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Adverse Childhood Events as Risk Factors 
for Negative Mental Health Outcomes

The successful resolution of developmen-
tal tasks during childhood has long been 
recognized as crucial to adult mental 

health. Specifi cally, theorists such as Sigmund 
Freud, Erik Erikson, and Jean Piaget posited 
that the negotiation of stages of human develop-
ment facilitates psychosocial and cognitive ad-
aptation and is vital to the emergence of creativ-
ity throughout life.1 Conversely, much recent 
research attests to the deleterious consequences 
of adverse childhood events on functioning 
throughout the lifespan.2-4 This review exam-
ines the association between adverse childhood 
events (which include emotional, physical, and 
sexual abuse; neglect; childhood household dys-

function; and other forms of childhood trauma) 
and the emergence of psychiatric symptomatol-
ogy across the lifespan.

The strong interrelationship between these 
events and the need for communication among 
clinicians is also noted, because such communi-
cation appears essential for prompt intervention 
to prevent the sequelae commonly associated 
with these events. Specifi cally, the association 
between adverse childhood events and affective 
and anxiety disorders, personality disorders, 
and substance abuse are reviewed. Then, key 
fi ndings derived from the Adverse Childhood 
Experiences (ACE) Study — which strongly 
corroborate the need to examine multiple trau-
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matic stressors when evaluating the 
impact of childhood abuse and neglect 
— are described. As such, this overview 
illustrates the risk factor concept and ex-
emplifi es the ways in which risk factors 
for common psychiatric conditions are 
often nonspecifi c for an array of nega-
tive mental health outcomes and that risk 
factors often co-occur. Adverse child-
hood events are a set of modifi able risk 
factors, and intervening to reduce these 
risk factors may have far-reaching impli-
cations in terms of mental health promo-
tion and mental illness prevention.

AFFECTIVE AND ANXIETY 
DISORDERS

Adverse childhood events have been 
characteristically investigated by assess-
ing various forms of child abuse and their 
associations with depression and anxiety, 
which may, at least in part, be attribut-
able to physiological changes induced by 
childhood abuse. In a study of 49 women 

ages 18 to 45, those reporting childhood 
abuse had elevated autonomic and pitu-
itary-adrenal responses to stress, relative 
to controls.5 Notably, women who had 
been both abused as children and cur-
rently diagnosed with major depression 
demonstrated an adrenocorticotrophic 
hormone response to stressors more than 
six times higher than that of age-matched 
controls. These fi ndings suggest that au-
tonomic nervous system and hypotha-
lamic-pituitary-adrenal axis hyper-reac-
tivity may be a consequence of childhood 
abuse, heightening the subsequent risk 
for depression. Similarly, those between 
the ages of 18 and 22 years who reported 
exposure to parental verbal aggression 
during childhood, relative to controls not 
reporting parental verbal aggression, also 
displayed signifi cantly greater symptoms 
of “limbic irritability,” such as paroxys-
mal somatic disturbances, automatisms, 
and dissociation.6 Thus, physiological 
alterations affecting brain function may 
be induced by childhood abuse, and, in 
turn, pose lasting consequences for the 
emergence of sequelae of adverse child-
hood events.

These results are consistent with the 
observation that, relative to women who 
reported no abuse, women reporting any 
abuse as a child or adolescent had a rela-
tive risk (RR) of 2.5 (95% CI: 1.9 to 3.0) 
for current depressive disorder, with RRs 
of 2.4 (1.8 to 3.0), 1.8 (1.2 to 2.8), and 
3.3 (2.5 to 4.1), respectively, for women 
reporting physical abuse only, sexual 
abuse only, and physical and sexual 
abuse combined.7

The persistence of the risk for affec-
tive and anxiety symptomatology was 
assessed by McCauley and colleagues,8 
who examined the impact of physical 
or sexual abuse in childhood or adult-
hood. Specifi cally, these investigators 
compared female patients in four com-
munity-based primary care practices 
reporting no abuse during their life-
time, childhood abuse only, abuse dur-
ing adulthood only, and abuse during 

both childhood and adulthood. Notably, 
they found that relative to women who 
reported no abuse, women who reported 
childhood abuse, but not abuse during 
adulthood, had signifi cantly elevated 
scores for depression, anxiety, somatiza-
tion, and interpersonal sensitivity. These 
investigators concluded that, for many 
adults, the adverse effects of childhood 
physical or sexual abuse are as strong as  
the effects of current abuse.

Childhood abuse also appears to be 
a risk factor for suicidality. Among 330 
veterans with bipolar disorder, child-
hood abuse was associated with a sig-
nifi cantly increased likelihood of current 
posttraumatic stress disorder, a greater 
number of lifetime episodes of major 
depression, and a higher probability of 
at least one suicide attempt.9 Similarly, 
related research indicates that childhood 
sexual abuse — particularly involving 
intercourse — confers increased risk 
for social anxiety, major depression, 
and attempted suicide.10 As might be 
expected, individuals attempting sui-
cide on multiple occasions report a sig-
nifi cantly greater number of deleterious 
background events, including childhood 
emotional abuse and a history of suicide 
in the family, relative to those attempt-
ing suicide only once.11

Moreover, childhood abuse may com-
plicate the treatment of affective disor-
ders. Stratifying patients in the severe 
depression group were more than twice 
as likely to have experienced childhood 
emotional abuse relative to patients with 
mild to moderate depression. Conse-
quently, patients with a history of emo-
tional abuse may require longer continu-
ation of treatment to optimize depression 
outcomes.12 Similarly, in a comparison 
of medication treatment-resistant versus 
treatment-responsive patients with de-
pression, Kaplan and Klinetob13 found 
that treatment-resistant patients reported 
signifi cantly greater levels of emotional 
abuse during childhood than their treat-
ment-responsive counterparts.
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Related research has explored meth-
ods of optimizing the treatment of adults 
who have experienced childhood abuse. 
Notably, among women with a history of 
childhood sexual abuse, group treatment 
augmented the effi cacy of individual ther-
apy alone, yielding signifi cantly greater 
improvement in depression and anxiety.14 
Similarly, signifi cant improvement in 
depression following a 16-session 
course of individual interpersonal 
therapy among women with a 
history of childhood sexual 
abuse also has been reported.15

PERSONALITY DISORDERS
A study sampling records 

of documented cases of abuse 
and neglect during childhood 
— approximately 20 years after the 
cases of childhood abuse and neglect 
were initially noted — found a signifi -
cantly greater prevalence of antisocial 
personality disorder among abused cas-
es, relative to matched controls.16 These 
results were obtained in both genders, 
as was a greater prevalence of dysthy-
mia among those who had been abused 
as children. The investigators reported, 
however, that after controlling for stress-
ful life events, childhood victimization 
per se appeared to have little direct ef-
fect on any of the lifetime mental health 
outcomes measured. Although not mini-
mizing the deleterious consequences of 
childhood abuse or neglect, these inves-
tigators advocated viewing childhood 
victimization within the context of other 
life stressors and adverse experiences 
across the lifespan.

In a review of the literature, Gunder-
son and Chu17 reported childhood trauma 
to be highly prevalent in the histories of 
patients with borderline personality disor-
der. These researchers proposed that rec-
ognition of this robust relationship may 
enable clinicians to better understand the 
defi cits in interpersonal relational skills, 
behavioral control, and affect tolerance 
characteristic of patients with borderline 

pathology. This understanding may pro-
mote development of a stronger therapeu-
tic alliance through acknowledgement of 
the patient’s victimization and empathy 
regarding the traumatic effects of early 
victimization throughout the patient’s 
life. From another vantage point, patients 

with borderline personality 

disorder may, in turn, adversely infl uence 
the course and outcome of group therapy 
among patients with histories of child-
hood abuse.18

SUBSTANCE ABUSE
Childhood abuse also appears to be an 

antecedent to substance abuse in adult-
hood. Prospective research spanning 
two decades has revealed that, relative 
to controls, women who experienced 
sexual abuse, physical abuse, or ne-
glect during childhood are signifi cantly 
more likely to manifest alcohol misuse 
as adults. Notably, however, no signifi -
cant differences in alcohol misuse were 
observed between men who had experi-
enced childhood abuse and controls.16 In 
the wake of physical or sexual victim-
ization or neglect as children, substance 
abuse may represent an “internalized” 
manifestation of psychopathology that 
is more acceptable to women than “ex-
ternalized” expressions, such as physical 
violence or assault directed toward oth-
ers. Further research, however, is needed 
to better understand these fi ndings.

Nonetheless, childhood abuse is 
clearly an antecedent of substance abuse 

in clinical settings. In a cross-sectional 
study of female primary care patients, 
those reporting childhood physical or 
sexual abuse were signifi cantly more 
likely to be abusing drugs or to have a 
history of alcohol abuse relative to their 
peers who had not been abused.8 Thus, 
adverse childhood events, which, by 

their very nature, occurred early in the 
course of development, continue to exert 
strong effects throughout the lifespan.

Moreover, adverse childhood events 
may interfere with the course of sub-
stance abuse treatment. In a report on 
patients who were being treated for 
substance abuse, Easton and cowork-
ers19 noted that patients with a history of 
childhood trauma presented with signifi -
cantly greater depressive symptomatolo-
gy and had signifi cantly more individual 
therapy sessions than patients without a 
history of childhood trauma. Addition-
ally, a history of childhood abuse was 
identifi ed as a reliable predictor of non-
completion of drug rehabilitation treat-
ment,20 suggesting that the presence of 
adverse childhood events may even ren-
der their sequelae more diffi cult to treat.

THE ADVERSE CHILDHOOD 
EXPERIENCES (ACE) STUDY

Much of the child abuse literature can 
be characterized as being limited to the 
study of the effects of individual forms 
of abuse that likely co-occur (eg, sexual 
and physical abuse). Furthermore, this 
research frequently lacks operational 

Among 330 veterans with bipolar disorder, 
childhood abuse was associated with a 

signifi cantly increased likelihood of current 
posttraumatic stress disorder, a greater 
number of lifetime episodes of major 

depression, and a higher probability of at 
least one suicide attempt.
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TABLE 1.

Defi nitions and Prevalence of Adverse Childhood Experiences from the ACE Study

Category of Adverse Childhood Experience Women 
(n = 9,367)

Men 
(n = 7,970)

Total 
(n = 17,337)

Abuse % % %

Emotional:

Did a parent or other adult in the household …

1) Often or very often swear at you, insult you, or put you down?

2) Sometimes, often, or very often act in a way that made you afraid that
you might be physically hurt?

13.1 7.6 10.6

Physical:

Did a parent or other adult in the household …

1) Sometimes, often, or very often push, grab, slap, or throw something at you?

2) Ever hit you so hard that you had marks or were injured?

27.0 29.9 28.3

Sexual:

Did an adult or person at least 5 years older than you ever …

1) Touch or fondle you in a sexual way?

2) Have you touch their body in a sexual way?

3) Attempt oral, anal, or vaginal intercourse with you?

4) Actually have oral, anal, or vaginal intercourse with you?

24.7 16.0 20.7

Neglect*

Emotional:

1) There was someone in my family who helped me feel important or special.

2) I felt loved.

3) People in my family looked out for each other.

4) People in my family felt close to each other.

5) My family was a source of strength and support.

16.7 12.4 14.8

Physical:

1) I didn’t have enough to eat.

2) I knew there was someone there to take care of me and protect me.

3) My parents were too drunk or too high to take care of me.

4) I had to wear dirty clothes.

5) There was someone to take me to the doctor if I needed it.

9.2 10.7 9.9

Household Dysfunction

Battered Mother:

Was your mother (or step-mother) …

1) Sometimes, often, or very often pushed, grabbed, slapped, or had something thrown at her?

2) Sometimes, often, or very often kicked, bitten, hit with a fi st, or hit with something hard?

3) Ever repeatedly hit over at least a few minutes?

4) Ever threatened with or hurt by a knife or gun?

13.7 11.5 12.7

Parental Discord/Divorce:

1) Were your parents ever separated or divorced?
24.5 21.8 23.3

Mental Illness in Household:

1) Was a household member depressed or mentally ill? or

2) Did a household member attempt suicide?

23.3 14.8 19.4

Household Substance Abuse:

1) Did you live with anyone who was a problem drinker or alcoholic? or

2) Did you live with anyone who used street drugs?

29.5 23.8 26.9

Incarcerated Household Member:

1) Did a household member go to prison?
5.2 4.1 4.7

*From wave 2 of the ACE Study, n = 8,629

PSYCH0507Chapman.indd   362PSYCH0507Chapman.indd   362 5/1/2007   4:27:40 PM5/1/2007   4:27:40 PM



PSYCHIATRIC ANNALS 37:5  |  MAY 2007 363 

criteria to clearly defi ne the presence of 
abuse and does not permit assessment of 
the cumulative impact of multiple child-
hood stressors. The relationship between 
the breadth of exposure to childhood 
emotional, physical, and sexual abuse, 
household dysfunction, and health risk 
behavior during the lifespan requires fur-
ther elucidation. To further address these 
issues, Felitti et al21 administered a ques-
tionnaire about adverse childhood expe-
riences to more than 13,000 adults who 
had completed a standardized medical 
examination at a large health maintenance 
organization (HMO), to which more than 
70% responded. Operational defi nitions, 
using standardized criteria, were provid-
ed for the adverse childhood experiences. 
These were reported as occurring during 
the respondent’s fi rst 18 years of life and 
consisted of psychological, physical, or 
sexual abuse; observation of maternal 
battery; or living with household mem-
bers who had mental illnesses, abused 
drugs, or had been incarcerated.

Most notably, adverse childhood ex-
periences were not rare: more than half 
of respondents reported at least one ad-
verse childhood experience and one out 
of four reported exposure to two or more. 
Strikingly, a 4- to 12-fold increase in the 
risk for alcoholism, drug abuse, depres-
sion, and suicide attempt was observed 
among respondents reporting four or 
more categories of adverse childhood 
experiences, relative to those reporting 
that they had experienced none.21

In addition to exerting a cumulative 
effect, related investigation has revealed 
that adverse childhood experiences are 
highly interrelated and rarely occur sin-
gly. Thus, the presence of one adverse 
childhood experience should serve as a 
signal to the clinician that others likely 
occurred, meriting prompt assessment 
and, potentially, intervention to forestall 
their sequelae. Dong and colleagues22 
found that the number of respondents 
reporting a high total number of adverse 
childhood experiences (ACE score) was 

signifi cantly greater than would be ex-
pected if the individual adverse child-
hood experiences were independent, 
thereby providing strong statistical evi-
dence of the interrelatedness of these 
adverse childhood experiences.

For clinicians, these results suggest 
that, “where there is smoke, there are 
likely many fi res.” For instance, a patient 
who has experienced physical abuse dur-
ing childhood is likely at increased risk for 
having observed maternal battery grow-
ing up — along with all the attendant se-
quelae. Thus, the psychosocial evaluation 
of patients cannot be considered complete 
until their childhood exposure to multiple 
forms of abuse is assessed and informa-
tion is gathered about their current health 
risks and behaviors. Defi nitions and prev-
alence of adverse childhood experiences, 
as assessed in the ACE Study, are shown 
in the Table (see page 362). The follow-
ing sections describe some of the fi ndings 
from the ACE Study.

Depressive Disorders and Adverse 
Childhood Experiences

Examining the association between 
adverse childhood experiences were re-
ported to have occurred during the fi rst 18 
years of life. Additionally, depressive dis-
orders throughout the lifespan revealed 
a strong dose-response relationship be-
tween the ACE score and the probabilities 
of both lifetime and recent (ie, occurring 
within the previous year) depressive dis-
orders. Notably, the relationship between 
the ACE score and the likelihood of life-
time and recent depressive disorders was 
attenuated slightly — yet remained sig-
nifi cant — when a history of growing up 
with a household member with a mental 
illness was included in the model for com-
parative purposes. Because the mean age 
of respondents was 56.6 years, these re-
sults provide striking evidence that expo-
sure to adverse childhood experiences is 
associated with a signifi cantly increased 
risk of depressive disorders even decades 
into adulthood.23

Suicide and Adverse Childhood 
Experiences

Despite being a leading cause of 
death, identifi cation of individuals at 
risk for suicide remains a diffi cult task. 
To address this issue, Dube and cowork-
ers24 examined the relationship between 
adverse childhood experiences and 
self-reported suicide attempts. Among 
17,337 adult members of an HMO who 
were attending a primary care clinic, the 
lifetime prevalence of having at least 
one suicide attempt was 1.1% among 
respondents reporting no adverse child-
hood experiences. Among respondents 
reporting seven or more adverse child-
hood experiences, the prevalence of at-
tempting suicide rose dramatically to 
35.2%. Adverse childhood experiences 
in any category were associated with 
an increased risk of attempted suicide 
ranging from two- to fi ve-fold, with the 
ACE score assuming a strong, graded 
relationship to attempted suicide in both 
childhood/adolescence and adulthood.

Examination of the effect exerted 
by other factors associated with sui-
cide — specifi cally, illicit drug use, 
depressed affect, and self-reported alco-
holism — revealed that these variables 
only partially mediated the relationship 
between adverse childhood experiences 
and attempted suicide. Thus, preven-
tion of childhood abuse and neglect and 
treatment of affected individuals may be 
important components in the develop-
ment of suicide prevention efforts.24

Exposure to Parental Alcohol Abuse 
and Adverse Childhood Experiences

The correlates of exposure to parental 
alcohol abuse also were assessed in an 
examination of 8,629 adult HMO mem-
bers participating in the ACE Study.25 
Respondents with one or more parents 
who abused alcohol during their child-
hood reported adjusted odds for adverse 
childhood experiences that were two to 
13 times greater than those whose par-
ents did not abuse alcohol. For almost 
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every adverse childhood experience cat-
egory, respondents who reported child-
hood exposure to both an alcohol-abus-
ing father and mother demonstrated the 
highest probability of adverse childhood 
experiences. Given that a prior commu-
nity-based investigation has indicated 
the lifetime prevalence of alcohol depen-
dence to be nearly 14%,26 these results 
are particularly striking and present im-
portant implications for the mental and 
physical health of the population.

CONCLUSIONS
Clearly, a number of research studies, 

along with the extensive fi ndings from 
the ACE Study, indicate that childhood 
physical, sexual, and emotional abuse, 
as well as neglect, are risk factors for 
an array of adverse mental health con-
sequences in childhood and adulthood 
alike. Articulating a model of early 
detection of adverse childhood experi-
ence and prompt intervention, Dube et 
al25 stated, “Improved coordination of 
adult and pediatric health care along 
with related social and substance abuse 
services may lead to earlier recognition, 
treatment, and prevention of both adult 
alcohol abuse and adverse childhood 
experiences, reducing the negative se-
quelae of adverse childhood experiences 
in adolescents and adults.” In short, opti-
mizing preventive care necessitates that 
clinicians routinely screen for adverse 
childhood experience, provide treat-
ment to the individual, and recognize 
— given the strong interrelatedness of 
adverse childhood experiences22 — the 
need for assessment of other exposures 
given the presence of one. Possible in-
tervention should involve all members 
of the household. Future population-
based preventive strategies should focus 
on prevention of child abuse and other 
forms of childhood trauma as a means of 

reducing risk for diverse negative mental 
health outcomes.
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