,.;,5;.’;8) (0.8%).,321.15) (1.0%).,722.97) (0.9}).,422.25)
ACE 2 Physical Neglect (0.1%,411.63) (0.2%,75.73) (0.32,13?.51) (0.712',955.32) (0.1%,45.29)
ACE 3 Emotional Abuse (0.3%,616.30) (0.8%).,6;33) (0.8;.,53?.05) (0.3%,712.46) (0.81',6;.17)
ACE 4 Physical Abuse (0.6;,422.99) (0.811,02.77) (0.911',83?.91) (0.61).,227.68) (0.52',029.22)
ACE 5 Sexual Abuse (0.611',015.71) (0.53',911.54) (1.3'72,5;;9) (0.5%,815.45) (1.115(:88)
ACE 6 Family Substance Use (0.3%,927.57) (02'5;35.21) (0.3(5);',925.37) (0.6:3.,539.68) (0.81.,154.41)
ACE 7 Family Mental iliness (0.3%,619.23) (0.818',635.08) (1.31'2,7:.20) (o.g%?g;g) (0.619.,221.12)
ACE & Incarceration (0.3C.‘)L',718.98) (0.511',3;40) (0.5;',39?.22) (0.3%,8;‘.95) (0.3%,829.08)
ACE 9 Parental Separation (0.4%,717.27) (0.506,916.65) (0.504,910.51) (0.613',112.90) (0.613',05.77)
ACE 10 Domestic Violence (0.6%,93.65) (1.1125?27) (0.43',63 19) (0.4%,717.37) (0.711.,15.90)
ACE 11 Bullying (0.2%,612.45) (0.517',4:.55) (0.2%,55.19) (o.zg',sf.za) (0.413',021.20)
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Well-being SRQ SeIf-ha.rm Substance RISI.(

ACE Cateqories & Suicide Abuse Behaviour
g OR OR OR OR OR

(95%Cl)  (95%Cl)  (95%Cl)  (95%Cl)  (95% Cl)

. . 0.71 1.75 1.56 1.88* 1.37

ACE 12 Violence Community 10°1 59 (0.95,3.23) (0.87,2.76) (L.04,3.43) (0.79, 2.39)
o 0.47** 2.77%* 1.61 2.05* 1.54

ACE 13 Collective Violence 50 6 76)  (1.59,4.80) (0.97,2.68) (1.19,3.54) (0.94,2.52)
ACE 14 Racism & 0.48* 2.61* 3.73%* 0.72 0.75

Discrimination. (0.23,0.99) (1.18,5.77) (1.83,7.59) (0.34,1.54) (0.39,1.46)
o 0.69 1.65 1.80* 1.26 1.41

ACE 15 Migration Issues (0.42,1.14) (0.96,2.82) (1.09,2.99) (0.73,2.18) (0.86,2.29)
R 1.00 0.70 0.90 1.62 1.10

ACE 16 Financial Crisis (0.51,1.95) (0.35,1.43) (0.47,1.73) (0.84,3.09) (0.59,2.07)

Notes: Data in bold represent statistical significance.

*p <0.05, **p < 0.01.

OR = Odds Ratio; Cl = Confidence interval. ACE = Adverse Childhood Experience. Model
incorporates individual Substance Abuse, Risk Behaviour, Self-harm & Suicidal attempts as
binary outcomes.

Emotional neglect, collective violence, and experiencing racism and discrimination
were found to increase the likelihood of well-being issues (OR ranges from 0.44 to 0.48).
Reports of emotional neglect, parental substance abuse, exposure to collective violence,
racism, and discrimination, and witnessing violence towards the mother were also
accounted for higher probabilities of presenting psychological severity measured by SRQ
(OR ranges from 0.23 to 2.77). Participants who reported sexual abuse were more likely to
engage in self-harm (OR=2.25, CI=1.37, 3.69) and health-risk behavior(OR=1.80; CI=1.12,
2.88). Odds for mental health issues due to racism & discrimination are also significant (OR
ranges from 0.48 for well-being to 3.77 for self-harm and suicide). Mental iliness in the
family and substance abuse in the family were also linked to self-harm and suicide in the
participants (OR=2.57, Cl=1.44, 4.60). Furthermore, migration issues were found to

increase the risk of self-harm and suicide (OR=1.80, C/=1.09, 2.99).
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Discussion

The study is one of the first to examine how ACEs affect adult Bangladeshi mental
health, and it adds to the expanding body of research examining the effects of ACEs on
adult mental health. Determining the effect of ACEs on mental health in adulthood was
the study's main goal. The present cross-sectional study involved the community sample
collected from two different divisions of Bangladesh, namely Dhaka and Chittagong, and
the clinical adult sample collected from a mental health hospital of Bangladesh using
purposive sampling techniques. A total of 16 categories of adverse childhood experiences
were assessed in the study, including 13 categories of conventional ACEs that fall under
the three domains of adversities, which are adversities experienced in the household
environment, exposure to community violence, and exposure to collective violence. Based
on the awareness of contextual issues relevant to Bangladesh, three other categories of
adversities were also assessed, namely racism and discrimination, migration issues, and
severe financial crisis. Both clinical and community or non-clinical sample were included
for the study. The mental health of the participants was measured with multiple mental
health outcome indicators, including the SRQ, the WHO Well-being 5, and the WHO QoL
Bref. The study also investigated the relationship between ACEs and mental health, as well
as the mediating effects of resilience, social support, and self-esteem.

Among the 390 adult participants, the men represented slightly higher proportion
(51.3%). The educational levels of the participants varied from no formal education to
postgraduation, with the majority having higher-secondary education or above. The
majority of participants, inclusive of both clinical and non-clinical, lived in urban areas.

81.7% of the total sample resided in urban areas, while only 18.3% lived in rural areas.
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About half of both clinical and non-clinical group participants (52.3%) were raised in urban
areas, while the other half had their upbringing in rural settings. Overall, slightly more than

half of all participants were brought up in urban areas.

The Prevalence of ACEs among Clinical and General Populations

Regarding the sub-domains of ACEs, it has been found that emotional neglect is the
most frequent form of maltreatment among all the subdomains under the three
conventional domains of ACEs among clinical (68.4%) and non-clinical (48.5%) sample.
Domestic violence from household dysfunction domain was the second most common ACE
for both groups (59.0% in clinical and 41.0% in non-clinical). Exposure to collective
violence, from the violence outside the home domain, was the third most commonly
experienced ACEs (clinical - 51.1% and non-clinical - 29.0%).

Emotional neglect is frequently experienced ACEs in Bangladesh, the reasons may
be attributed mainly due to social, cultural, and economic factors. In some cultural
contexts, emotional expression and emotional support may be given less importance than
other aspects of child-rearing (Rao et al., 2003). Parenting practices prioritizing fulfilling
basic needs, paired with poverty and limited access to resources pose challenges to
parents in providing emotional attention (Harbin & Goldhagen, 2013). These reasons may
also prevalent in Bangladesh resulting in overlooked neglect.

Besides the three conventional domains, a few additional ACEs relevant to
Bangladeshi context were added under Extended ACE Domain. Migration was the most
commonly reported (56.3% in clinical and 31.5% in non-clinical sample) ACE under the
extended ACE domain. Migration of external labor migration and internal migration (for

economic or climatic reasons) of parents and family can be regarded as a common
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phenomenon in Bangladesh. Limited economic opportunities especially in rural areas can
trigger internal (i.e., rural to urban) and international migration (Sikder et al., 2017; see
World Bank, 2009; Bangladesh Bureau of Statistics, 2012). These can result in separation
of children from their parents and other significant caregivers. Natural disasters also cause
internal displacement (Ahsan, 2019; Islam et al., 2021), disrupting children's lives and
leading to emotional trauma. International migration is prevalent (see Mahmud, 2023),
and children of migrant parents may face social exclusion which impacts their emotional
well-being (Graham & Jordan, 2011; Jiang et al., 2023).

Except for drug use in family, clinical sample have higher frequency of exposure to
ACE in all categories compared to the non-clinical sample. Among these, ten of the 16
categories of ACEs across four domains, have significantly higher prevalence for clinical
sample. This disproportionate exposure to ACEs can be indicative of a link between ACEs
exposure and later life mental health condition.

Both clinical (97.9%) and non-clinical (85.5%) samples showed very high exposure
to individual ACEs. This prevalence is consistent with the previous studies. (Carlson et al.,
2020; Silva & Maia, 2007; Pace et al., 2022), that reported that the participants had
experienced at least one adverse childhood experience ranging as high as 88% to up to
97%. For example, a recent study revealed that 96.2% of children had exposed to at least
one ACE (Soares et al., 2022). The reasons behind the high prevalence of ACEs are
commonly attributed to the lack of resources (Chang et al., 2019); moreover, research also
revealed that this prevalence could be high in developed countries also (see Carlson et al.,
2020).

Distribution of participants indicated that the non-clinical sample were more

concentrated around 0-2 ACEs while clinical sample was more concentrated in the 3-6 ACEs
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exposure range. Distribution of the total number of ACEs exposure indicated that
compared to the non-clinical sample (38.5%), higher proportion of clinical sample (73.7%)
had exposure to 4 or more ACEs (see Table 3.3). Similar research reported the same
prevalence; as high as 68% experienced at least four ACEs (Silva & Maia, 2007). For the
general population, a study also revealed a similar prevalence as Hughes et al. (2017)
reported from the meta-analysis that the rate of exposure to at least four ACEs ranged
from 1% to 38%. These findings confirm the high presence of childhood adversity across
the globe (Benjet, 2010; McKee-Lopez et al., 2019). In the context of Bangladesh, factors
such as poverty, political violence, lack of social security, inconsistent human rights
protection, and family environment have been identified as causes of childhood
maltreatment, as reported in studies (Haider, 2017; Haque et al., 2020; Reza et al., 2020)

Additionally, these results demonstrate a dose-response link between the amount
of ACEs experienced and the propensity to be a member of the clinical population.

Further investigation reveals that individuals with particular traits, such as being
the firstborn, having three or more siblings, being jobless, and coming from a lower
socioeconomic background, are more likely to develop ACEs. According to the study,
firstborns had a higher risk of developing ACEs than children who were born later. Study
reported that being a firstborn is a strong predictor for maltreatment (Wang et al., 2022).
It may be because many parents lack experience raising their first child, which poses a
potential risk. Moreover, this may be because firstborns are often expected to take on
more responsibility and model good behavior for their younger siblings. However, research
also mentioned being firstborn as a protective factor (See Hardt 2010).

According to the study, children who have a sibling are more prone to facing at

least one ACE (96.7%). However, those with three or more siblings are even more likely to
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experience ACEs as compared to those with one or two siblings (ranging from 93.3% for at
least one ACE to 70.9% for at least three ACEs). Literature consistently reports that growing
up in rural areas with multiple siblings (more than 3) increases the likelihood of childhood
maltreatment (Adjorlolo et al., 2017). Researchers reported that a child's risk of
maltreatment is influenced by such factors as the number of siblings in their household
and whether they were brought up in rural or urban areas (Belsky, 1980; Meinck et al.,
2015). In households with limited resources, children may not have access to sufficient
supplies, resulting in competition among siblings for scarce resources. This could
potentially put younger or weaker children at risk of abuse in larger households. For
example, unequal food sharing is linked to childhood abuse (Breiding et al., 2011). At the
time, this may be because children with more siblings are more likely to be exposed to
conflict and violence in the home, resulting in ACEs exposure.

The study found that unemployed adults were more likely to have experienced
ACEs than employed adults. These findings can be explained by the negative impacts of
ACEs occupational functioning as mentioned earlier (see Hughes et al., 2016; Nurius et al.,
2015). Apart from these factors, lower socioeconomic status and middle-class families
were found to be more likely to experience ACEs than children from high-income families.
Socioeconomic status has had an important relationship with the presence of high
numbers of childhood adversity (Benjet, 2010; Benjet et al., 2010; Campbell et al., 2016).
A significant number of individuals in Bangladesh are experiencing financial difficulties
(Riaz, 2022). At the same time, middle-class families are the more representative group in
our society. Being in a middle-class family in Bangladesh is challenging due to the already
existing economic pressure, on the other hand, the demand to prove the worth in everyday

life, as well as facing limitations in social and cultural articulation. Middle-class families are
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also seen to prioritize certain needs (i.e., education) for their children, which might result
in maltreatment in the family.

It is crucial to remember that these results are correlational, and it is plausible that
other factors, such as personality or genetics, may account for the association between
these traits and ACE exposure. The results of this study, however, indicate that these traits

could be significant risk factors for ACE exposure.

Relationship Between ACEs and Adult Mental Health

The study explored the relationship between ACEs and adult mental health
outcomes. ACEs correlation with six of the mental health outcome measure indicated
highly significant correlations between ACEs and mental health measures, ranging from r=
-.43 (QoL_Psychological Health) to r=+.52 (SRQ). The findings showed that the higher the
ACEs, the higher the scores on the psychosomatic severity scale (see Table 3.4). The results
also showed a substantial negative association between ACEs and five additional mental
health outcome variables (physical health, psychological health, social relationships,
environmental health, and well-being).

Again, to explore the relationship of 16 ACEs for both the clinical and non-clinical
population with each of the above-mentioned six mental health outcome measures that
revealed significant differences in mental health measures between individuals who
reported ACEs compared to those who did not (see Table 3.5 to Table 3.10).

Furthermore, to explore the relationship between the cumulative exposure of ACEs
with the mental health outcome, the findings confirm a possible dose-response effect on
mental health outcomes that was measured by five of the variables measured (SRQ, well-

being, Substance use, Risk behavior, self-harm and suicide); as the number of adversities
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increased, the odds of reporting poor mental health status also increased. Specifically,
three or more ACEs predicted a higher risk of mental health symptoms measured by SRQ,
a higher risk of substance use, risk behavior, self-harm and suicide, and a lower level of
well-being. In the earlier study, when Felitti et al. investigated the outcome of ACEs (Felitti.,
1998), they discovered the dose-response relationship between the number of ACEs and
myriad outcomes. They reported that individuals with four or more ACEs showed increased
risk for drug abuse and alcoholism, and suicide attempts. A study that analyzed multiple
sources of data found that those who had experienced at least four ACEs were about four
times more likely to experience mental distress or disorders (Hughes et al., 2017).

Likewise, people with three or more ACEs had up to four times the risk of exhibiting
psychological symptoms than those who reported zero. This is consistent with the previous
research that reported that three adversities were associated with four times the risk of
mental health concerns (Anda et al., 2006; McKee-Lopez et al., 2019; Subramaniam et al.,
2020) and as the number of ACEs increased, the likelihood of experiencing mental health
symptoms and disorders also increased. The findings from these studies provide strong
empirical evidence for the association between ACEs and adverse mental health outcomes.

Other mental health outcomes also follow the same trend that experiencing three
and more ACEs are at higher risk of self-harm & suicide and substance abuse. The only
exception is seen for risk behavior. That is four and more ACEs that risk a person engaging
in unhealthy lifestyles than those who have no exposure to ACEs.

On the other hand, well-being decreases as the ACEs expand, and it is 0.24 times
more for those experiencing 3 ACEs than those who reported no exposure to these
negative events during childhood. It has been demonstrated that ACEs have a detrimental

effect on general wellbeing. In terms of factors like life satisfaction, happiness, and general
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functioning, higher ACE scores are linked to poorer levels of self-reported well-being
(Brown et al. 2009).

This study also showed that those who had three or more ACEs had a considerably
increased risk of suicide and self-harm; people who had four or more ACEs had a 12.54-
times higher chance of self-harm and suicide attempt. These findings are congruent with
previous studies that underlined the effects of ACEs on future suicide (Pournaghash-
Tehrani et al., 2019; Campos et al., 2013; Castellvi et al., 2017; Enns et al., 2006; Mortier
et al., 2017). Pournaghash-Tehrani et al.'s study specifically found that individuals who
experienced more than 3 ACEs were at a significantly higher risk of suicidal outcomes.

The study also found that experiencing 2 or more ACEs is significant in rising
individuals to substance use and this risk is more than 19 times high with respect to those
who have never experienced any of these negative events. Studies have already shown
that ACEs can lead to various challenges in adulthood, such as smoking, alcohol and drug
misuse (Ford et al., 2011; Dube et al.,, 2002; see Reingle Gonzalez et al., 2018). For
example, individuals who have experienced at least four ACEs are more than twice as likely
to engage in these activities than those who have not exposure to ACEs (Hines et al., 2023;
Hughes et al., 2017).

In addition, the current study discovered that those who have had four or more
ACEs had a greater probability of engaging in risky behaviors than people who have not.
This finding supports the very recent research that has also revealed that experiencing
three or more ACEs can lead to risky health behaviors in younger individuals and teenagers
(Maurya & Maurya, 2023). A dose-response association between ACEs and the rise in
risky behaviors and morbidity in adulthood has been suggested in prior research. The

findings of these studies (Chang et al., 2019; Gilbert et al., 2015; Soares et al., 2016) are in
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line with the preset study findings. As the number of adverse childhood experiences
increases, engaging in risk behaviors also becomes more prevalent.

It is difficult to pinpoint the exact causes of this relationships, but they most
certainly include a variety of factors, such as how stress and emotion management affect
the brain's development and function, which makes issues with mental health more likely.
Poverty, unemployment, and homelessness might raise the likelihood of mental health
issues due to ACEs. In a developing country like Bangladesh, it could be surmised that
people may have become more exposed to these types of negative experiences, partly
because of poverty and its social concomitants. However, the development of certain risk
behaviors can also be attributed to important sociocultural factors. For example, peer
influence plays a significant role in smoking and the use of substances (Ramiro, 1999).

In addition to examining the effects of particular ACEs on mental health outcomes,
the study sought to establish a link between particular ACEs and potential adult-stage
mental health problems. This study has focused on analyzing the long-term health effects
of ACEs during adulthood and has also assessed the distinct impacts of each ace
component. Among the 16 sub-domains of ACEs that have been discussed, emotional
neglect, sexual abuse, family substance use, family mental illness, domestic violence,
witnessing violence community, collective violence, racism & discrimination, and
migration issues have revealed their impacts on mental health outcomes in the current
analysis. More appropriately, five categories of ACEs, which include emotional neglect,
sexual abuse, family mental iliness, collective violence, racism & discrimination have been
found to have varying effects on mental health outcomes. These results are in line with
previous research on these topics (Campbell et al., 2016; Chang et al., 2019; also, Leung et

al., 2016).
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The results of the subsequent study revealed notable correlations between adverse
experiences and their effects on outcomes related to mental health, particularly wellbeing
and psychological severity. ACEs have an effect on a person's wellbeing. Specifically,
emotional neglect, exposure to collective violence, and encounters with racism and
discrimination were identified as factors that significantly heightened the likelihood of
well-being issues. The role of childhood emotional neglect is significant. Even a very recent
study on the impact of ACEs revealed that childhood emotional neglect, along with other
forms of maltreatment was significantly associated with certain mental disorders
symptoms (Cheung et al., 2023).

In addition to the exploration of relationships, an attempt was made to explore the
role of certain potential mediator variables that were affecting these relationships, which
was the third objective that needed to be met. Mediating factors on the relationship
between ACEs and mental health outcomes. In determining the course of mental health,
these variables are crucial. the mediating role of multiple mediating variables are to be
considered (e.g., Resilience, Social-support, and Self-esteem) independently and at the
same time. All the models established that the direct effect of ACEs on mental health
outcomes is significant; that is ACEs' impacts on mental health in the adult stage of life is
significant.

These results imply that resilience, social support, and self-esteem somewhat
mediate the link between ACEs and mental health. In other words, ACEs can lead to poorer
mental health through the pathway of reduced resilience, poor social support or lowered
self-esteem. That is these three factors are important factors in protecting against the

negative effects of ACEs on mental health.
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Resilience is the capacity of dynamic systems to withstand or recover from
challenges to their stability (Masten, 2011). These findings are congruent with the finding
that revealed that resilience resources mitigated the impact of ACEs (Bethell et al., 2014;
Logan-Greene et al., 2014; Howell et al., 2017). This is also true for social support. For
instance, both Tsai et al. (2015) and Panisch et al. (2020) reported that social support
mediated the connection between severe mental disorders. The study also reported the
role of ACEs on lower self-esteem that self-esteem mediates the adverse impacts of
maltreatment (Kim et al., 2022; Chartier et al., 2009; Kim & Cicchetti., 2006).

However, after conducting several mediational analyses at a time, it was found that
resilience and social support partially mediated the connection between ACEs and mental
health. Yet, self-esteem was not observed to have any mediating effect on the relationship.
The study did not discover a significant direct effect of ACEs on self-esteem or a significant
indirect effect of ACEs on mental health through self-esteem. There are a few potential
explanations for this. One possibility is that self-esteem is not as important a factor in
mediating the relationship between ACEs and mental health as resilience or social support.
This could be because self-esteem is not so stable as the other two, and is more easily
influenced by other factors, such as feedback from others, than resilience or social support.
Another possible reason is not controlling for other factors that could influence self-
esteem, such as age, gender, or other socioeconomic status or parental education.

Finally, to explain the impacts, the connection between specific aces and overall
mental health outcomes were explored. The study findings indicated that among the total
16 sub-domain of ACEs, participants reporting emotional neglect, parental substance

abuse, exposure to collective violence, racism and discrimination, and witnessing violence



IMPACT OF ADVERSE CHILDHOOD EXPERIENCES ON ADULT MENTAL HEALTH 85

towards the mother demonstrated elevated probabilities of presenting psychological
severity, as assessed through the use of the SRQ.

Among the different forms of childhood maltreatment, childhood emotional
neglect is the most frequently reported ACEs observed in different cultures (Sethi et al.,
2013; Vanderminden et al., 2019; van Berkel et al., 2020). The study also reported that the
severity levels of emotional neglect during childhood have a significant negative impact on
one's well-being (Chidambaram et al., 2023; Di Paola & Nocentini, 2023). A correlation
exists between emotional neglect and prevalent mental disorders (Saad, 2023; Wang et
al., 2023).

Furthermore, participants who disclosed experiencing sexual abuse were more
likely to engage in self-harm and health-risk behaviors. This is consistent with the findings
sexual abuse during childhood is responsible for self-harm and suicidal attempts
(Gladstone et al., 2004; Mossige et al., 2016), and engaging in diverse forms of risk behavior
(Olley, 2008; Lawrence et al., 2023).

The presence of mental illness within the family and substance abuse within the
family were also linked to heightened instances of self-harm and suicide among the
participants. A family history of mental iliness during childhood has a significant impact on
the likelihood of engaging in nonsuicidal self-injury and making suicidal attempts.
(Guvendeger Doksat et al., 2017; Predescu & Sipos, 2023). The study also reveled that both
parental substance use was linked to a 2.09 times higher likelihood of their child engaging
in any drug use (McGovern et al., 2023). Exposure to childhood domestic violence is linked
to poor mental health and suicide risk (Sharratt et al., 2022).

Furthermore, the present study findings revealed significant role of the two forms

of violence, namely community and collective violence. Exposure to violence in the
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Community has been found to increase the odds of engaging in smoking and substance
use, a negative form of coping behavior. Previous studies also mentioned that both
exposure to violence in the community and collective violence are associated with an
increased risk of different types of substance misuse (Harper et al., 2023; Van Zyl et al.,
2023). Additionally, the current study found a connection between collective violence
exposure and wellbeing difficulties and mental health issues, with those who experienced
collective violence having a 2.77 times higher likelihood of experiencing mental health
problems and well-being issues. Collective violence can harm mental health and well-being
and is affected by social and political surroundings (Helbich & Jabr, 2022). Differing
ideological stands resulting in collective violence in Bangladesh, including political unrest,
strike, and other warlike violent incidents frequently (Fink, 2010).

In addition to the impacts of the already presented conventional ACEs, migration
issues emerged as a significant risk factor, augmenting the likelihood of self-harm and
suicide. It should be noted that among the three forms of extended childhood adversity,
31.5% revealed migration issues, although racism and discrimination and childhood
exposure to the family financial crisis were not the most frequently reported, but it is
demonstrated that migration issues and racism and discrimination have an important
impact, especially on the mental health of the participants. This agrees with the ACE model,
which explains the existing intra-connection of adversities and their impacts on individuals
(Kalmakis & Chandler, 2014). Previously, numerous studies have also documented the
impact of racial discrimination on mental health (Cave et al., 2020; Paradies et al., 2015;
Priest et al., 2013). For example, Lee and Ahn (2011) conducted a study that discovered

that the effects of discrimination on mental health were statistically significant among the
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Asian samples. Racism and leading discrimination are held responsible for suicidal risk
(Keum, 2022; Vance et al., 2023).

Future research about how to better understand this link between psychological
stressors and health consequences is needed, as well as the understanding of mediating
and moderating factors on this effect. The study focused on assessing how each category
of ACEs affects an individual's mental health outcomes in adulthood. As far as is known,

this is the first study on ACEs and their impact on adult mental health in Bangladesh.

4.1 Limitations of the Study

The current study does have some limitations. The study used a cross-sectional
design and employed a purposive sampling technigue which limited its ability to establish
cause-and-effect relationships, thus restricting the generalizability of the findings beyond
the sample.

Additionally, the childhood adversity experiences of the participants were
measured using retrospective ACE measures; retrospective data may have been subject to
recall bias. A prospective as well as longitudinal study may assist in better understanding
the factors contributing to the worsening of mental health outcomes related to ACEs.

Moreover, the study's sample size is a limitation that hinders the ability to
generalize the findings to the broader population of Bangladesh. A representative larger
sample would help make causal inferences.

Another limitation is for recruiting the clinical sample; the study only included
patients from a single hospital located in Dhaka. However, it is the only Mental Health
institute in Bangladesh playing a crucial role in the country's mental health program.

Moreover, patients from various regions of the country seek treatment at this hospital.
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Additionally, we conducted interviews with a substantial number of neurotic patients who
attended the hospital during the research period. Although the study's subjects may not

entirely represent Bangladesh, they provide some insight into the country's population.

4.2 Strengths of the Study

The current study contributes to understanding the impact of ACEs on mental
health in Bangladesh, a middle-income nation. It analyzes ACE-1Q and ACE-related factors,
highlighting the cumulative effects of ACEs on adult mental health. This research has
various strengths that enhance its overall quality.

First, the utilization of clinical and non-clinical samples expands the relevance of
the results. Clinical samples are frequently used in mental health research because they
are more likely to have encountered trauma or other ACEs, limiting the generalizability of
findings to the general population. Using both Clinical and non-clinical samples assured
that the findings have applicability to a wider range of individuals.

Second, using multiple mental health measures helped assure that the study's
findings were not attributable to a single measure. We used SRQ 20, the Well-being
measure, and Quality of life to assess the participants' mental health outcomes. The
various methods utilized in this study provided a more complete overview of an
individual's mental health condition.

Furthermore, utilizing comprehensive ACE measures enables the identification of a
broader spectrum of experiences that can potentially affect mental health negatively. The
ACE-1IQ assessment tool, in particular, assesses a wider range of adverse childhood
experiences compared to traditional ACE measures. Moreover, using Extended ACE items,

i.,e., racism and discrimination, and poverty, allowed to get a complete understanding of
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the participants' experiences and thereby contributed to a more accurate evaluation of
their mental health status.

Finally, exploring mediation effects helped us understand how ACEs affect mental
health through other factors like resilience and social support. This gave insight into the
mechanisms behind mental health issues caused by ACEs. Several strengths of the current
research have contributed to its overall quality which has Implications for research and

clinical practice

4.3 Implications for Research and Clinical Practice

The study's findings can be useful for a wide range. First of all, it has been found
that ACEs are pervasive and may have a detrimental effect on mental health and well-
being, regardless of their demographic background. These effects serve as practical
indications for psychosocial and mental treatments. So, countrywide prevention efforts for
ACEs need to be undertaken.

Second, it is necessary to increase education and awareness on ACEs, their effect
on mental health and well-being, and measures to prevent them. Education and awareness
campaigns will also assist in reducing the stigma attached to ACEs, thus will make it simpler
for people to get the appropriate support they need.

Third, early support and intervention can help people in Bangladesh avoid ACEs'
long-term effects. This may involve assisting families in creating a healthy family
environment, offering mental health care to children in need, and training professionals to
extend support to wider populations. For instance, educational institutes and programs

may be crucial in spreading knowledge about ACEs, parenting programs can help parents
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raise their children in a loving atmosphere, and counseling can help ACE survivors deal with
their impacts and learn positive coping mechanisms.

Additionally, studies have reported that although ACEs are avoidable, it is
imperative to expand the programs that foster resilience, self-esteem, and other
protective factors among an individual, which will significantly assist individuals in dealing

with stress and adversity.

4.4 Recommendations from the Present Study

Although it is known that ACEs have potentials to negatively impacts health and
well-being, it is crucial to emphasize that ACEs are neither predetermined nor inevitable;
they are preventable. There are the recommendations for further research on the impact
of ACEs on adult mental health in Bangladesh:

First, promote further research. More ACE research in the context of Bangladesh is
needed since the current body of work is too small. Future studies may concentrate on a
bigger sample size with more diverse populations, including persons from various
socioeconomic origins, racial and cultural groups, and geographical locations.

Second, along with cross-sectional research, the longitudinal study can be done to
monitor the impact of ACEs on adult mental health across time. This would be helpful in
understanding how ACEs can result in enduring mental health issues in later life.

Third, Finding protective factors that aid in the prevention of potential impacts is
necessary, too. Additionally, comparative research can assist in determining the precise
impact of ACEs in Bangladesh. For instance, researchers could assess the mental health of
those who experienced ACEs in Bangladesh and that of those who did so in other nations,

which would make it easier to pinpoint potential contributing elements to the impact of
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ACEs in Bangladesh. These suggestions could increase our knowledge of how ACEs affect

adult mental health in Bangladesh.
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CONCLUSION
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Conclusion

This study findings reflects on how adverse childhood experiences (ACEs) affect
adult mental health outcomes in Bangladesh and thus provide evidence to support the
need to address this issue. The importance of this phenomenon is highlighted by the large
proportions of clinical and non-clinical sample who report experiencing at least one
adversity and the prediction that a significant number of them who are facing
psychological difficulties might have experienced three or more ACEs. The objectives of
the study, from assessing prevalence and relationships among ACEs and mental health
outcomes to exploring potential mediators and exploration of specific ACE categories,
illustrate the complex interplay between early life adverse experiences and later
psychological well-being, revealing the far-reaching impacts of ACEs on mental health.

The study employed a cross-sectional survey design that included both clinical and
non-clinical participants recruited from Dhaka, Chottogram, and a tertiary hospital in
Dhaka city. Inferential analysis revealed the impacts of ACEs (retrospectively reported) on
the mental health outcome of adult individuals.

The findings indicated that emotional neglect, domestic violence, and exposure to
collective violence were among the most prevalent ACEs, and clinical participants reported
higher ACE exposure than non-clinical counterparts. The findings reveal the profound
influence of ACEs on mental health parameters, including psychological symptoms and the
four quality-of-life domains. ACEs has also been demonstrated to significantly risk
psychological distress, substance abuse, risk behavior, self-harm, and reduced overall well-
being. The positive association between ACEs and psychological characteristics and the

subtle association with well-being highlight the impact of adverse childhood events.



IMPACT OF ADVERSE CHILDHOOD EXPERIENCES ON ADULT MENTAL HEALTH 94

Identifying mediation pathways through factors like social support, resilience, and self-
esteem emphasizes potential areas for intervention and support. The analysis of certain
ACE categories offers valuable knowledge on the adversities that most significantly predict
negative outcomes, such as emotional neglect, collective violence, and exposure to racism
and discrimination. Moreover, explaining the extended ACEs adds to the need for culturally
appropriate interventions.

These issues call for the development of policies and interventions aimed, first and
foremost at preventing ACEs and further reducing the impact of childhood adversity.
Understanding the complex mechanism through which ACEs impact mental health will
enable all who are working to promote better mental health to work together to create
comprehensive strategies that emphasize developing resilience, strengthen social support
networks, and ultimately enhance the well-being of those who have faced such adversity.
The processes supporting the mediating variables found in this study may be further
explored in future research. Moreover, longitudinal studies could provide valuable insights
into the long-term trajectories of individuals who have experienced ACEs and the evolving
nature of their mental health outcomes. Further research should also look at the
effectiveness of early interventions to lessen the effects of ACEs and the exploration of
culturally relevant solutions.

In summary, this research sheds light on the complex relationships between ACEs
and adult mental health outcomes in Bangladesh. Proper mental health and well-being
support may be ensured by detecting, understanding, and intervening the occurrence of
ACEs. Which would be related to ensuring a better future for those individuals and

communities affected by early adversity.
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Appendix B

Self-Reporting Questionnaire (SRQ 20)
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Appendix C

WHO QOL Brief -26
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Appendix D

WHO (Five) Well-Being Index (1988 version)
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Appendix E

ACE-IQ Bangla Version

IS LR GT] AT G Tor® Sfoese! T=HAFe | wdfe W=/ 2le3TF REF TR (0-Sb I=F
FACT) QST T R |

STE GICAR SR b =T FPTRENT G, I S (@O et | 3}:: TR

GoTReT R O e g 1

N AR IR A SfCeRS & wEAaE T A gPvel ete | S N 8 ¢
QTS ?

R | SR B A IS T QG S AN oo ioee ¢ | 2 8 ¢
R Fow" Q-1 A SAfCSRF T T (&I 76 e 52

O | ielfy FOB! Sed FECRT (@ AN 4¥, Tifee «Afiew, e | ° 2 8 ¢
e, SRR 14, Sizefore Twiwel, I SHA @ o 1 icEhe
(AT TR FCET AMANIE A A AR AHAT el [AACR ?

8 IR ARRIE F T FRCT AR WO silece v | ° R 8 ¢
AR AW @7el FECe! A (&I (@R A[E IW Meel?

¢ | oA R e ARRICT TG 200 @RI (I AT NSRS Ty 1 (PN QR IE | [ > = | 2w
feet?

Y AT 6 @ A1 T 200 @A (I MR gl AP wg v Tl | [ s =i 2=
e Jt S St @1t e ?

q AT 6 oIt AN (@ AT AL T FCeRe [ S (@ TG S | | s | =y Bk
[RISIFGCE

v QI 6 S 2R @ AT AR (T TS (€00 APE ©fform A1 F1e w4 | [ 3 [=1 [ 2]
T (A RISCS ROARE 2

> @ 6 ZEA0R (@ A T ! @ ARRIE (@ TN T @R B A | [ s =y [
FICSE ST (AF SoRM Bl 20S (A ?

So | SR TN Wy FCA o worRifY 1 etz foven 2R BEEERE

S | SomIE M, AR A (@ TSI 6 W At sl am

3| (TS A FISIS 2 P S G AANCE oA Q- A WA @ IR | [ s | [
(TF W fiftey ACe TRCR?

QAT GICAT ERT Sbr IR JRETFIENT TN, I WA (UG T %rerev o | e | awm ?g

SO | O TR [ @ Ky [ IR A ACGS A IR A SHAOSRH N N © 8
IAIE S AR A2

38 | R I A SfCoRS [ AfeRe Areod (T IS AR N N © 8
FRC AANCE AT FACO | T 70 TARA {22

e | O TR B @ SN IQI- A SAfCSRE AT FCE A R S N © 8

T A TS BB O S FACS AIACO 2

132




(30-3b) SFITS] LT QX [FF 7777 T TH7 7= 20k [ AT SA=IF TS ST T (TR P | 9 TH7

T 1 a1 R N < N o B S [ o s o L e - e [ T Y [

QAT GICAT ERT b IR JRETPIENT TN, I A ([T T %o S DN — mgﬁ

Sy | Sl fF S IRI-T ] ARRIEE T @I TS P, (GBI, N © 8
afiferaiieter, A AT PR 200 ATATRA i BTACR 2

3 | S fF SR IR [ ARRIEE 99 (@ TMAE 5, 218, > © 8
#if, g1 A K (4TS AT A STAC=A 2

S | ST 6 SsieIE II- A1 ARRIER W9 (I Ao (@, w119, B, > © 8
P TN AT NS (AT I TS Z0S (ATATES Al G ?

(35-30) ATTS] eperen SN AT X6 AN 5% 4152 far I <oy fae 7 2canm |

AT G ERT Sbr IZT JFPPIENT TN, TR A ([T Cofzrerers i | e | mﬂzgﬁ’

35 | PR IR, wfoeRS A ARRIEE W (@9 WIr [ SiewE s > © 8
o, OB TR A TATE A AT I AATH-TAS
AR ?

0 | R I[N, AFGSRS Il 2ARRIE T (& 9o [ FAT0E (=0T N © 8
B ST A I (AF @ FE MERER A& @ (@ g
[SIEGRH

QY | TR I[N, SRS Al ARRIEE T (FIF 5o [ A1 5, > © 8
g, i, g1 At W e

| N AEI-N, SO [l ARRIER O (& 7o 6 FACE] A4S N © 8
@, A, B, DI T [ex SIere SR A1 F© (ofd IR ?

0 | W BiftRrew W1 O SIS (O fF APIE @S o FErR A > © 8
GG TR ?

8 | SR SR AGS (FO [ NS M@ o 2 @weid =onf > © 8
FRCEACR?

¢ | R 2R Prm (T S SR A @ TPAR(CR, A A @A > © 8
AR IR (BB IR 2

QY | (T F TR TRIA [7Prm IR A @ AP ([0, #I A @ > © 8
70) FCACR?

(29) 777! 25 SreF ([@US 8o TSR IR (Bullying) @3 Sfes 5799 | 397 G I 9FveT Jfe
I (P Jfere A A SRS (I PR 90T I ©IF AL AR I NS T W59 A O ok
FET 27 | GRITIS , (I JfeTP FASFOIT 6% TOre P4 I GUr T ETPOI (FIPE (AT % (AT -7 772
e ST oI |

OCF I &R GF2 ¥ T AR 72 e (@I JAICT B FIGIPIG I 712 PCF ORI ILT© (BICD
3T GO P O%F ©f R 77 |

R4

AT GIRCAT &R Sbr JRF PPN TN, I WA ([ | s

BIferers F© T WA 12 @ e 2reT?

CEEIE

TR T
8

133




() 78} 235 TTOIR JT AN FoACF: 7o FIRFIR 2 I TN e 97 PO e T 76T
SIS fo7& 23 O/ I @12 JT NIFINIE 90T |

W

QAT GRS QR Sb- J=F JRETRIENT ST, T A (T

AT

FAAR T
8

(35-03) [N067 ePerer g AHg a7 1 967 7= a1 S cribeaea AN AfStaN It AR
STATCH IOCS (MCACRA Il SCNCRS (S12//77 77 AR (GIfere7, feeqr e r c@fesre 77) |

AT GICTT SR Sbr JRT PPN SN, IRF A ([T

1 AR ?

AR | IR | @]T | FIER T
BIfRreTE
S | AN T IWI FIECF T (TS ACARA T TR 2 N N 8
vo | Sl 5 BT FiCre FHFIAre 2o A wfeilam =2 @At A S ] 8
TR ?
0y | il 5 IWE FISE @ A IS @ A K 70O ACATA N N} © 8

(93-9¢) T3 Qe e T Tre (TR G3 weTe AfRRITe! WARRS 17 W qeae I@, Tt

FNRIG , AGLAOF T GO T7, FITSST, G- G, @, (o7 e woer onfer g5 |

WWMWWW@WW,WWW SN | [P p———

O | G (P IO AR 4 0T FAE [ FANS o= (FiLle N 2 © 8
oIt 74T e AR ?

0O | G (FF O AfeFre FAE! F AN FreiTre e, N Q © 8
RO I FOAG T A2

08 | Sl 5 @1l Sifer!, IqPART I IACETA @I KR A LR > N © 8
R TR ?

O¢ | SNPFR AR @ 5o I AT (@I Ig-3%< 6 G, 2ffer!, N N © 8
IR AN IAGOE 711 R 3 =S =@ 2

A21. ST QAT Q=T b IZF FFETRIENT FNCH, T A (T |47 AR | AR | SRS W | ©F | (& O

BofRrery SR ARAET ST Sfafes s[1g/-Rfefe @ JRNe T

fezTe ) © 8 q

A22. (BRI AT S #ifsaicas (Sifde) o=y e 0T |47 woes| wrigs | sede W | e | Y9 iR

&8 fere? FIERe W

N © 8 ¢

134




Appendix F

Frequency Scoring Method for ACE- IQ

[ltems are scored based on the frequency of the ACE. Participant must respond with one of
the bolded responses in order to receive one for that category.]

ACE Category

Written Question

1. Emotional Neglect

2. Physical Neglect

3. Emotional Abuse

4. Physical Abuse

5. Sexual Abuse

Did your parents/guardians understand your problems or worries?

[Rarely or never]

or

Did your parents/guardians really know what you were doing with

your free time when you were not at school or work?

[Rarely or never]

1. Did your parents/guardians not give you enough food
even when they could easily have done so?

[Many times]

or

2. Were your parents/guardians too drunk or intoxicated by
drugs to take care of you?

[Many times]

or

3. Did your parents/guardians not send you to school even
when it was available? [Many times]

Did a parent, guardian or other household member yell, scream or

swear at you, insult or humiliate you?

[Many times]

or

Did a parent, guardian or other household member threaten to,

or actually, abandon you or throw you out of the house?

[Many times]

Did a parent, guardian or other household member spank, slap,

kick, punch or beat you up?

[Many times]

or

Did a parent, guardian or other household member hit or cut you

with an object, such as a stick (cane), bottle, club, knife, whip,

machete, etc.?

[Many times]

Did someone touch or fondle you in a sexual way when you did not

want them to?

[Any affirmative response]

or

Did someone make you touch them in a sexual way when you did

not want them to?

[Any affirmative response]

or

Did anyone attempt to have sexual intercourse with you, when you

did not want them to?
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ACE Category

Written Question

6. Living with Substance
Abuser/ Household
substance abuse

7. Living with household
member who was
mentally ill or suicidal

8. Living with household
member who was
imprisoned

9. Parental
death/Separation

10. Domestic Violence

11. Bullying

12. Witnessed
Community Violence

13. Exposure to war/
collective violence

[Any affirmative response]

or

Did anyone have sexual intercourse with you, when you did not want
them to?

[Any affirmative response]

Did you live with a household member who was a problem drinker
or alcoholic, or misused street or prescription drugs?
[Yes (1)]

Did you live with a household member who was depressed, mentally
ill or suicidal?
[Yes (1)]

Did you live with a household member who was ever sent to jail or
prison?
[Yes (1)]

Were your parents ever separated or divorced?

[Yes (1)]

or

Did your mother, father, or guardian die?

[Yes (1)]

Did you see or hear a parent or household member in your home
being yelled at, screamed at, sworn at, insulted or humiliated?
[Many times]

or

Did you see or hear a parent or household member in your home
being slapped, kicked, punched or beaten up?

[Few times or many times]

or

Did you see or hear a parent or household member in your home
being hit or cut with an object, such as a stick (or cane), bottle, club,
knife, whip etc?

[Few times or many times]

Were you bullied?

[Many times]

Did you see or hear someone being beaten up in real life?

[Many times]

or

Did you see or hear someone being stabbed or shot in real life?
[Many times]

or

Did you see or hear someone being threatened with a knife,
machete, or gun?

[Many times]

Were you forced to go and live in another place due to any of these
above events?

[Any affirmative response]

or

Did you experience the deliberate destruction of your home due to
any of these above events?
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ACE Category

Written Question

14. Physical fight*

[Any affirmative response]

or

Were you beaten up by soldiers, police, militia, paramilitary, or
gangs?

[Any affirmative response]

or

Was a family member or friend killed or beaten up by soldiers,
police, militia, paramilitary, or gangs?

[Any affirmative response]

How often where you in a physical fight?

[Many times]

Scoring for the ACE Extended categories

ACE Category

Written Question

15. Racism/
Discrimination

16. Food insecurity

17. Migration issues

18. Family financial
problems/poverty

How often did you feel that you are discriminated due to race,
ethnicity, skin color, language, accent, or country/culture of origin?
[Always or Most of the time or sometimes]

How often did your parents/guardians cut the size of meals or skip
meals because food was not available?

[sometimes, often, or very often]

Did you live in a household where a household member had to leave
the country either to live or work?

[Yes (1)]

or

Did you live in a household where you feared a household member
would be forced to leave the country they were living or working in?
[Yes (1)]

or

Were you ever separated from your caregiver for a long amount of
time due to migration?

[Yes (1)]

How was your family's economic/financial situation?

[poor or very poor]

* ACE Category that are not individually scored
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Appendix G

ACE-IQ Domains and Categories

ACE Total Question ltems
Category items No.
Childhood Maltreatment [ 13 items]
1. Emotional 2 items 1 Did your parents/guardians understand your problems
Neglect or worries? and
2 Did your parents/guardians really know what you were
doing with your free time when you were not at school
or work?
2. Physical 3 items 13 Did your parents/guardians not give you enough
Neglect food even when they could easily have done so?
14 Were your parents/guardians too drunk or
intoxicated by drugs to take care of you? and
15 Did your parents/guardians not send you to
school even when it was available?
3. Emotional 2 items 19 Did a parent, guardian or other household member yell,
Abuse scream or swear at you, insult or humiliate you? and
20 Did a parent, guardian or other household member
threaten to, or actually, abandon you or throw you out
of the house?
4. Physical 2 items 21 Did a parent, guardian or other household member
Abuse spank, slap, kick, punch or beat you up? and
22 Did a parent, guardian or other household member hit
or cut you with an object, such as a stick (cane), bottle,
club, knife, whip, machete, etc.?
5. Sexual 4 items 23 Did someone touch or fondle you in a sexual way when
Abuse you did not want them to? and
24 Did someone make you touch them in a sexual way
when you did not want them to? and
25 Did anyone attempt to have sexual intercourse with you,
when you did not want them to? and
26 Did anyone have sexual intercourse with you, when you

did not want them to?

Family/ Household Dysfunction [ 8 items]

6. Living with
Substance
Abuser/
Household
substance
abuse

7. Living with
household
member who
was mentally
ill or suicidal
8. Living with
household
member who
was
imprisoned

1 item

1 item

1 item

5

Did you live with a household member who was a
problem drinker or alcoholic, or misused street or
prescription drugs?

Did you live with a household member who was
depressed, mentally ill or suicidal?

Did you live with a household member who was ever
sent to jail or prison?
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Domain ACE Total Question Items
Category items No.
9. Parental 2 items 10 Were your parents ever separated or divorced? and
death/Separat
ion
11 Did your mother, father, or guardian die?
10. Domestic 3 items 16 Did you see or hear a parent or household member in
Violence your home being yelled at, screamed at, sworn at,
insulted or humiliated? and
17 Did you see or hear a parent or household member in
your home being slapped, kicked, punched or beaten
up? and
18 Did you see or hear a parent or household member in
your home being hit or cut with an object, such as a stick
(or cane), bottle, club, knife, whip etc?
Violence Outside the Home [8 items]
11. Bullying 1item 27 Were you bullied?
12. Witnessed 3 items 29 Did you see or hear someone being beaten up in real
Community life? and
Violence 30 Did you see or hear someone being stabbed or shot in
real life? and
31 Did you see or hear someone being threatened with a
knife, machete, or gun?
13. Exposure 4 items 32 Were you forced to go and live in another place due to
to war/ any of these above events? and
collective 33 Did you experience the deliberate destruction of your
violence home due to any of these above events? and
34 Were you beaten up by soldiers, police, militia,
paramilitary, or gangs? and
35 Was a family member or friend killed or beaten up by
soldiers, police, militia, paramilitary, or gangs?
14. Physical 1item 28 How often where you in a physical fight?
fight*
Extended ACEs [ 6 items]
15. Racism/ 1item 3 How often did you feel that you are discriminated due to
Discrimination race, ethnicity, skin color, language, accent, or
country/culture of origin?
16. Food 1item 4 How often did your parents/guardians cut the size of
insecurity meals or skip meals because food was not available?
17. Migration 3 items 8 Did you live in a household where a household member
issues had to leave the country either to live or work? and
9 Did you live in a household where you feared a
household member would be forced to leave the country
they were living or working in? and
12 Were you ever separated from your caregiver for a long
amount of time due to migration?
18. Family 1item A21 How was your family's economic/financial situation?
financial
problems/pov
erty

* ACE Category that is not individually scored
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Appendix H

Connor-Davidson Resilience Scale 10 (CD-RISC-10)

o 3 N eI fesa [gfoufrs s sy web g ©f 63 (V) oz e s s |
W (@ O TS T qE ACE SE O AR AN o0 AR (A ASq FACS 6
v @ Tk v T |

R | )| W | gk | am

Jor A | IR | W | wey | W

o7 | ey I

ey

. | oS sife=se= st e/t fee srww/sif o > 3 © 8

Q. | SINR At S @@ REER M Wi (e Fhce o N Q © 8

“fifq

©. | SIS T4 @ TR AT o ReameE® TwR/Abwed | o > N © 8

< @@ MAR B3 I

BT 0 (IR e [Neees =ife e sace N o N 3 © 8

¢. | SPIESl, TS Al S W AN S AW Tl S o 5 2 © 8

frta STIR eqel (ARIR |

b, | I et 7 feife ot sieg ofS <= =%y o N 3 © 8
T ST FACS TN

Q. | BICoR ey (T, S w103 wifnet if @3 =448 oIt fowl o N 3 © 8
3

b, | S IR wRl e feeoTiiee 23 A o > ] © 8

oify e aFee Wfere e e e s, 399 o N o © 8
G R[Sy Bitae @3 AR T (ifE S

vo.| WY GICa WMo WA F3i@as Spe @=+- R, o > N © 8
O, 9= RECE AN MCs 7%y

140



Appendix I

Connor-Davidson Resilience Scale 10 (CD-RISC-10) ©

initials [ 1] o IO date I VO VOICIC] wvisit[ 1] age [ ][]

Please indicate how much you agree with the following statements as they apply to you over the last month. If a

particular situation has not occurred recently, answer according to how you think you would have felt.

not true
at all
)
1. |am able to adapt when changes occur. O
2. | can deal with whatever comes my way. |
3. |l try to see the humorous side of things when | am O
faced with problems.
4. Having to cope with stress can make me stronger. |
5. Itend to bounce back after illness, injury, or other ]
hardships.
6. | believe | can achieve my goals, even if there are |
obstacles.
7. Under pressure, | stay focused and think clearly. O
8. | am not easily discouraged by failure. |
9. 1think of myself as a strong person when dealing ]
with life’s challenges and difficulties.
10. | am able to handle unpleasant or painful feelings like |
sadness, fear, and anger.
Add up your score for each column 0

Add each of the column totals to obtain CD-RISC score

rarely
true

@)
O

O o0oooOoodgnon

sometimes
true
2

O

0 I I A I

often
true
(3)

O

O o0oooOoodgnon

true nearly
all the time

4
O

0 I I A I

All rights reserved. No part of this document may be reproduced or transmitted in any form, or by any means,
electronic or mechanical, including photocopying, or by any information storage or retrieval system, without permission in writing
from Dr. Davidson at mail@cd-risc.com. Further information about the scale and terms of use can be found at www.cd-risc.com.
Copyright © 2001, 2018 by Kathryn M. Connor, M.D., and Jonathan R.T. Davidson. M.D. This version of the scale was developed
as a work made for hire by Laura Campbell-Sills, Ph.D., and Murray B. Stein, M.D.
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Appendix ]

. Authors Permission
N' Gma” Md. Aminul Islam <aminulrashed77@gmail.com>

Bangla RISC-10

1 message

Jonathan Davidson, M.D. <jonathan.davidson@duke.edu> Fri, Feb 28, 2020 at 2:23 AM
To: "Md. Aminul Islam" <aminulrashed77@gmail.com>

Hello Dr. Islam:

Thank you for your reply. An agreement is attached for you to sign and return, so we can then send the
RISC-25. Because you will be creating the RISC-10, we are pleased to waive the customary user fee. In
effect, what you will need to do is just to remove the 15 items in the RISC-25 that are not part of the
RISC-10, and make some minor changes to the heading of the scale, the instructions and the
copyright/terms of use text at the end of the scale. You are not really creating a "new" scale. We'll send
the Bangla R-25 and English R-25 and R-10 so you use them as source references in preparing the R-10.

We ask that you use the same wording for the 10 items as they appear in the Bangla RISC-25, and do not
make any alterations.

Please let me know if you have any questions.
Sincerely,

Jonathan Davidson

From: Md. Aminul Islam <aminulrashed77@gmail.com>

Sent: Thursday, February 27, 2020 2:43 PM

To: mail cd-risc.com <mail@cd-risc.com>

Subject: Re: New submission from www.connordavidson-resiliencescale.com/contact.php

Dear Dr. Davidson,

I hope this email finds you well. Thank you so much for your quick response. As you have mentioned that there is no
Bangla translation of RISC-10, so I would like to have your kind permission to work with Bangla translation of RISC-1
( Validate if required and use accordingly). As your resilience measures are widely appreciated and used in different
countries for their supervisor performance in assessing resilience , I believe "CD Risk-10" will proved to be a useful
tool for Bangla speaking population. At the same time , it would be highly appreciated if you could provide me Bangla
translated RISC-25, prepared in by Dr. SK Sahanowas.

Any other documents or information will be highly welcomed!

Kind Regards,

Md. Aminul Islam
AssistantClinical Psychologist

D :+88 01710295100

: aminulrashed77@gmail.com
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Appendix K

Single-Item Self-Esteem Scale

(Robins, Hendin, & Trzesniewski, 2001)
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Appendix L

Treatment & Health-Related Behaviors

SECTION A. Treatment Seeking: S*7 (%@ &tiiey 67 & ~1c4 feifis 1 31 1 Tecq B

(V) oz a1 e/ e |

fofe (Treatment Seeking)
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©. S 5 S 20 oIcwS BT @2 =[]

SECTION B. Health-Related Behaviors: 299 ¢Fta 2@y Ted 0ad 2icd f&1fie 3t 3t 1 Se
5 (V) oz aa1 e T2 |

a. =AEe 8 NP F1er (Physical & Mental Activity)
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b. ¥4my &= (Vegetable and Fruit Intakes)
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a. g9 8 IMS (]9 (Smoking, Alcohol Intake and Substance Use)
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b. 3= =is= (Risky Behavior)
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Appendix M

List of Judges and Expert

S. No. Name Designation

1. Dr. Mohammad Mahmudur Rahman  Professor and Clinical Psychologist, Department of
Clinical Psychology, University of Dhaka.

2. Dr. S.M. Abul Kalam Azad Associate  Professor, Department of Clinical
Psychology, University of Dhaka

3. Dr. Shahnur Hossain Assistant  Professor, Department of Clinical
Psychology, University of Dhaka.

4, Salma Parveen Clinical Psychologist and Part-time faculty,
Department of Clinical Psychology, University of
Dhaka.

5. Tamima Tanzin Clinical Psychologist, Rokeya Hall, University of
Dhaka.

6. Sabiha Jahan Clinical Psychologist and PhD fellow, Department of
Clinical Psychology, University of Dhaka.

7. Kaniz Fatema Clinical Psychologist, Nasirullah Psychotherapy Unit
(NPU), Department of Clinical Psychology,
University of Dhaka.

List of List of Expert
S. No. Name Designation

1. Kamal Uddin Ahmed Chowdhury Professor, Department of Clinical Psychology,
University of Dhaka.

2. Dr. Farah Deeba Associate Professor, Department of Clinical
Psychology, University of Dhaka

3. Dr. Nafisa Huqg Assistant Professor & Head, Department of Public
Health, School of Pharmacy and Public Health
(SPPH), Independent University, Bangladesh (IUB)

4, Rehnuma Parveen Nijhum Clinical Psychologist and Child Psychologist, Shishu

Bikash Kendra, General Hospital, Rangamati.
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Appendix N

Adverse Childhood Experiences International Questionnaire (ACE-IQ) Interviewer's

Guide as Published by The World Health Organization

Interview Skills

Introduction

Behaviour
& tact

The quality of the ACE-IQ results and their usefulness for intra- and inter-
country comparisons largely depends on the quality of the interviews. This
section provides generic guidelines for interviewers.

The ACE-IQ interview is about finding out and recording a list of facts
and experiences relating to selected participants.

The participant needs to feel comfortable about the survey and can refuse to
be interviewed as participation is voluntary. Your interview should therefore be
as natural as possible and conducted politely, like a normal conversation.
Some of the questions being asked are very personal and so you should be
sensitive to that - remember that there are services available to help
participants who may be upset or want to seek help following the interview.

The table below provides guidelines on appropriate behaviour during an interview:

Behaviour

Guidelines

Respect confidentiality

Maintain the confidentiality of all information you
collect.

Respect participants' time

You are asking participants for their time so be
polite and prepared to explain.

Tact If you feel that a person is not ready to assist
you, do not force them but offer to come back
later.

Friendly disposition Act as though you expect to receive friendly

cooperation and behave accordingly.

Body language

Maintain good eye contact and adopt appropriate
body language.

Pace of interview

Don't rush the interview. Allow the participant
enough time to understand and answer a
guestion.

If pressured, a participant may answer with
anything that crosses their mind.

Patience Be patient and polite at all times during the
interview.
Acceptance No matter what the responses to questions, do

not be judgmental or express shock at a
participant’s experience.

Overt responses of any kind may lead to refusing
or concealing important information.

Appreciation

Thank them for their help and cooperation.
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Asking The table below provides guidelines for asking questions in an interview:
questions

Topic Guidelines
Issues relating to childhood Do not discuss or comment on issues relating
experiences to childhood experiences. Participants may not

give correct answers to the questions but give
the answers they think the interviewer is

looking for.
Right or wrong answers Point out that there are no right or wrong
answers and that the interview is not a test.
Biased answers Ask your questions according to guidelines

given in the Question-by-Question Guide to
avoid biased answers and ensure comparability

of data

Read all options All options must be read to the participant
except for Don't know/Not sure, Refused, and
Other.

Reading questions Questions should be read:

+ as they are written in the text;

+ slowly and clearly emphasizing key words in
bold;

* in a pleasant voice that conveys interest and
professionalism;

+ entirely to make sure the participant has
heard it completely.

Do not change the:

» wording

« order of the questions.

Making assumptions Don't make assumptions about the participants’
answers with comments such as "I know this
probably doesn’t apply to you, but...".

This practice may prevent accurate and
unbiased information.

Providing You may need to provide clarification when the participant:
clarification
< is unable to answer the question asked;
« does not seem to understand the question and gives an inappropriate reply;
- does not seem to have heard the question;
- istaking a long time to answer the question and hesitates;
- asks about a specific part of the question to be repeated (it is acceptable to
< repeat only that part)
= asks for one option to be repeated (read all options again but you may
omit one option if it has clearly been eliminated by the participant);
= asks for one term to be clarified (refer to the explanations provided in the
Question-by-Question Guide)
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When to

probe further

Common
responses

You will need to probe further to get an appropriate response when the participant:

- seems to understand the question but gives an inappropriate response
« does not seem to understand what is asked

= misinterprets the question

= cannot make up his or her mind

- digresses from the topic or gives irrelevant information

- needs to expand on what has been said or clarify the response

- gives incomplete information or an answer is unclear

< says that he or she doesn’t know the answer.

The table below lists some common responses that may need further probing:

If the participant | Then...
replies...
"l don’t know" Repeat the question.

"I still don’t know"

This may mean that the participant

< is taking time to think and wants to gain time;

- does not want to answer because of personal
reasons;

< infact does not know or has no opinion.

Probe once before recording "don't know", for example,
ask "Could you give me your best estimate?".

"Not applicable"

- Ask him/her why the question does not apply to
him/her.

- Write down "not applicable" if it is clear that the
guestion is irrelevant.

Notes:

- Don't know/Not sure, Refuse and Not applicable should be used only as
an absolute last resort.
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Probing
techniques

The table below provides a few techniques to use when probing further:

Technique

Guidelines

Repeat the question

The participant may come up with the
right answer if he/she hears the
guestion a second time.

Make a pause

This gives the participant time to collect
his/her thoughts and expand on his/her
answer.

Repeat the
participant's reply

This is often a very effective way of
having the participant reflect on the
answer he/she has just given.

Use neutral probes

Avoid biased responses and probes.
Never give the impression that you
approve or disapprove of what the
participant says, or that their answer is
right or wrong. Instead, if you want
more information, ask "anything else?",
or "could you tell me more about...?"

Interruptions Interruptions may occur during an interview. If they become too long or
too many, suggest returning at another time to complete the interview.

Refusal to
answer

Take care that even if interrupted or delayed, you should remain patient

and polite at all times.

Some participants may refuse to be interviewed. Reasons for this are varied
and differ from one participant to another. Some participants may not
refuse outright but may express hesitancy, reservation or hostility.

You will learn to distinguish between refusals (e.g. hesitancy from a definite
refusal). Success in obtaining cooperation will depend upon your manner

and resourcefulness.

Participants must not be forced to respond to the whole interview or to any
part of the survey process. However, the more refusals that are made, the
less representative the survey is of the whole population.
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Handling

refusals

Language
issues

Be prepared to obtain cooperation from a participant who does not want to

be

interviewed. In general, be pleasant, good-natured and professional and

most participants will cooperate.

Use the table below to help you handle some refusal situations:

If...

Then...

The participant becomes defensive

* show patience and understanding;
 provide token agreement and
understanding of his/her viewpoint, that
is, saying something like, "l can
understand that" or "You certainly have
the right to feel that way";

» convey the importance of the survey
to the participant.

You may have visited at a bad time

Try again later

The participant may have
misunderstood the purpose of the
visit

Try to explain the purpose again.

You think you may get a "no"

Try to leave and suggest coming back
later before you get a partial or an
absolute "no".

Be aware that if you use ‘interpreters of convenience’ (such as members of
he participant’s family or household, the village headman, or domestic
staff), you may get incorrect data being recorded.

If you don't get sufficient cooperation due to a language barrier, report

this to your supervisor.
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Appendix O

Data Collection Permission Letter

y L
; yJQ = >Dd>¢
/ é\\. Ci:, N~ (G ST T everesnsesees SRL2F DD S 0
qfo,b e a 15 B 1 IS
2R S5, BIST |
02.11.2022
The Director

National Institute of Mental Health and Hospital (NIMH)
Dhaka 1207, Bangladesh.

Subject: Permission and co-operation for data collection as part of MPhil research.

Dear Sir,

With due respect, I humbly state that I am a postgraduate student at the Department of Clinical
Psychology, University of Dhaka. As a requirement of my MPhil degree, I am conducting
research on the “Impact of adverse childhood experiences on adult mental health” under
the supervision of Dr. M. Kamruzzaman Mozumder, Professor of the department. Data will be
collected from the participants through questionnaires. This data collection procedure requires
a minimum of 12 weeks (From November 2022 to February 2023), and all the data will be kept
confidential, and prior permission will be taken from the participants. I am also assuring that
no violation of research ethics will occur in the conduction of this research.

I, therefore, hope that you will give permission to collect data from the patients in your

authorized institution.

Sincerely yours

Supervised by

RN

Md. Aminul Islam

MPhil. (part II),
Department of Clinical Psychology
University of Dhaka

M. Kamruzzaman Mozumder, PhD

Professor
Department of Clinical Psychology
University of Dhaka

Professor

CGlinical Psychology Dept.

Dhaka University
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Appendix P
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adverse childhood experiences on adult mental health)
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Appendix Q

Adverse Childhood Experiences International Questionnaire (ACE-1Q)

Ethical Approval Overview

Introduction Every ACE-IQ proposal should undergo technical and ethical review and

Process

Informed
consent

Making a
submission

Expected
timeframes

Adverse Childhood Experiences International Questionnaire (ACE-IQ)
Section E: Ethical Approval Overview

approval. This is to ensure that the ACE-1Q:

e is conducted in a technically and ethically sound manner
e recognizes and protects the rights of participants

e obtains access to information used in the sampling frame.

Ideally, ethical approval should be sought by submission of a proposal and
application to a national ethics review committee or other relevant body.

Where no such established process exists, it is recommended that an application
for ethical review be prepared and submitted through an ad hoc local mechanism
within the Ministry of Health.

Informed consent needs to be obtained from every survey participant before
conducting the interviews. Use the ACE-1Q "Consent Form" and
"Participant Information Form" for this purpose.

Follow the steps below to make a submission.

Step Action

1 Determine if the ethics committee has a template for proposals
which they require researchers to use.

2 Draft a formal submission (see the ACE-IQ "Ethical Approval Form"
for guidance on what to include in an ethical clearance submission).

3 Identify and contact the relevant committees, seeking guidance on
rules, submission processes and procedures, and committee sitting
times.

4 Adapt submission as necessary and submit to the appropriate
committee, requesting guidance on expected timeframe for
approval.

5 Follow up with the committee to gain clearance.

Note: The WHO (Prevention of Violence Unit) Geneva ACE-IQ team can provide
further advice on making a submission. Contact Dr Alex Butchart (butcharta@who.int).

Preparing and obtaining approval for submissions to ethics committees
can take weeks and even months depending on their rules of operation in
the site and how often the committees sit.

155


aminulrashed@hotmail.com
Typewritten text
Appendix Q

aminulrashed@hotmail.com
Typewritten text
155


Appendix R

Certificate of Ethical Approval from Dept. of Clinical Psychology

ofeem Teaifiees e &%, DEPARTMENT OF CLINICAL PSYCHOLOGY

vt fegfemrem “a UNIVERSITY OF DHAKA

S BT (&N ) W@ Arts Building (4th Floor)
S

BIST — dooo, JILFATCH Dhaka 1000, Bangladesh

Tel: 9661900-73, Ext. 7801, Fax: 880-2-9667222, E-mail: clinpsy@du.ac.bd

Date: December 20, 2021

Certificate of Ethical Approval

Project Number : MP211201

Project Title : Impact of adverse childhood experiences on adult mental health

Investigators : Md. Aminul Islam and M. Kamruzzaman Mozumder

Approval Period : 20 December 2021 to 19 December 2023

Terms of Approval

Any changes made to the details submitted for ethical approval should be notified and sought
approval by the investigator(s) to the Department of Clinical Psychology Ethics Committee

The investigator(s) should inform the committee immediately in case of occurrence of any
adverse unexpected events that hampers wellbeing of the participants or affect the ethical

The research project is subject to monitoring or audit by the Department of Clinical Psychology

The committee can cancel approval if ethical conduction of the research is found to be

If the research cannot be completed within the approved period, the investigator must submit

1.

before incorporating the change.
2.

acceptability of the research.
3.

Ethics Committee.
4,

compromised.
5.

application for an extension.
6.

The investigator must submit a research completion report.

Chairperson

Ethics Committee
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Appendix S

Certificate of Ethical Approval

Government of the People’s Republic of Bangladesh
Office of the Director-cum-Professor
National Institute of Mental Health & Hospital
Sher-e-Bangla Nagar, Dhaka-1207

Memo No.NIMH/2023/ 2.5 2.9 Dated : 02" |- 20 22+

To
Md. Aminul Islam
MPhil. (part II)
Department of Clinical Psychology
University of Dhaka.

Subject: Ethical Clearance.

With reference to your application on the above subject, this is to inform you that your
Research Proposal entitled “Impact of Adverse Childhood Experiences on Adult Mental
Health” has been reviewed and approved by the ethical committee of the institute. You are given

permission to conduct your research activities in NIMH, Dhaka.

3‘/\'\-0& L\”V\»

(Prof. Dr. Bidhan Ranjan Roy Podder)
Director-cum-Professor
National Institute of Mental Health
Sher-e-Banga Nagar, Dhaka
E-mail: nimhr@hospi.dghs.gov.bd

Phone:58153975 /()44"/

Student/N/501
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Appendix T
Protocol for Managing Distress During Research
Distress Protocol for Participants

NB: Before the interview give the participant a list of contact details for local mental health services,
peer support and advocacy organisations

The participant tells you that they are experiencing distress or other negative feelings OR

The participant shows signs which suggest that they are feeling distress

Visual signs could be crying, shaking their legs, picking their fingernails, looking down, being distracted

Non-visual signs could be changes in the tone of voice (lower/higher), changes in the rate of speech
(slower/quicker), long pauses, giving very short answers

Offer time out - leaving the room or going to a quiet area

Ask the participant if he/she feels able to resume the interview/discussion.
If the participant is unable to carry on go to stage 2 response.

Discontinue the interview

Encourage the participant to seek support e.g. from a mental health worker, peer support group, friend or
family member (use the list to identify a source of support if needed)

Offer to contact the participant’s choice of support by telephone or arrange for them to go to a clinic
If you have concerns seek advice from a mental health worker
Tell the participant you would like to call them the next day to check how they are

Pause the interview/discussion.
Ask the participant how they are feeling, what their thoughts are and whether they feel safe to continue.
Offer the participant verbal support

experience distress
Remind them of the list of support services you have provided

If participant consents phone or visit them to check how they are
Encourage the participant to contact mental health services or another choice of support if s/he continues to
If the participant is recovered, ask if he/she would like to reschedule the interview
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Distress Protocol for Researchers

The potential psychological impact on the researcher of the participants' description of
their life experiences should be considered, in particular experiences of abuse and
discrimination.

The potential for emotional exhaustion should be acknowledged.
Consider how many interviews should be undertaken in a day/week.
Regular supervision and debriefing should be organised to provide support during data

collection and analysis.

\

Consider where interviews should take place to ensure support is available.

All interviews to be conducted in pairs

Debriefing to be held immediately after an interview or workshop where a potentially
distressing interaction has taken place.

Weekly supervision and debriefing with the research team during data collection to
discuss emerging issues, encourage reflection and processing of events.

Encourage researchers to keep a reflective diary to record thoughts and feelings.

For the researcher to be aware that engaging in data analysis of potentially distressing
material could be emotionally triggering.

Weekly supervision during analysis to discuss emerging issues, encourage reflection
and processing of events.

Request debriefing with a member of the research team if researchers become
distressed.

Encourage researchers to keep a reflective diary which records thoughts and feelings.

\

Assist the researcher to access counselling, peer support or other support should s/he
experience increased distress as a result of engagement in research activities.

)

Ref: Wright N, et al. BMJ Open 2020; 10:e038583. doi: 10.1136/bmjopen-2020-038583
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