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Abstract

Childhood Adversity and Psychiatric Diagnoses: The Role of Protective Factors
By Eugenia E. Giampetruzzi

Introduction: An abundance of research has established that adverse childhood
experiences (ACEs) confer risk for psychiatric diagnoses, and that protective factors
may moderate this association. Research exploring the effect of different types of
protective factors in the relationship between ACEs and internalizing disorders (e.g.,
depression, anxiety) is more limited. The purpose of the present study was to 1.)
investigate the relationship between ACEs and risk for diagnosis of a depressive, or
anxiety disorder, suicidality, and substance use difficulties, 2.) examine whether
protective factors moderate this relationship, and 3.) determine whether internal
personal facets and external environmental facets differentially impact these
associations.

Methods: 688 participants aged 12-30 (M= 18.17; SD=4.05) identified as youth at
clinical high risk (CHR) for serious mental illness were assessed using a child adversity
interview, protective factors assessment (SAVRY), and diagnostic assessment (SCID-
5). Logistic regression analyses were performed to determine whether ACEs predicted
a lifetime or current diagnosis of a depressive, or anxiety disorder, history of self-harm
or suicide attempts, and substance use difficulties. Moderation regression analyses
were then conducted to assess whether these associations were weaker in the
presence of protective factors.

Results & Conclusions: Higher levels of cumulative ACEs predicted diagnosis of a
current depressive disorder (= .12(1.13), p=.04), history of self-harm or suicide
attempts (= .34(1.40), p<.001), and substance use difficulties (B=.14(1.15), p=.04).
Childhood sexual abuse (B=.77(2.15), p=.001), emotional neglect (B= .38(1.46), p=.05),
and psychological abuse (B=.42(1.52), p=.04), specifically predicted a history of self-
harm or suicide attempts. Sexual abuse (8= .58(1.79), p=.02), and emotional neglect
(B= .52(1.69), p=.006), were also associated with diagnosis of a current depressive
disorder. Only witnessing violence in the home during childhood uniquely predicted
lifetime substance use difficulties (= .70(2.01), p=.002). There was no association
between ACEs and diagnosis of anxiety disorder, across adversity subtypes, and no
moderation effect of protective factors in the relationship between ACEs and psychiatric
outcomes. These findings add nuance to a growing literature linking adverse childhood
experiences to subsequent psychopathology, and highlights the importance of
continued investigation into the mechanisms that may buffer this relationship.
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Introduction

It is well-established that adverse childhood experiences (ACE’s) increase the risk
for psychiatric illness (Kim et al., 2019). Common ACEs include psychological bullying,
physical bullying, emotional neglect, psychological abuse, physical abuse, sexual abuse
and witnessing violence in the childhood home. Half of all children in the United States
report ACEs and those with high levels of adversity are four times more likely to develop
a mental disorder than children with no history of adversity. (Green et al.,, 2010;
McLaughlin et al., 2012; McLaughlin et al., 2013; McLaughlin 2017). However, there are
a significant proportion of individuals who do not develop mental illness following ACE
exposure which drives interest into the factors that support these resilient responses.
Growing empirical evidence has found that protective factors, such as strong social
support networks and resilient personality traits broadly buffer this long-term risk of mental
illness linked to childhood adversity. Both individual and environmental level factors are
thought to reduce this risk by strengthening and supporting adjustment and coping
mechanisms (Crouch et al., 2019; Cheong et al., 2017). However, it is not yet clear
whether protective factors mitigate associations with specific psychiatric outcomes, and
whether specific types of protective factors are more potent. Research examining the
nuances that determine vulnerability to poor mental health outcomes following ACE
exposure can help guide preventative intervention strategies.

ACE’s and Psychiatric Diagnoses. A robust literature has shown the long-term
mental health and behavioral consequences associated with ACEs (Racine et al., 2020;
McCutchen et al., 2022). While most studies have examined the impact of ACEs on

mental illness and pathophysiological mechanisms broadly, those that have looked at



specific diagnostic outcomes have tended to focus on substance use and
neurodevelopmental disorders. History of ACEs has been found to increase risk for
substance use disorders, schizophrenia, attention-deficit-hyperactivity-disorder (ADHD),
and autism spectrum disorder (ASD) (Zhang et al., 2022; Wistner et al., 2019; Cawthorpe
et al., 2018; Hughes et al., 2016; Popvic et al., 2019). Interestingly, less research has
directly explored the relationship between ACE’s and internalizing disorders despite
depression and anxiety disorders being the most common psychiatric disorders, and a
growing literature on the impact ACE’s have on the developmental mechanisms
underlying these disorders (e.g., executive functioning (Sheridan et al., 2017) ; emotion
processing (Lambert et al., 2016); reward processing (Dennison et al., 2017);
physiological reactivity (Busso et al., 2017) ; stress perception (LoPilato et al., 2019).
Depression and anxiety are highly comorbid with each other and tend to co-occur with
transdiagnostic clinical features such as suicidal ideation and substance use. Even fewer
studies examine the buffering effect of protective factors in the relationship between ACEs
and internalizing disorders (Kalin, 2020).

Protective Factors. While research tends to focus on risk factors for mental illness,
there is growing interest in investigating protective factors. Protective factors are defined
as resources that facilitate adaption to childhood adversity (Windle, 2010). These factors
can exist at the individual level (e.g., high self-esteem, agreeableness, emotional stability
etc.,) and at the environmental level as both family structures (e.g., supportive caregivers)
and community involvements (e.g., religious, or spiritual groups; Cicchetti & Toth, 2016).
Recent research has examined whether protective factors mitigate the negative effects

of ACE exposure (Racine et al., 2020; Reich et al., 2010; Powell et al. 2020; Meng et al.,



2018; Hamby et al., 2018). Racine and colleagues (2020) found that there was a positive
association between ACEs and trauma-related distress in individuals who had low levels
of protective factors, but not for those with high levels of protective factors. Multiple
theories have been forwarded to explain the mechanisms by which protective factors
reshape the negative trajectories known to follow ACEs. These mechanisms include:
promoting successful functioning across social contexts via nurturing relationships,
creating safe and stable environments necessary for proper brain development,
supporting development of adaptive emotion regulation skills, increasing access to mental
health resources, and reducing behavioral and emotional dysregulation (Howell et al.,
2014; Centers for Disease Control and Prevention, 2021).

Different types of protective factors have been linked to positive adaptation despite
childhood adversity. For example, higher scores on resilient personality scales have been
associated with better mental health outcomes in adults with a history of ACEs (Schnarrs
et al., 2020; Chandler et al., 2015). Common items on these resiliency scales include “It
does not take me long to recover from a stressful event,” and “I tend to bounce back
quickly after hard times” (Smith et al., 2018). Having a strong commitment and/or
connection to school has been shown to significantly reduce the odds of co-occurring
mental health and substance abuse problems (Lensch et al., 2021). Strong perceived
social support, attachment, and bonds have also been shown to moderate the relationship
between ACEs and later-life depressive symptoms (Von Cheong et al., 2017).
Investigation into the protective factors of positive attitude toward intervention/authority

and prosocial involvement is still lacking.



Protective factors encompass a broad range of different experiences, and it is not
clear whether internal facets (e.g., personality traits) and external environmental facets
(e.g., family and community connections) have different effects. Internal protective
factors operate at the level of individual abilities and capacities such as temperament or
motivation that can promote adaptation towards positive lifestyle and career outcomes,
while external protective factors have been shown to increase access to specialized
mental health services (Jean-Thorn et al., 2022). There is limited work comparing how
internal vs. external protective factors mitigate risk for mental illness following ACE
exposure (Cesar Dias & Cadime, 2017; Vanderbilt-Adriance et al., 2008). A clearer
understanding of which types of protective factors mitigate risk is critical to developing
more targeted preventative interventions. Bolstering connections and bonds in school
may be more beneficial if external facets are more potent, while building resilient
personality traits may be a more helpful target if internal facets show stronger protective
effects.

The present study.

The purpose of the current study is to 1.) investigate the association between
ACE’s and diagnosis of depressive disorders, anxiety disorders, history of suicidality, and
substance use difficulties 2.) determine whether protective factors moderate these
associations and 3.) clarify whether internal personal facets (e.g., resilient personality
traits, positive attitude toward intervention/authority, prosocial involvement, and strong
commitment to school) and external environmental factors (e.g., strong social support and
strong attachment and bonds) differentially impact these associations in a large sample

of youth at clinical high risk (CHR) for serious mental iliness.



The clinical-high risk population is ideally suited to test the effects of childhood
adversity as these samples are enriched for childhood adversity experiences and allow
for a wider variation of adversity than what is typically afforded by community samples
(Larsson, et al. 2013; Matheson, et al. 2013; Ruby et al. 2014). Childhood adversity and
trauma are also associated with psychotic-like experiences, such as low-grade delusion
ideation, isolated auditory hallucinations, and perceptual aberrations even among
individuals who do not have a psychotic disorder (Janssen et al. 2004; Kelleher et al.
2008). Additionally, CHR samples also provide an enriched range of psychiatric
syndromes. In addition to putative prodromal symptoms (i.e., sub threshold positive
symptoms), 80% of CHR individuals have comorbid diagnoses of mood, personality, and
externalizing disorders that are independent of psychosis outcome (Addington et al., in
press).

Based on substantial existing literature linking ACEs to depressive and anxious
symptoms, we predict ACEs will be associated depressive and anxiety diagnoses, as
well as history of history of self-harm or suicide attempts, and substance use difficulties.
We predict that this relationship will be moderated by protective factors, such that the
relationship will be stronger in individuals with lower protective factors. We will also
explore whether external environmental and internal individual protective factors

differentially moderate this relationship.



Methods

Participants

Participants included 688 participants identified as youth at clinical high risk (CHR)
for serious mental illness aged 12-30 years (M=18.17; SD= 4.05) from the North American
Prodrome Longitudinal Study (NAPLS-3). Specific details about ascertainment, inclusion,
and exclusion criteria have been described at length elsewhere (Addington et al. 2022).
All participants were recruited over the course of three years from one of nine NAPLS
sites located at Emory University, Harvard University, University of Calgary, University of
North Carolina Chapel Hill (UNC), Yale University, Zucker Hillside Hospital, and the
University of California at Los Angeles (UCLA), at San Diego (UCSD), and at San
Francisco (UCSF) (Addington et al., 2022).
Procedure

Participants in the NAPLS-3 study received an in-depth baseline assessment, and
continued monitoring assessments at two, four, six, eight, twelve, eighteen, and twenty-
four months. Participants were included in the current study if they completed the child
adversity interview, protective factors assessment, and diagnostic assessment at the
baseline visit.
Measures

Documentation of Trauma (Pre-Age 18). Documentation of childhood trauma
was completed by a study interviewer during the baseline visit for each participant. Types
of trauma screened for included: 1) psychological bullying, 2) physical bullying, 3)
emotional neglect, 4) psychological abuse, 5) physical abuse, and 6) sexual abuse.

Patients responded “yes” or “no” to whether they had experienced each of these subtypes



of trauma prior to the age of 18 yielding dichotomous scores of 0 = has not occurred, or
1 = participant acknowledges, or there is information from reliable sources, that this has
occurred. Number of ACEs a patient endorsed were then added together to create a
cumulative risk score of the total number of ACE categories (e.g., history of sexual abuse
& physical abuse; risk score = 2). Psychological and physical bullying were excluded from
the ACE scores and all analyses due to multicollinearity between those subtypes and
psychological and physical abuse, respectively.

Structured Clinical Interview for DSM-5 (SCID-5). The SCID-5 was used to
systematically assess whether participants met diagnostic criteria for psychiatric
diagnoses as outlined in the 5™ Edition of the Diagnostic and Statistical Manual of Mental
Disorders. Relevant diagnoses for the present study included the following categories:
1) depressive disorders (e.g., Major Depressive Disorder, Persistent Depressive
Disorder), and 2) anxiety disorders (e.g., Social Phobia, Generalized Anxiety Disorder).
Bipolar (BPAD), Obsessive Compulsive (OCD), Panic, Agoraphobia, Specific Phobia,
and Post-traumatic stress (PTSD) disorders were excluded from these categories. The
SCID is well correlated with systematic diagnostic interviews in natural clinical settings
(Drill et al., 2015; Osorio et al., 2019). Participants were assessed for both lifetime and
current disorders.

Structured Assessment of Violence Risk in Youth (SAVRY). Protective factors
were recorded using the SAVRY, a semi-structured interview composed of items
assessing 24 risk factors and 6 protective factors related to aggression and violence in
youth. Protective factors surveyed included 1) prosocial involvement, 2) strong social

support, 3) strong attachment and bonds, 4) positive attitude toward



intervention/authority, 5) strong commitment to school, and 6) resilient personality traits.
Each factor was marked as either “present” or “absent” for each participant. The risk
factors of history of self-harm or suicide attempts, and substance use difficulties, as well
as the ACE subtype of exposure to violence in the home were recorded on a range of 1)
low versus 2) moderate or high. The predictive validity of the SAVRY is well established
across numerous studies with large AUC coefficients ranging from .74 to .80 (Borum et
al., 2020).
Data Analysis Plan

All analyses were conducted using SPSS. Logistic regression analyses were
performed to model the associations between cumulative ACE risk scores and lifetime
and current diagnosis of a depressive, or anxiety disorder (dichotomous yes/no
variables), as well as the relationship between cumulative ACE risk scores and history
of self-harm or suicide attempts, and lifetime substance use difficulties. To then test the
hypothesis that the association between cumulative ACE risk scores and diagnosis of a
depressive, or anxiety disorder is weaker in the presence of protective factors,
moderation regression analyses were conducted. Both unstandardized and
standardized betas are presented; standardized betas appear in parentheses. A

significance level of a < 0.05 was chosen for all analyses.



Results
Descriptive Statistics.

Sample characteristics. Demographic and clinical characteristics of the sample
are shown in Table 2. Participants had an average age of 18.17 years (SD = 4.05).
Nearly half of the participants were female (45.5%), and 30.8% were non-white. Rates
of internalizing disorders were high; 54.1% of the sample met criteria for a current
anxiety disorder, 48.1% met criteria for a current depressive disorder, and 41.7% met
criteria for a lifetime depressive disorder. Around one-fourth of participants met criteria
for a lifetime anxiety disorder (27.4%). 36.5% of participants endorsed a history of self-
harm or suicide attempts and 23.9% endorsed substance-use difficulties. Consistent
with prior literature, male participants were more likely to report physical abuse
(F(1,686) = 6.43, p =.01), than female participants. Female participants were more likely
than male participants to report emotional neglect (F(1,686) = 7.35, p = .01), sexual
abuse (F(1,686) = 13.51, p <.001), a current depressive disorder (F(1,685) =5.86, p =
.02), a current anxiety disorder (F(1,685) = 9.51, p =.002), and history of self-harm or
suicide attempts (F(1,672) = 22.48, p <.001). No sex differences were found for scores
of cumulative adversity, the ACE subtypes of psychological abuse and exposure to
violence in the home, and lifetime diagnoses or substance use difficulties.

Prevalence of childhood adversity and protective factors. Rates of ACE
exposure were high; 60.1% of the sample reported at least one ACE and 35.8%
participants reported two or more lifetime ACEs. The two most common subtypes of
childhood adversity were emotional neglect (34.9%), physical abuse (29.1%), and

psychological abuse (28.6%), followed by violence in the home (21.2%), and sexual
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abuse (13.1%; See Table 2). The prevalence of protective factors was low; nearly three-
fourths of the sample endorsed no protective factors (70.6%; See Table 2).
Logistic Regression Analyses.

Cumulative ACE risk scores predicted diagnosis of a current depressive disorder
(B=.12(1.13), p=.04), history of self-harm or suicide attempts (= .34(1.40), p<.001),
and lifetime substance use difficulties (B=.14(1.15), p=.04). Cumulative ACE risk scores
did not predict lifetime diagnosis of a depressive disorder, or lifetime or current
diagnosis of an anxiety disorder.

Given concerns about the cumulative risk approach in the literature and its
tendency to obscure specific associations (Schafer et al. 2022; Sosnowski et al. 2022;
Smith & Pollack, 2020; Evans et al. 2013; McLaughlin et al. 2020), exploratory logistic
regression analyses were performed to model the associations between each of the five
ACE subtypes (e.g., emotional neglect, physical abuse, psychological abuse, sexual
abuse, and violence in the home), and each of the psychiatric outcome variables. Given
the high rates of co-occurrence among ACE subtypes (Broekhof et al., 2022; Brown et
al., 2018), we controlled for the other ACE subtypes in each model to identify specific
associations.

Childhood sexual abuse predicted diagnosis of a current depressive disorder (B=
.58(1.79), p=.02), lifetime depressive disorder (B= .51(1.66), p=.03), and history of self-
harm or suicide attempts (B=.77(2.15), p=.001). Childhood emotional neglect predicted
diagnosis of a current depressive disorder (3= .52(1.69), p=.006), and history of self-
harm or suicide attempts (B= .38(1.46), p=.05). The related subtype of childhood

psychological abuse also predicted history of self-harm or suicide attempts (3=
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42(1.52), p=.04). Only violence in the childhood home predicted lifetime substance use
difficulties (B=.70(2.01), p=.002). No ACE subtype predicted lifetime or current
diagnosis of an anxiety disorder.

Moderation Regression Analyses.

Protective factors did not moderate the association between cumulative ACE risk
scores and diagnosis of a depressive, or anxiety disorder, history of self-harm and
suicide, and substance use difficulties. Exploratory moderation regression analyses
were conducted to examine whether protective factors moderated the associations
between individual ACE subtypes and diagnosis of a depressive, or anxiety disorder,
history of self-harm and suicide, and substance use difficulties. There was no significant
moderation in any of the models. This lack of moderation was true for protective factors

generally, as well as when grouped by internal versus external protective factors.
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Discussion

The present study sought to investigate the association between ACE’s and
psychiatric outcomes with a focus on the role of protective factors in buffering risk
conferred by adverse childhood experiences. By utilizing a large, clinical high-risk youth
population we sought to enhance the generalizability of such findings. This research is
both timely and necessary as a series of new intervention initiatives attempt to address
the global public health threat posed by childhood adversity.

In partial support of our hypothesis, higher levels of childhood adversity were
associated with some lifetime negative psychiatric outcomes. Specifically, higher levels
of ACEs were associated with diagnosis of a current depressive disorder, history of self-
harm or suicide attempts, and substance use difficulties. These results support prior work
showing the increased negative risk conferred by multiple ACEs and the relevance of the
additive effects of co-occurring ACEs (Henry et al. 2021; Wiens et al., 2020; Suliman et
al., 2009; Schilling et al., 2008).

When ACE subtypes were examined separately there was a unique pattern of
associations. Consistent with extensive prior literature identifying childhood sexual
abuse as a risk factor for clinical depression and long-term suicidality, childhood sexual
abuse specifically predicted diagnosis of a current depressive disorder, lifetime
depressive disorder, and history of self-harm or suicide attempts, despite being the least
common ACE reported in this sample (Gardner et al., 2019; Rapsey, 2019). Childhood
emotional neglect and childhood psychological abuse predicted history of self-harm or
suicide attempts. Childhood emotional was also associated with diagnosis of a current

depressive disorder. These findings contribute to a recent, but growing interest in
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investigating the causes and impacts of non-physical subtypes of trauma (CMF Gama
et al., 2021). Relative to sexual and physical abuse, the ACE subtype of emotional
neglect has been historically understudied in the ACE literature. However, more recent
studies suggest emotional maltreatment may yield a greater number of negative life
outcomes and lower quality of life ratings than the subtypes of sexual and physical
abuse (Strathearn et al., 2020). The specific associations observed in our study may be
driven by the underlying psychological impacts of emotional dysregulation and
interpersonal problems that have been demonstrated to follow non-physical forms of
abuse, and are closely correlated to depressive disorders (Christ et al., 2019).
Interestingly, only the subtype of witnessing violence in the home during
childhood uniquely predicted lifetime substance use difficulties. In prior work, the
association between childhood adversity and later substance use difficulties has been
most frequently associated with sexual and physical abuse (Simpson & Miller, 2002;
Walsh et al., 2003). While it's possible that witnessing violence directly increases risk for
substance use, it's also possible that violence in the home is a proxy variable for other
risk factors such as parental substance abuse or genetic predisposition to addiction. For
example, a multitude of studies have revealed that parental substance abuse heightens
the risk of childhood exposure to neglect, and domestic violence, as well as long-term
negative outcomes such as emotional and behavioral difficulties, and later-life
substance misuse (Velleman et al., 2018; Bromfield et al., 2010). Still, these results
alone are especially valuable given the unprecedented, simultaneous rise in rates of
substance use and domestic violence following the COVID-19 pandemic (Abramson,

2021; Mineo, 2022).
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Contrary to our hypothesis, higher levels of ACEs were not associated with current
or lifetime diagnosis of an anxiety disorder. These results are in line with recent, yet
underdeveloped, longitudinal research that identifies stronger associations of childhood
adversity with depressive symptomatology relative to anxious symptomatology
(Kuzminskaite et al., 2022). Our findings expand this evolving literature by showing that
the distinction between depressive and anxiety disorders in the context of childhood
adversity may exist across not only symptomatology and course, but also lifetime and
current diagnoses. This can inform research into the developmental mechanisms that
may explain the relationship between ACEs and internalizing disorders. For example,
these findings may support literature linking childhood adversity to mechanisms
implicated in the pathophysiology of depression, such as inhibited behavioral and neural
indices of effort-based decision making, and reward processing (Armbruster-Geng et al.,
2022; Oltean et al., 2022).

Additionally, our study shows that this lack of association between ACEs and
diagnosis of an anxiety disorder is consistent regardless of adversity type. This
contradicts evidence uniquely linking childhood sexual abuse to generalized and social
anxiety disorders (Cougle et al., 2010). This may stem from the common methodological
limitation of examining the effect of an individual subtype (e.g., sexual abuse) without
controlling for the effect of others (eg., emotional neglect, psychological abuse;
McLaughlin et al. 2020). A strength of the present study is that it avoids obscuring the
effect of type of adversity, without overestimating the relationship between one ACE
subtype and psychopathology outcomes by entering all ACE subtypes into statistical

models simultaneously. Nonetheless, it is noteworthy that ACEs did predict history of
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suicidality and substance use since these specific clinical features are indicative of
greater acuity and functions impairment in patients that meet criteria for an anxiety
disorder.

We additionally did not find any moderation effect of protective factors in the
relationship between ACEs and psychiatric outcomes. This may indicate that the impact
of ACEs is robust even in the presence of protective factors. However, the strikingly low
levels of protective factors (i.e., only 26.3% endorsed any protective factor) in this high-
risk youth sample presents both a methodological and practical concern. The restricted
range of protective factors in our sample likely limited our ability to detect moderation.
However, it may also be that the low rates of protective factors in clinical high-risk
populations may be one of the underlying reasons for their clinical status, which is
characterized by subthreshold psychotic symptoms and co-morbid psychopathology (i.e.,
80%). This underscores the importance of increasing access to protective factors in
preventative interventions. While childhood adversity can be difficult to prevent and occur
at high rates, interventions that bolster protective factors can help mitigate psychiatric
sequalae.

There are several limitations that are worth noting. ACEs were assessed via
retrospective self-report and did not include information about timing, duration, or
perceived impact, which have been shown to inform chronicity and severity of later-life
mental illness (Russotti et al., 2021). The known ACE subtypes of physical neglect and
poverty were not captured by our childhood trauma measure, but have been previously
linked to internalizing psychiatric disorders (Capistrano et al., 2016; Nikulina et al., 2011).

Additionally, the low rates of protective factors may have limited our ability to assess the
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moderation effect of protective factors in the relationship between ACEs and psychiatric
outcomes.

Taken together, these findings support the substantial evidence showing that
ACEs have pervasive negative impacts on both short-term development and long-term
life outcomes. Our study strengthens and adds to existing findings that experiencing
adverse childhood experiences increases risk for subsequent psychopathology, by
specifically focusing on internalizing disorders. This supports directions for future
research into the specific mechanisms that link and moderate the relationship between

ACEs and psychiatric outcomes.
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Tables

ACEs and Protective Factors.

Operational Definition

Items

Childhood Emotional Neglect

Adverse “... childhood events, varying in . _
Childhood severity and often chronic, Childhood Physical Abuse
Experience occurring in a child's family or ~ Childhood Psychological Abuse
(ACE) social environment that cause Childhood Sexual Abuse

harm or distress, thereby Witnessing Violence in the Home

disrupting the child's physical or

psychological health and

development (Kalmakis

& Chandler, 2013).”

“ - Prosocial Involvement
Protective Assets and resources within _
Factor the individual, their life, and Strong Social Support

environment that facilitate the
capacity for adaptation and
‘bouncing back’ in the face of
adversity (Windle, 2011).”

Strong Attachment and Bonds

Positive Attitude toward
Intervention/Authority

Strong Commitment to School
Resilient Personality Traits




Table 2.

Sample Characteristics.

Sample Characteristic Total Males Females
(n=688) (n=375) (n=313)

Age, years (mean = SD) 18.17+4.05 18.43+3.99 17.84+4.11

Race, n (%)
First Nations 14 (2.0%) 13 (3.5%) 1 (0.3%)
East Asian 42 (6.1%) 23 (6.1%) 19 (6.1%)
Southeast Asian 10 (1.5%) 5 (1.3%) 5 (1.6%)
South Asian 20 (2.9%) 13 (3.5%) 7 (2.2%)
Black 78 (11.3%) 44 (11.7%) 34 (10.9%)
Central/South American 41 (6.0%) 21 (5.6%) 20 (6.4%)
Middle Eastern 7 (1.0%) 6 (1.6%) 1 (0.3%)
White 382 (55.5%) 201(53.6 %) 181 (57.8%)
Native Hawaiian or Pacific 2 (0.3%) N/A 2 (0.6%)
islander
Interracial 91 (13.2%) 48 (12.8%) 43 (13.7%)

ACE Subtype Prevalence
Emotional neglect
Physical Abuse
Psychological abuse
Violence in the home
Sexual abuse
ACE Amount Prevalence
0 ACE
1 ACE
2 ACEs
3 ACEs
>4 ACEs
Protective Factors Prevalence
Prosocial involvement
Strong social support
Strong attachment and bonds
Positive attitude toward
intervention/authority
Strong commitment to school
Resilient personality traits
Protective Factors Amount Prevalence
0 Protective factors
1 Protective factor
2 2 Protective factors
Psychiatric Disorders Prevalence
Current anxiety disorder
Lifetime anxiety disorder
Current depressive disorder

240 (34.9%)
200 (29.1%)
197 (28.6%)
143 (21.2%)
90 (13.1%)

259 (37.5%)
168 (24.3%)
105 (15.2%)
95 (13.8%)
47 (6.8%)

66 (9.6%)
70 (10.1%)
72 (10.4%)
59 (8.6%)

74 (10.7%)
80 (11.6%)

487 (70.6%)
60 (10.0%)
112 (16.3%)

373 (54.1%)
189 (27.4%)
332 (48.1%)

114 (30.4%)
124 (33.1%)
101 (26.9%)
76 (20.3%)
33 (8.8%)

144 (38.4%)
104 (27.7%)
51(13.6%)
40 (10.7%)
28 (7.5%)

39 (10.4%)
40 (10.7%)
40 (10.7%)

31 (8.3%)

48 (12.8%)
42 (11.2%)

261 (69.6%)
41 (10.9%)
62 (16.5%)

151 (40.3%)
105 (28.0%)
165 (44.0%)

126 (40.3%)
76 (24.3%)
96 (30.7%)
67 (21.4%)
57 (18.2%)

115 (36.7%)
64 (20.4%)
54 (17.3%)
55 (17.6%)

19 (6.1%)

27 (8.6%)
32 (10.2%)
30 (9.6%)
28 (8.9%)

26 (8.3%)
38 (12.1%)

226 (72.2%)
28 (8.9%)
50 (16.0%)

163 (52.1%)
83 (26.5%)
167 (53.4%)
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Lifetime depressive disorder 288 (41.7%) 146 (38.9%) 142 (45.4%)
History of self-harm or suicide attempts 252 (36.5%) 108 (28.8%) 144 (46.0%)
Lifetime substance-use difficulties 165 (23.9%) 90 (24.0%) 75 (24.0%)

*Percentages may add up to > 100% because one subject can score multiple items or < 100%
due to missing data.



Table 3.

Associations Between ACEs and Clinical Outcomes.
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Anxiety Depression Clinical Features
Current Lifetime Current Lifetime Self- Substance Use
Harm/Suicide Difficulties

ACE B SE B SE B SE B SE B SE B SE
Cumulative
ACE Total Score .02 .06 -.07 .07 2% .06 .08 .06 34** .06 .14* .07
Subtypes
Emotional neglect .05 19 -16 .21 52** 19 .20 19 .38* 19 -.34 23
Physical abuse -.09 .18 -02 -02 -.24 .18 -.27 .18 .16 .19 .30 21
Psychological abuse -.19 .20 .05 23 -.04 21 24 21 A2* 21 -.01 24
Sexual abuse 44 .24 -.04 27 .58* .24 bHl1* 24 A7 .24 31 .26
Violence in the .10 21 -21 24 -.14 21 -.32 .08 .07 21 70** 23
home

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