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Children and adolescents have
a high level of exposure to
traumatic events, such as the

unexpected loss of a loved one and
physical or sexual abuse, and to other
adverse experiences, such as parental
divorce, parental mental illness, or
being placed in foster care (1,2). For
example, the National Comorbidity
Survey found that 50% of respon-
dents in the general population re-

ported experiencing two or more
such adverse events in childhood (1).
Similarly, the Adverse Childhood Ex-
periences study, which was conduct-
ed in a primary care setting, found
that more than 50% of respondents
had experienced at least one type of
adverse childhood experience in
childhood, and 25% reported more
than two types (3).

Results from these studies also sug-

gest that adverse childhood experi-
ences, such as abuse, domestic vio-
lence, and other forms of household
dysfunction, frequently co-occur (2,
3). For example, 80% of individuals
who were sexually abused in child-
hood reported at least one other type
of adverse childhood experience, and
50% reported two or more types (2).
Moreover, increased exposure to ad-
verse childhood experiences is relat-
ed to a greater likelihood of develop-
ing a variety of behavioral, health, and
mental health problems, including
smoking, multiple sexual partners,
heart disease, cancer, lung disease,
liver disease, sexually transmitted dis-
eases, substance abuse, depression,
and suicide attempts (4–8).

Aside from findings of the Adverse
Childhood Experiences study, there
is abundant evidence that adults with
mood disorders have often experi-
enced adverse childhood experi-
ences, including childhood sexual and
physical abuse, neglect, witnessing
domestic violence, early parental loss,
parental divorce, parental mental ill-
ness, and out-of-home placement
(1,9–17). However, fewer studies
have examined the long-term health
and mental health implications of ad-
verse childhood experiences among
persons with severe mood disorders.
The few available studies suggest that
exposure to adverse childhood experi-
ences is associated with worse subse-
quent functioning among those with
major depression or bipolar disorder.
For example, individuals with mood
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disorders who were exposed to
parental mental illness in childhood
tend to have an earlier onset of de-
pression, more depressive episodes,
more severe and persistent symp-
toms, and greater impairment (18). In
addition to having a genetically trans-
mitted familial risk (19,20), persons
with mood disorders exposed to
parental mental illness may experi-
ence heightened stress and negative
or disengaged parenting behavior in
their developmental years (21). Expo-
sure to child abuse among individuals
who develop mood disorders is asso-
ciated with an increased likelihood of
self-injurious behavior (21,22), im-
pulsivity (22), and higher severity and
number of suicide attempts (22,23).
Moreover, among adults with bipolar
disorder severe physical, sexual, and
emotional abuse in childhood has
been linked to earlier onset of the dis-
order, rapid cycling, and more fre-
quent suicide attempts (24,25).

Thus research indicates that expo-
sure to adverse experiences in child-
hood is related to more severe symp-
toms and a worse course of illness
among individuals with mood disor-
ders. However, previous research
has focused mainly on the relation-
ship between specific adverse child-
hood experiences and course of ill-
ness among those with major mood
disorders. Fewer studies have exam-
ined the correlates of exposure to the
broad range of adverse childhood ex-
periences and mental health func-
tioning in mood disorders or be-
tween adverse childhood experi-
ences and long-term health and
functioning in this population. A
study of mental health functioning
among 569 adults with schizophrenia
suggested that increased exposure to
adverse childhood experiences is
strongly related to psychiatric prob-
lems (suicidal thinking, hospitaliza-
tions, distress, and posttraumatic
stress disorder [PTSD]), substance
abuse, physical health problems
(HIV infection), medical service uti-
lization (physician visits), and poor so-
cial functioning (homelessness or
criminal justice involvement) (26).
This suggests the need to examine the
correlates of exposure to the broad
range of adverse childhood experi-
ences and mental health functioning

as well as long-term health and func-
tioning in mood disorders.

In the study reported here, we ex-
amined the relationship between cu-
mulative exposure to adverse child-
hood experiences in a large, multisite
sample of public-sector mental health
clients diagnosed as having major
mood disorders. We hypothesized
that greater exposure to adverse
childhood experiences would be re-
lated to worse functioning across sev-
eral domains of functioning, includ-
ing psychiatric problems, substance
use disorders, physical health prob-
lems, trauma exposure in adulthood,
high-risk behavior, and community
adjustment.

Methods
Participants
The participants were 274 adults with
severe mood disorders (major depres-
sion or bipolar disorder) drawn from
a larger investigation of risky behavior
and sexually transmitted diseases
among persons with severe mental ill-
ness (27). All participants were re-
ceiving treatment through the public
mental health systems of Connecti-
cut, Maryland, New Hampshire, or
North Carolina or through the
Durham, North Carolina, Depart-
ment of Veterans Affairs (VA) Med-
ical Center. Most were receiving
some form of disability income as a
result of their psychiatric disorder.
The mental health centers were locat-
ed in rural, urban, and metropolitan
areas. Specifically, 8% of the partici-
pants were located in urban and met-
ropolitan areas, 20% were receiving
services from a VA medical center,
and 43% were recipients of inpatient
services. Among the 274 persons with
mood disorders, 254 had complete
data on adverse childhood experi-
ences and were included in the analy-
ses. Characteristics of the sample are
presented in Table 1.

Measures
This study assessed adverse childhood
experiences, psychiatric problems,
substance use disorders, physical
health, and community functioning
through chart review, structured in-
terviews, and self-report instruments.

Psychiatric diagnoses. Psychiatric
diagnoses were based on chart

records for 222 participants (81%)
and on the Structured Clinical Inter-
view for DSM-IV (SCID) (28) for 52
participants (19%). Four of the sites
assessed the validity of the chart diag-
noses by administering the SCID and
found high concordance rates (κ=.72).
This supports the validity of chart di-
agnoses for the study participants.

Adverse childhood experiences.
Standardized, self-report measures
administered in an interview format
were used to assess childhood abuse,
household dysfunction, and losses
that occurred during the first 16 years
of participants’ lives. Childhood sexu-
al abuse was assessed with the Sexual
Abuse Exposure Questionnaire (29).
This scale identifies ten categories of
increasingly invasive sexual experi-
ences via self-report and has good
test-retest reliability among clients
with severe mental illness (30). Par-
ticipants were considered to have ex-
perienced childhood sexual abuse if
they responded affirmatively to any of
the six items involving physical sexual
contact.

Childhood physical abuse was as-
sessed by the three most severe items
from the violence subscale of the
Conflict Tactics Scales (31). An affir-
mative response on any of the three
questions (being hit, being knocked
down or thrown, and being burned or
scalded on purpose) was used to indi-
cate a history of physical abuse.

Parental separation or divorce was
defined by an affirmative response to
the question, “When you were grow-
ing up, did your parents/caretakers
get a divorce or separation?” Domes-
tic violence was assessed by the
question, “When you were growing
up, did you see or hear your par-
ents/caretakers arguing or fighting a
lot?” Foster/kinship care was as-
sessed by two questions that asked
whether the respondent was placed
in an orphanage, foster home, boys’
home, reformatory, detention, jail,
or similar placement or sent to live
with relatives, family friends, or oth-
er people. Parental mental illness
was derived by an affirmative re-
sponse to the question, “When you
were growing up, did your par-
ent(s)/caretaker(s) ever see a coun-
selor, psychologist, or psychiatrist, or
go to a mental hospital, or take med-
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ication for an emotional problem?”
Parental death was based on client
self-report of whether the client’s fa-
ther or mother died before the client
turned 16.

Psychiatric problems. Suicidal ide-
ation, self-injurious behavior, and re-
cent suicide attempts were assessed
by asking participants if they felt so
low that they thought of suicide, if
they tried to hurt themselves, and if
they attempted suicide in the past six
months. Hospitalization history was
measured via self-report by age at
first hospitalization, the total number
of psychiatric hospitalizations, and
the number of hospitalizations in the
previous year.

PTSD was assessed with the PTSD
Checklist (PCL) (32), a self-report
measure. The PCL includes 17 ques-
tions, one for each DSM-IV PTSD
symptom; it requires the respondent
to rate the severity of each symptom

over the past month on a 5-point
Likert scale. A PTSD diagnosis is
made if at least one criterion B (in-
trusive) symptom, three criterion C
(avoidant) symptoms, and two crite-
rion D (hyperarousal) symptoms are
rated at 3 or above on the Likert
scale or if the total PCL score is 45
or more. The PCL has strong test-
retest reliability and convergent va-
lidity among persons with severe
mental illness (33).

Substance use disorders. Current
alcohol and drug use disorders were
identified with the Dartmouth As-
sessment of Lifestyle Instrument
(DALI) (34). The DALI is an 18-item
screening tool for substance use dis-
orders (abuse or dependence) that
was specifically developed and vali-
dated for persons with severe mental
illness. It has high classification ac-
curacy for DSM-IV current sub-
stance use disorders involving alco-

hol, cannabis, or cocaine. Cutoff
scores have been developed by use
of an empirically derived algorithm.
Clients were categorized as having a
substance use disorder if the DALI
was positive.

Physical health. Physical health
was assessed with items from the
Piedmont Health Survey (35), which
includes questions on chronic med-
ical problems, including asthma, dia-
betes, heart trouble, hypertension,
arthritis, cancer, lung diseases, ul-
cers, stroke, epilepsy, head injury, or
infectious diseases (for example, sex-
ually transmitted diseases and hepa-
titis). For this study the number of
problems endorsed was summed to
form an overall measure of health
problems. Participants were also
asked to report the number of times
in the past six months that they had
received care for a physical health
problem and the number of days
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Characteristics of 254 adults with major mood disorders

Men Women Total sample
(N=142) (N=112) (N=254)

Characteristic N % N % N % p

Age (M±SD) 41.61±11.66 44.46±9.92 42.87±11.00 .03a

Race .67b

European American 96 68 72 65 168 67
African American 34 24 29 26 63 25
Hispanic 2 1 4 4 6 2
Other 9 6 6 5 15 6

Marital status .17b

Never married 54 38 32 29 86 34
Divorced, widowed, or separated 57 40 58 52 115 46
Married 30 21 22 20 52 21

Education .68b

Less than high school 31 22 29 26 60 24
High school or GED 53 37 37 33 90 35
More than high school 58 41 46 41 104 41

Psychiatric diagnosis
Major depression 56 39 44 39 100 39 .98c

Bipolar disorder 86 61 68 61 154 61
Comorbid alcohol use disorder 61 43 20 18 81 32 <.001c

Comorbid drug use disorder 47 33 16 14 63 25 .001c

Comorbid substance use disorder 83 59 32 29 115 45 <.001c

Age at first hospitalization (M±SD) 27.50±10.70 28.41±10.31 27.90±10.52 .50a

Lifetime number of hospitalizations (M±SD) 3.43±1.90 3.71±1.77 3.55±1.85 .24a

Psychiatric hospitalization in the past year 100 70 49 45 149 60 <.001c

Homeless in the past 6 months 38 27 10 9 48 19 <.001c

Poverty 70 51 56 52 126 51 .86c

Criminal justice involvement 112 79 48 43 160 63 <.001c

Currently working 28 20 28 25 56 22 .31c

Has children 85 61 87 78 172 68 .004c

a One-way analysis of variance
b Chi square of categories with three or more subcategories
c Chi square of categories with two mutually exclusive subcategories



hospitalized for physical health
problems.

HIV, hepatitis B, and hepatitis C
were assessed through laboratory
analyses of blood specimens obtained
through venipuncture or finger stick.
Serologic tests for HIV antibodies in
serum utilized the Genetic Systems
HIV-1/HIV-2 enzyme-linked im-
munosorbent assay (ELISA), and re-
sults were confirmed by an HIV-
Western blot (BioRad). Antibodies to
hepatitis B core were assessed with
the Abbott Corzyme test. Antibodies
to hepatitis C were assessed in serum
via the Abbott HCV-2 ELISA and
confirmed by a recombinant im-
munoblot (Ortho). All serologic test-
ing and procedures were licensed by
the U.S. Food and Drug Administra-
tion and were performed in laborato-
ries accredited by the College of
American Pathologists. Details of the
procedures have been described by
Rosenberg and colleagues (36).

Community functioning. Informa-
tion about homelessness was ob-
tained via self-report. Homelessness

was defined as having no regular resi-
dence or living in a shelter or on the
street for at least one day during the
past six months.

Poverty status was assessed via self-
report and was based on past-year in-
come. The 1999 guidelines of the U.S.
Department of Health and Human
Services were used to define poverty
status; the guidelines take into ac-
count income, marital status, and
number of children.

Criminal justice involvement was
assessed via self-report and defined
as ever having been arrested for any
offense.

Work functioning was assessed via
self-report and defined as whether
the client was currently working or
had worked in the past year.

Trauma exposure in adulthood. Ex-
posure to physical assault or sexual as-
sault since age 17 and in the past year
was measured by the physical assault
and sexual assault subscales of the
Revised Conflict Tactics Scales (37).
Physical assault was defined as any as-
sault, ranging from grabbing, push-

ing, or shoving to using a knife or gun,
that was perpetrated against the par-
ticipant. Sexual assault was defined as
oral, anal, or vaginal intercourse
achieved through either physical
force or threat.

High-risk behaviors. High-risk be-
haviors were those associated with in-
creased risk of diseases transmitted
via blood, such as HIV, hepatitis B,
and hepatitis C (for example, unpro-
tected sex and sharing needles for in-
jection drug use). The AIDS Risk In-
ventory (38,39), a structured inter-
view for assessing risk behaviors asso-
ciated with acquiring and transmit-
ting these infections, was used. The
instrument was modified for this
study so that it would be easily under-
stood by respondents with severe
mental illnesses. The selected risk
variables include lifetime trading of
sex for drugs, gifts, or money; lifetime
injection of a drug; lifetime adminis-
tration of a drug by sniffing; lifetime
needle sharing; lifetime sex between
men; and two or more sexual partners
in the past six months.
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Prevalence of adverse childhood experiences by gender and race among 254 adults with major mood disorders and 
comparative data from two U.S. population surveys

European African Total
Men Women American American sample
(N=142) (N=112) (N=163) (N=62) (N=254) ACE

studya NCSb

Adverse experience N % N % p N % N % p N % (%) (%)

Type of adverse experience
Witnessed domestic violence 83 59 75 67 .17 108 64 33 52 .10 158 62 13c NA
Physical abuse 82 58 60 54 .51 97 58 29 46 .11 142 56 11d 3e

Foster or kinship care 51 36 47 42 .33 62 37 24 38 .87 98 39 naf naf

Parental separation or divorce 51 36 40 36 .97 60 36 22 35 .91 91 36 NA 18
Sexual abuse 40 28 65 58 <.001 79 47 15 24 .001 105 41 22 10
Parental mental illness 38 27 44 39 .03 53 32 13 21 .10 82 32 19g 23h

Parental death 14 10 11 10 .99 17 10 4 6 .38 25 10 NA 9
Number of types of adverse
experiencesi .02j .02j

0 17 12 10 9 19 11 8 13 27 11 36 26
1 25 18 18 16 26 16 14 22 43 17 26 23
2 38 27 18 16 33 20 19 30 56 22 16 16
≥3 62 44 66 59 90 54 22 35 128 50 22 35

a Adverse Childhood Experiences study (2,4)
b National Comorbidity Survey (1)
c Witnessed mother being treated violently
d Serious physical attack
e Pushed, grabbed, shoved, slapped, or injured
f Rates of lifetime kinship or foster care were unavailable; prevalence of children in either kinship care or foster care in 1997 was 3.6% (40,41)
g A household member was depressed, mentally ill, or committed suicide.
h Mother had a depressive disorder.
i Total number of adverse childhood experiences examined in each study; some events may not overlap.
j One-way analysis of variance



Procedure
After clients gave informed consent,
they participated in structured inter-
views that lasted from 60 to 90 min-
utes, received pretest counseling for
HIV-AIDS, and provided blood spec-
imens as part of a screening for HIV
and other sexually transmitted dis-
eases. All clients were paid for partic-
ipation in the assessments and were
provided with test results, posttest
counseling, and referrals for follow-
up testing and treatment as needed.

Statistical analyses
Prevalence rates of adverse childhood
experiences and the association be-
tween different types of adverse
childhood experiences were comput-
ed first. The association between cu-
mulative number of adverse child-
hood experiences and outcomes was
then examined by use of logistic re-
gression analyses that controlled for
demographic characteristics (gender,
age, race, and education level).

Results
Prevalence and interrelationships
The prevalence of adverse childhood
experiences in the sample is summa-
rized in Table 2, along with the preva-
lence in large community samples
(1,3,40,41). In this sample of 254
adults with mood disorders, the most
common types of adverse childhood
experience were physical abuse and
exposure to domestic violence.
Women experienced a greater num-

ber of adverse childhood experiences
than men, and Caucasians experi-
enced more adverse childhood expe-
riences than African Americans. Only
11% of participants reported that
they had experienced no adverse
childhood experiences; 17% reported
one event, and 50% reported three or
more events. In comparison, studies
of adverse childhood experiences in
community samples have found lower
rates; about one-fifth of respondents
in the Adverse Childhood Experi-
ences study reported three or more
adverse events (3), and only one-third
of respondents in the National Co-
morbidity Study reported three or
more events (1). No site effect was
found (urban versus rural site, VA
medical center versus community
mental health center, or inpatient
versus outpatient setting). These
findings suggest that adults with se-
vere mood disorders have had greater
exposure to adverse childhood experi-
ences than the general population.

Table 3 summarizes the co-occur-
rence of different adverse childhood
experiences. Most clients who had ex-
perienced one adverse event had also
experienced between two and three
other events. For example, among
those who had a parent with a mental
illness, more than half also had expe-
rienced parental divorce, foster care,
and physical and sexual abuse; among
those who had experienced sexual
abuse, more than half had also experi-
enced physical abuse, witnessed do-

mestic violence, and been placed in
foster care. Parental mental illness
was associated with the highest num-
ber of co-occurring adverse child-
hood experiences, with an average of
three other events.

Association between adverse expe-
riences and adult functioning
The results of the logistic regression
analyses evaluating associations be-
tween cumulative exposure to ad-
verse childhood experiences and
functioning are summarized in Table
4. In this study all the functional,
mental health, and physical health
variables were coded as dichotomous
dependent variables. The independ-
ent variables included the number of
adverse childhood experiences, age,
gender, educational attainment, and
race. Each experience variable was
dichotomized (score of 0 or 1, absent
or present). The total score of the
number of adverse childhood experi-
ences served as an overall adversity
index and was entered into the multi-
ple logistic regression analysis. Age
and educational attainment were
measured in terms of years. Gender
and race (coded as white versus oth-
er) were dichotomous. Multiple logis-
tic regression analysis was used to ad-
just for the potential confounding ef-
fects of age, gender, race, and educa-
tional attainment on the relationship
between the number of adverse
childhood experiences and function-
al, health, and mental health out-
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Co-occurrence of types of adverse childhood experiences among 254 adults with major mood disorders

Foster or Parental Parental
Domestic Physical Sexual kinship separation mental Parental
violence abuse abuse scare or divorce illness death Mean N of

Adverse co-occurring
experience N % N % N % N % N % N % N % N % experiences

Domestic
violence 158 62 — — 107 68 82 52 72 46 69 44 68 43 14 9 2.63

Physical abuse 142 56 107 76 — — 75 53 74 52 55 39 60 42 15 11 2.72
Sexual abuse 105 41 82 78 75 71 — — 57 54 46 44 49 47 13 12 3.07
Foster or 

kinship care 98 39 72 74 74 76 57 58 — — 52 53 43 44 12 12 3.16
Parental separa-

tion or divorce 91 36 69 76 55 60 46 51 52 57 — — 43 47 9 10 3.01
Parental men-

tal illness 82 32 68 83 60 74 49 60 43 52 43 52 — — 8 10 3.30
Parental death 25 10 14 56 15 60 13 52 12 48 9 36 8 32 — — 2.84



comes. If the odds ratio is greater
than 1.0, it suggests that the odds of
the outcome increase when the num-
ber of the adverse childhood experi-
ences is increased by 1. If the odds ra-
tio is less than 1.0, it suggests that the
odds of the outcome decrease when
the number of experiences increases.

As shown in Table 4, the odds of
being hospitalized before the age of

17 and having a current substance use
disorder, recent suicidal behavior, and
a diagnosis of PTSD were increased
when the number of adverse child-
hood experiences increased. Mean-
while, adverse childhood experiences
were also significantly related to some
of the measures of health functioning,
including number of visits to the doc-
tor and number of health problems.

With respect to community function-
ing, adverse childhood experiences
were related to homelessness and also
to criminal behavior, but less strongly.
Adverse childhood experiences were
not related to work or poverty. Final-
ly, adverse childhood experiences
were strongly related to increased
physical or sexual victimization in the
past year and since age 17; they were
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Logistic regression analyses of adverse childhood experiences as predictors of functional, mental health, and physical health
outcomes among 254 adults with major mood disordersa

Variable N % β SE χ2 p OR 95% CI

Psychiatric functioning
Suicidal thoughts in the past 6 months 116 46 .11 .08 2.14 .14 1.12 .96–1.30
Self-injurious behavior in the past 6 months 37 15 .20 .11 3.34 .07 1.22† .99–1.51
Suicide attempts in the past 6 months 48 19 .30 .10 9.15 .002 1.35∗∗ 1.11–1.64
Age 16 or younger at first hospitalization 29 11 .45 .13 11.47 .001 1.57∗∗∗ 1.21–2.05
Three or more lifetime psychiatric hospitalizations 175 69 .15 .09 3.24 .07 1.17† .99–1.38
Psychiatric hospitalization in the past year 149 59 .11 .08 1.79 .18 1.12 .95–1.32
Diagnosis of posttraumatic stress disorder 112 44 .16 .08 4.41 .04 1.18∗ 1.01–1.37
SF-12 mental component score ≥51b 54 21 .02 .09 .05 .83 1.02 .85–1.22
BPRS score ≥2c 71 28 .02 .08 .03 .86 1.02 .86–1.19

Substance use disorder
Current alcohol abuse diagnosis 81 32 .03 .08 .12 .73 1.03 .87–1.21
Current drug abuse diagnosis 63 25 .23 .10 6.05 .01 1.26∗∗ 1.05–1.52
Any current substance abuse diagnosis 115 45 .16 .08 3.98 .05 1.18∗ 1.00–1.39

Physical health
Nonpsychiatric hospitalization in the past year 40 16 .07 .10 .46 .50 1.07 .88–1.31
More than 2 physician visits in the past 6 months 131 52 .17 .08 4.66 .03 1.19∗ 1.02–1.39
Two or more health problems 139 55 .35 .09 15.99 <.001 1.42∗∗∗ 1.20–1.69
Blood-borne disease 38 15 .15 .11 1.87 .17 1.16 .94–1.44
Sexually transmitted disease 40 16 .06 .11 .27 .60 1.06 .85–1.32
SF-12 physical component score ≥51b 97 38 –.05 .08 .35 .55 .96 .82–1.11

Community functioning
Homeless in the past 6 months 48 19 .26 .10 6.29 .01 1.30∗ 1.06–1.59
Criminal justice involvement in lifetime 160 63 .16 .09 3.39 .07 1.17† .99–1.38
Working now and worked in the past year 126 48 .13 .08 2.49 .11 1.14 .97–1.34
Poverty 126 50 .08 .08 .97 .33 1.08 .93–1.25
GAS score >41d 162 64 .13 .08 2.30 .13 1.14 .96–1.34

Trauma exposure
Adulthood physical abuse 212 84 .40 .11 12.86 <.001 1.49∗∗∗ 1.20–1.86
Current physical abuse 88 35 .28 .09 10.57 .001 1.33∗∗∗ 1.12–1.57
Adulthood sexual abuse 98 39 .40 .09 19.88 <.001 1.50∗∗∗ 1.25–1.78
Current sexual abuse 34 13 .28 .11 6.01 .01 1.32∗∗ 1.06–1.65

High-risk behavior
Traded sex for money, gifts, or drugs in lifetime 46 18 .22 .10 4.90 .03 1.25∗ 1.03–1.52
Shared needle in lifetime 19 8 .24 .15 2.65 .10 1.27† .95–1.70
Use of injection drugs in lifetime 32 13 .33 .12 7.57 .01 1.39∗∗ 1.10–1.76
Sniffed drugs in lifetime 127 50 .17 .08 4.52 .03 1.19∗ 1.01–1.40
Had sex with men (question for men) 25 10 .70 .17 16.20 <.001 2.01∗∗∗ 1.43–2.83
Multiple sexual partners 57 22 .10 .09 1.10 .29 1.10 .92–1.32

a Analyses controlled for age, race, education, and gender.
b The mean±SD scores on the mental and physical components of the 12-item Short-Form Health Survey were 37.12±13.33 and 45.42±11.83, respec-

tively. Possible scores on the components range from 0 to 100, with higher scores indicating better mental or physical health. The normative popula-
tion score is 50.

c Brief Psychiatric Rating Scale (observational items only). The mean±SD total score for these items was 1.66±.53. Possible scores range from 1 to 7,
with higher scores indicating more severe psychiatric symptoms.

d Global Assessment Scale. The mean±SD score was 49.46±12.96. Possible scores range from 1 to 100, with higher scores indicating better functioning.
†p=.10
∗p=.05

∗∗p=.01
∗∗∗p=.001



also related to most high-risk behav-
iors, including risky sexual practices
and drug behaviors.

Discussion
Compared with findings from nation-
al surveys of the U.S. general popula-
tion (1,3), the results of this study in-
dicate that adults with severe mood
disorders were more likely to have ex-
perienced a range of adverse child-
hood experiences. The most common
adverse childhood experiences in this
population were witnessing domestic
violence and being physically abused,
followed by being sexually abused,
being placed in foster or kinship care,
and experiencing parental separation
or divorce, parental mental illness,
and parental death. A majority of
clients who were exposed to one type
of adverse childhood experience were
also exposed to two or three others.
This pattern of high co-occurrence
between different adverse childhood
experiences is consistent with results
found in the general population (3).

Previous research has shown that
exposure to any one of the various
types of adverse childhood experi-
ence, such as parental mental illness
or child abuse, is related to worse
outcomes in mood disorders (1,18,42,
43). The study reported here goes be-
yond previous research this area by
documenting relationships between
cumulative exposure to adverse child-
hood experiences and different func-
tional outcomes among adults with
mood disorders. Specifically, cumula-
tive exposure to adverse childhood
experiences was related to younger
age at first hospitalization and num-
ber of recent suicide attempts; revic-
timization in adulthood and a diagno-
sis of PTSD; health risk behaviors,
such as having multiple sexual part-
ners and sharing needles for injection
drug use; diagnosis of a substance use
disorder; self-reported health prob-
lems and medical service utilization;
and homelessness. There was a signif-
icant association between adverse
childhood experiences and suicide at-
tempts. Similar findings have been
reported for the general population
(4) and from other studies of mood
disorders (24,25). Furthermore, the
association between adverse child-
hood experiences and younger age at

first hospitalization is in line with
findings from studies on bipolar dis-
orders (26) and depression (18) and
suggests that experiencing adverse
events in childhood not only increas-
es the risk of developing a mood dis-
order but also portends a more severe
disorder.

Increased exposure to adverse
childhood experiences was related to
a higher likelihood of physical and
sexual assault in adulthood, both in
the adult lifetime and in the past year.
This finding is consistent with re-
search showing that early victimiza-
tion increases the chances of subse-
quent revictimization both in the gen-
eral population (43–49) and among
people with severe mental illnesses,
such as schizophrenia (30,50,51). In
addition, the association between ex-
posure to adverse childhood experi-
ences and PTSD diagnosis, which is
likely strengthened by subsequent re-
victimization, is consistent with find-
ings from studies of adolescents
(52,53) and research on the correlates
of childhood sexual abuse (29,54,55).

Consistent with findings from the
general population (6,56) and among
people with schizophrenia or schiz-
oaffective disorder (22), our results
indicate that adverse childhood expe-
riences had a significant association
with development of a drug use disor-
der and an overall significant relation-
ship with development of a substance
use disorder. In addition, exposure to
adverse childhood experiences was
also associated with high-risk behav-
iors, such as injection drug use and
trading sex for drugs or money. Simi-
lar findings in the general adult popu-
lation indicate a link between child
abuse and subsequent high-risk be-
haviors. For example, research has
documented the relationship be-
tween childhood sexual abuse and
adulthood high-risk behaviors, such
as promiscuity, unprotected sex, ex-
change of sex for money or other ne-
cessities (such as drugs), and injection
drug use (44,57–59).

The findings of this study have
three important implications. They
suggest that most clients with mood
disorders in the public mental health
system are likely to have been ex-
posed to serious adverse experiences
in childhood; that the social and psy-

chological consequences of these ear-
ly experiences include increased trau-
ma exposure in adulthood and PTSD,
high-risk behavior, and worse health,
mental health, and functional out-
comes; and that treatment for people
with mood disorders should recog-
nize the complex set of treatment
needs—over and above the need for
effective treatment of depression or
bipolar disorder—that it is necessary
to address in order to reduce mor-
bidity and mortality among these
clients. Mental health providers will
be challenged to develop and test in-
tegrated models of care that address
the most common and serious condi-
tions that are comorbid with mood
disorders, including exposure to trau-
ma, high-risk behavior, and sub-
stance use disorders.

The study has several limitations.
This was a retrospective study, and
thus underreporting or overreporting
of adverse childhood experiences may
have occurred. However, longitudinal
follow-up studies of adults with docu-
mented childhood abuse have shown
that retrospective reports of child-
hood abuse are more likely to under-
estimate actual occurrence (60,61).
Second, although a large, multisite
sample was used, it was nevertheless
a convenience clinical sample of
clients with severe mood disorders
and may not be representative of all
clients with mood disorders or all
clients of the U.S. public mental
health system. For example, the sam-
ple underrepresents the Hispanic
population in these settings. Finally,
the measures used in this study were
self-report measures and also were
not identical to those used in the Na-
tional Comorbidity Survey and the
Adverse Childhood Experiences
study, which prevents precise com-
parisons between findings.

Conclusions
This study provides evidence that
routine clinical assessment of self-re-
ported adverse childhood experi-
ences is warranted in the care of per-
sons with mood disorders. Multiple
forms of chronic childhood stress may
place the developing child in a vul-
nerable position biologically (2,3) and
mentally. The clinical implications of
this study include the following: in
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the care of people with severe mood
disorders, it is important to ask ques-
tions routinely during intakes in order
to elicit information about possible
adverse childhood experiences. If
these experiences are confirmed, it is
important to assess the degree to
which the client exhibits risk behav-
iors or posttraumatic symptoms that
might be addressed clinically (for ex-
ample, PTSD symptoms that might
be addressed through evidence-based
cognitive-behavioral therapy). Partic-
ular treatment approaches for people
with mood disorders include integrat-
ed care for trauma and drug use along
with management of high-risk behav-
iors. Frontline clinicians often do not
have adequate training in interven-
tions to address consequences in
adulthood that are related to expo-
sure to adverse childhood experi-
ences among clients with mood disor-
ders. Training in the areas of the pre-
vention of retraumatization, treat-
ment of PTSD, management of high-
risk sexual and drug use behaviors,
and suicidal attempts may help im-
prove outcomes. Ultimately, the find-
ings suggest that prevention of ad-
verse childhood experiences is impor-
tant for adult mental health.
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