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ABSTRACT

Purpose: This study investigates associations of childhood adversities (CAs) with lifetime prevalence, 12-month
prevalence, and 12-month persistence of mental disorders in a large cross-national sample of university students.
Methods: Data came from epidemiologic surveys carried out by the World Mental Health International College
Student (WMH-ICS)Initiative across 18 countries (n=60,719). The web-based surveys screened for lifetime and
12-month prevalence and age-of-onset of common DSM-5 disorders (Major Depressive Disorder, Bipolar I/II
Disorder, Generalized Anxiety Disorder, Panic Disorder, Posttraumatic Stress Disorder, Alcohol and Drug Use
disorders, Attention-Deficit/Hyperactivity Disorder) and five types of CAs (family dysfunction, emotional abuse,
physical abuse, sexual abuse, neglect). Multivariable Poisson regression models estimated associations of CA
type, number, and frequency with disorders.

Results: The majority of incoming students reported exposure to at least one CA (64.9%), including 50.0 % family
dysfunction, 42.2 % emotional abuse, 21.2 % physical abuse, 18.8 % neglect, and 5.0 % sexual abuse. Lifetime
and 12-month disorders were significantly associated with CAs in multivariable models, although associations
with disorder persistence were weaker. Population attributable risk proportions of 12-month disorders associated

2 The WMH-ICS collaborators are: Marilisa Boffo, Guilherme Borges, Elsie Breet, Sergio Cruz-Hernandez, Mireia Felez, Nadia Garnefski, Praxedis Cristina
Hernandez Uribe, Petra Hurks, Karen Jacobs, Ana Lucia Jiménez-Pérez, Elisabeth F. Klinkenberg, Vivian Kraaij, Rodrigo Antunes Lima, Francisca Ongecha Owuor,
Maria Elena Medina-Mora, Andrea Miranda, Iris Ruby Monroy-Velasco, Tiana Mori, Lonna Munro, Richard J. Munthali, Claudiu C. Papasteri, Maria Abigail Paz-
Peréz, Ana Paula Prescivalli, Marisa Rebagliato, Danielle Remmerswaal, Miquel Roca, Elske Salemink, Claudia van der Heijde, Wouter Voorspoels, Reinout W. Wiers.
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with CAs were in the range of 40.7-61.0 % for anxiety and mood disorders and 13.5-55.2 % for substance use

disorders.

Conclusion: Six out of ten university students arrive at university having been exposed to CAs. These students
have substantially higher risk of mental disorders than other students, primarily due to associations with lifetime
risk rather than persistence. Given the considerable distress and impairment caused by mental disorders, these
results underscore the need for primary and secondary prevention efforts.

1. Introduction

Cross-national data suggests that between 31.0 % (Auerbach et al.,
2018) and 57.4 % (Mason et al., 2025) of incoming university students
experienced a mental disorder in the prior 12-months, with the over-
whelming majority of these cases (83.1%) having first onsets prior to
entering university (Auerbach et al., 2018). These disorders are associ-
ated with substantial role impairment (Alonso, Mortier, et al., 2018) and
are often left untreated (Alonso, Liu, et al., 2018; Bruffaerts et al., 2019).
Identifying contributing factors is key in improving primary and sec-
ondary prevention efforts aimed at reducing the mental health burden
on young adults during this critical life transition.

Among the most researched contributing factors to poor mental
health are childhood adversities (CAs). Although there is no finite
perimeter of stressors to be considered as CAs (Finkelhor et al., 2013),
core CAs commonly studied are derived from the Adverse Childhood
Experiences (ACE) study conducted at Kaiser Permanente in the late
1990s (Felitti et al., 1998; Hughes et al., 2017). These core CAs include
exposure to the following experiences before age 18: household
dysfunction (including parental mental illness or substance abuse, do-
mestic violence, incarceration, or parental divorce/separation), child
abuse (emotional, physical, and sexual), and child neglect. A
dose-response association has consistently been found between these
CAs and the risk of negative physical and mental health outcomes
among children (Vachon et al., 2015), adolescents (Ntnez et al., 2024),
and adults (Hughes et al., 2017). A recent systematic review and
meta-analysis further estimated that CAs accounted for 20.9 % of anx-
iety cases, 27.5 % of depression cases, and 34.1 % of illicit drug use cases
in Europe and 31.3%, 40.1%, and 41.1 % of cases in North America,
respectively (Bellis et al., 2019). The latter review further reinforced the
notion that estimates like population attributable risk proportions,
which represent the proportion of mental disorders that can be linked to
CAs, can be a powerful tool for advocacy. These measures help inform
public health officials of the contribution of CAs to the onset of debili-
tating and costly mental health outcomes.

In identifying the association of CAs with mental health among
young adults, it is helpful to distinguish between lifetime disorders and
12-month disorders, as well as to examine the role of CAs in the
persistence of pre-existing disorders. These distinctions are important
for understanding the ways in which CAs contribute to both onset and
trajectories of disorders. However, few prior studies have made these
distinctions (Kessler et al., 1997), and even fewer have examined joint
associations of CA types, number, and frequency of exposure with
mental disorders. The only large-scale study to do so, carried out as part
of the World Mental Health International College Student (WMH-ICS)
Initiative, documented that at least one dimension of CAs was inde-
pendently associated with risk of lifetime onset and 12-month Major
Depressive Disorder (MDD), Bipolar I/II Disorder (BD), Generalized
Anxiety Disorder (GAD), Panic Disorder (PD), Alcohol Use Disorder
(AUD), and Drug Use Disorder (DUD) in a large cross-national sample of
incoming university students across 9 countries. However, CAs were not
associated with disorder persistence (Husky et al., 2023). That study also
estimated population attributable risk proportions (PARPs) for
12-month disorders and showed that 18.7 % of AUD, 39.3 % of MDD,
43.0 % of GAD, 48.7 % of PD, 49.8 % of DUD, and 57.5 % of BD were
associated with exposure to CAs.

The current study builds on the earlier WMH-ICS report by

examining a broader range of disorders defined using DSM-5 criteria in a
larger sample of incoming university students across 18 countries,
including high-income and low-/middle-income countries. The specific
objectives of the present study are to: (1) describe the distribution of CAs
among first-year students in the expanded sample of countries; (2)
identify multivariable association of CA type, number, and frequency
with lifetime disorders, 12-month disorders, and 12-month disorder
persistence; and (3) estimate population attributable risk proportions of
lifetime, 12-month, and persistent disorders associated with CAs.

2. Methods
2.1. Participants and procedure

Coordinated web-based surveys were carried out in a convenience
sample of 77 universities across 18 countries (Australia, Belgium, Can-
ada, Chile, China, France, Germany, Kenya, Mexico, Netherlands, New
Zealand, Northern Ireland, Republic of Ireland, Romania, Saudi Arabia,
South Africa, Spain, and Sweden) as part of the WMH-ICS. Although the
recruitment method varied by institution (Supplementary Table 1), at-
tempts were generally made to recruit 100 % of first-year students via
emails provided by participating universities requesting participation in
a confidential online survey of student mental health. Participants were
provided with a study description and an informed consent script. In-
centives, which differed across countries (e.g., raffles for store credit
coupons, movie passes, cash), were offered in 11 of the 18 countries to
encourage survey completion (Supplementary Table 1). Informed con-
sent was required before survey administration. Reminder emails were
used to increase response rates. Within-country sample sizes ranged
from n=333 in Kenya to n=11,607 in the Netherlands. Response rates
varied between 2.8 % (Kenya) and 65.4 % (Mexico), with a weighted (by
achieved sample size) mean response rate across surveys of 20.9%.
Ethics approval details by country are available at https://www.hcp.
med.harvard.edu/wmbh/ftpdir/IRB_EthicsApproval WMH-ICS_DSM-5.
pdf.

2.2. Measures

The self-report questionnaire (https://www.hcp.med.harvard.edu
/wmbh/ftpdir/WMH-ICS_Baseline_survey_V3.2_FINAL_20220228.pdf)
was developed in English and translated into local languages using a
translation, back-translation, and harmonization protocol to maximize
cross-national equivalence, building on the standard World Health Or-
ganization (WHO) protocol (Harkness et al., 2008).

2.2.1. Childhood adversities

CAs occurring prior to age 18 were assessed using items adapted
from the ACE survey (Felitti et al., 1998) and the Childhood Trauma
Questionnaire- Short Form (Bernstein et al., 2003). Participants were
asked, “How much of the time did you have each of the following ex-
periences up through age 17?” and were provided with a list of experi-
ences. The 13 items assessed five types of CAs: family dysfunction and
parental psychopathology (5 items: serious emotional or mental health
problems, serious alcohol or drug problems, attempted suicide or death
by suicide, involvement in criminal activities, domestic violence),
physical abuse (2 items: family member hit so hard that it left bruises or
marks, physically abused at home), emotional abuse (2 items: family


https://www.hcp.med.harvard.edu/wmh/ftpdir/IRB_EthicsApproval_WMH-ICS_DSM-5.pdf
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member repeatedly said hurtful or insulting things, emotionally abused
at home), sexual abuse (2 items: family member touched or made them
touch him/her in a sexual way against their will, sexually abused at
home), and neglect (2 items: chores that were too hard or dangerous for
their age, seriously neglected at home). Responses to each item were
reported on a 5-point Likert scale with response options of never (0),
rarely (1), sometimes (2), often (3), and very often (4). For analysis, CAs
were operationalized to distinguish three dimensions of CA exposure:
types, number, and frequency. A CA type was considered present when
at least one item within a CA category was reported to have occurred at
least “rarely,” reflecting presence versus absence coded as a dichoto-
mous predictor in regression models. Number of CAs was defined as a
0-5 count of the five dichotomous variables indicating the exact number
of CA types to which respondents were exposed. Frequency of exposure
was calculated by adding scores within each of the five types (5 parent
psychopathology items each scored 0-4 and subsequently summed to
0-20, 2 items for each of the other CAs summed to 0-8), dividing each
score by the number of items within each type to obtain a 0-4 scale for
each type, and then summing these 5 scores to obtain a total scale
ranging from O to 20. This frequency variable was then truncated for
analysis to have a value no greater than 10 due to the rarity of scores
greater than 10 in the frequency distribution (Supplementary Table 3).

2.2.2. Mental disorders

Screening measures of DSM-5 GAD, MDD, and PD were obtained
from the Composite International Diagnostic Interview Screening Scales,
Version 3.2 (CIDI-SC; Kessler, Calabrese, et al., 2013). Diagnoses based
on CIDI-SC have been shown to have good concordance with diagnoses
(AUROC=0.70-0.78) based on blinded clinical reappraisal interviews
(Kessler, Calabrese, et al., 2013; Kessler, Santiago, et al., 2013).

Screening measures of BD and DUD were obtained with the Com-
posite International Diagnostic Interview for DSM-5 (CIDI-5) modified
for self-report administration. Although only one clinical reappraisal
study has assessed CIDI-5 so far, concordance with diagnoses based on
blinded clinical reappraisal interviews was consistently good
(AUROC=0.67-0.75; Khaled et al., 2024).

Screening measures of the other three disorders were obtained with
brief specialized dimensional screening scales: post-traumatic stress
disorder (PTSD) with the 4-Item Short-Form of the PTSD Checklist for
DSM-5 (PCL-5; Weathers et al., 2013); attention-deficit/hyperactivity
disorder (ADHD) with the Adult Self-Report Scale-V1.1 (ASRS-V1.1)
Screener (Kessler et al., 2007); and AUD with the Alcohol Use Disorders
Identification Test (AUDIT; Babor et al., 2001).

The PCL-5 is a widely used and validated PTSD screening scale
(Georgescu et al., 2024; Hansen et al., 2023; Kramer et al., 2023). Di-
agnoses obtained by using a cutpoint of 5+ on the 4-Item Short-Form
PCL-5 (each item scored in the range 0-4 for a total score of 0-16)
have good concordance with DSM-5 diagnoses in the full PCL-5
(AUROC=0.98; Zuromski et al., 2019).

The ASRS-V1.1 Screener is a widely used and validated 6-item
screening scale of adult ADHD (each item scored in the range 0-4 for
a total score of 0-24; Ziobrowski et al., 2023) that assesses symptoms
over a 6-month recall period. Diagnoses obtained by using a cutpoint of
14+ have been shown to have good concordance with blinded clinical
diagnoses in multiple clinical reappraisal studies (AUROC=0.90; Kessler
et al., 2005; Kessler et al., 2007).

The AUDIT is a widely used and validated 10-question screening
scale for AUD (each item scored in the range 0-4 for a total score of 0-40)
that assesses symptoms over a 12-month recall period. We used the
standard AUDIT scoring rules for possible dependence (either a score of
16 or more on the 0-40 total AUDIT or a score of 8-15 on the total AUDIT
in conjunction with a score of 44 on the AUDIT dependence subscale),
which have had high concordance with blinded clinical diagnoses of
AUD in prior research (AUROC=0.91; (Toner et al., 2019). However, as
more recent studies suggest that a lower threshold might be preferable
for university students, we also included AUDIT scores for likely abuse
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(8+ on the total AUDIT; Villarosa-Hurlocker et al., 2020).

For the six mental disorders where lifetime prevalence was assessed,
respondents were asked lifetime diagnostic stem questions and then, if
affirmative, were asked to focus on the time in their life when the
symptoms were most severe. The symptom questions were asked about
that worst time, which could differ within respondents across disorders.
Respondents screening positive for lifetime prevalence were then asked
about age-of-onset (AOO) and a single question (i.e., rather than
repeating all symptom questions) about 12-month prevalence. ADHD
and AUD, in comparison, were assessed only for the past 6 months or 12
months, respectively.

2.2.3. Socio-demographic variables

The socio-demographic variables considered here included respon-
dent age (18-36+ years old), sex at birth (male, female), gender identity
(man, woman, another gender), sexual orientation (heterosexual/
straight, gay/lesbian, other), and parent education (highest education of
either parent categorized into university education, some post-
secondary education, high school or less). Dichotomous variables were
created for sexual orientation (heterosexual vs. non-heterosexual) and
gender modality (cisgender vs. transgender, based on alignment be-
tween gender identity and sex at birth). As neither gender identity nor
sexual orientation was assessed in Saudi Arabia, gender identity was set
equal to sex at birth, and sexual orientation was set equal to hetero-
sexual in that survey.

2.3. Data analysis

A calibration weight was used to adjust for differential within-
university response rates by student age and sex at birth compared to
university administrative records for the entire population of first-year
students. Multiple imputation (MI) by chained equations (Van Buuren,
2012) was then used to adjust for within-survey item non-response,
missing data due to minor skip logic errors in a few surveys, and
random internal subsampling of survey sections. The latter was a vari-
ation on the split questionnaire design (Raghunathan & Grizzle, 1995) to
shorten assessments while still obtaining information about all outcomes
from all respondents. We did this in universities where concerns were
raised about survey length by administering diagnostic stem questions
for four diagnoses with long question series (PD, BP, PTSD, and AUD) to
all respondents and then administering full diagnostic sections only to a
probability subsample of 40 % of the respondents who endorsed the
stems. Students who screened negative were coded “No”. Students who
screened positive and had the full assessment were coded “Yes” or “No”
depending on subsequent question responses. Students who screened
positive but were randomized not to have the full assessment (between
13.1 % [BP] and 21.5 % [AUD] across disorders) were assigned pre-
dicted probabilities based on MI methods. Simulations reported in an
earlier WMH-ICS report show that prevalence estimates were not biased
by using MI in this way (Mason et al., 2025).

The CA section of the survey was also internally subsampled to
reduce respondent burden, with all respondents who screened positive
for a large number of disorders, a 50 % random subsample of re-
spondents who screened positive for fewer disorders, and a 25 % sub-
sample of other respondents administered the CA items. We focused on
this subsample of respondents in the analyses reported here. To make
this subsample representative of the full sample, respondents with a
disorder profile where a random 50 % were assessed for CAs were
assigned a weight of 2.0 (i.e., 1/50%) and respondents with a disorder
profile where a random 25 % were assessed for CAs (which included all
respondents who had no disorders as well as those with only one dis-
order) were assigned a weight of 4.0 (i.e., 1/25%).

Lifetime prevalence, 12-month prevalence, and 12-month persis-
tence of mental disorders were estimated in the total weighted sub-
sample of respondents with information on CAs. The sample for the
persistence analysis was different, though, as persistence was defined as
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12-month prevalence among lifetime cases. This meant that we limited
the persistence analysis to the subsample of respondents with a lifetime
history of disorder. In addition, as some of these respondents had onsets
less than 12 months before the survey, we further restricted the analysis
of persistence to respondents whose AOO occurred at least two years
prior to age-at-interview. We required two rather than one year prior to
interview because some proportion of respondents with AOO one year
before age at interview had onsets less than 12 months before interview
(e.g., onset near the end of age 18 for a respondent who only recently
turned 19 at the time of interview).

Multivariable modified Poisson regression models were used to
examine associations of socio-demographics and CA type, number, and
frequency with lifetime prevalence, 12-month prevalence, and 12-
month persistence of mental disorders. Exponentiated Poisson regres-
sion coefficients are reported as risk ratios (RRs) with 95 % design-based
confidence intervals.

As noted above, the lifetime and 12-month prevalence regression
models were both estimated in the total sample, whereas the persistence
models were limited to respondents with AOO 2+ years prior to age-at-
interview. AOO and time-since-onset (i.e., number of years between
AOO and age-at-interview) were included as separate control variables
in the persistence models, with 12-month prevalence the outcome in
these models.

Finally, population attributable risk proportions (PARPs) were
calculated to estimate the proportions of lifetime, 12-month, and
persistent mental disorders that were associated with the occurrence of
CAs. This was done by calculating the predicted probability of each
outcome for each respondent twice, both predictions were based on the
model coefficients, but in the first case recoding the observed data so
that one or more of the CAs was assumed not to have occurred and in the
second case using the observed values of all predictors (Greenland &
Drescher, 1993). The ratio of the mean predicted probability of the
outcome in the two models defines the proportion of outcome cases that
would be expected to remain if the CA had not been present, assuming
the RR estimates represent causal effect. 1-this ratio then defines PARP;
that is, the proportion of the observed outcome cases due to CAs.

Clustering of observations within universities and MI were both
taken into consideration in estimating standard errors. Regression
models included control variables for country, socio-demographics, year
of survey, and whether students were surveyed in the first three months
of the academic year, generating pooled within-country/within-year
regression coefficients. Stata/MP (V18) was used to estimate multivar-
iable Poisson models with robust estimates of standard errors to adjust
for design effects introduced by clustering, weighting, and MI (Chen
et al., 2018). All significance tests were evaluated using 0.05-level
two-sided design-based tests. The multiple testing problem, which
leads to increased risk of Type I errors, was addressed by evaluating the
significance of full predictor sets in each multivariable model and
interpreting individually significant coefficients only if the total model
was significant.

3. Results
3.1. Prevalence of childhood adversities

The sample included n=60,719 first-year students across 18 coun-
tries (58.0 % female, mean age=20.7, 46.5 % with at least one parent
with some university education). Country-specific socio-demographic
characteristics are presented in Supplementary Table 2. Close to two-
thirds of all students (64.9%) reported being exposed to at least one
type of adversity: 25.5 % to exactly one type, 17.2 % to two types, 13.0
% to three types, and 9.1 % to four or more types (Table 1). Similar
patterns were observed across most countries (Supplementary Table 3).
The most commonly reported type of CA was family dysfunction
(50.0%) followed by emotional abuse (42.2%), physical abuse (21.2%),
neglect (18.8%) and sexual abuse (5.0%). The mean frequency of CA
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Table 1
Prevalence of childhood adversities by type, number, and frequency of child-
hood adversities * (n=60,719).

Prevalence of childhood adversities

Est. (SE)
Type of childhood adversity (%)"
Family dysfunction 50.0 (0.2)
Physical abuse 21.2 (0.2)
Emotional abuse 42.2 0.2)
Sexual abuse 5.0 (0.1)
Neglect 18.8 (0.2)
Number of types of adversities (%)°
1 25.5 (0.2)
2 17.2 (0.2)
3 13.0 0.2)
4or5 9.1 (0.1)
Frequency of adversities (Mean) © 2.0 (0.0)

Abbreviations: Est, estimate; SE, standard error.

@ Data was multiply imputed, m=30; n=60,719.

b Types and number of childhood adversities represent the percent of re-
spondents who endorsed the questions.

¢ Frequency of adversities represent the sum of the exposure to each of the five
types of adversities. The exposure to family dysfunction was assessed by sum-
ming 5 items, then rescaling that total raw score to 0-4 (never, rarely, some-
times, often, very often) by dividing by 5 and rounding up. The exposure to the
other adversities was assessed by summing 2 items, then rescaling the total raw
score to 0-4 (never, rarely, sometimes, often, very often) by diving by 2 and
rounding up. This created a 0-20 overall frequency of adversities scale. The
upper end of scale scores were truncated at 10, though, given the extreme skew
of the distribution with 1.3-7.0 % of respondents across countries having scores
of 10+. See Supplementary Table 3 for details.

exposure in the overall sample was 2.0.
3.2. Mental disorders

Consistent with previously reported results for the entire sample
(Mason et al., 2025), 66.1 % of respondents in the subsample assessed
for CAs screened positive for at least one lifetime disorder and 58.1 % for
at least one 12-month disorder. Supplementary Table 4 presents the
prevalence of positive screens by country. The most common 12-month
disorders were PTSD (33.9%), AUD (24.1%), MDD (20.0%), and GAD
(11.1%; Supplementary Table 5). The great majority (87.2%) of lifetime
cases with onsets at least two years prior to the interview had 12-month
persistence.

3.3. Associations of childhood adversities with lifetime mental disorders

Univariable models showed that each of the three CA dimensions (i.
e., type, number and frequency) was strongly and positively associated
with each of the six lifetime disorders considered (Supplementary
Table 6). Multivariable models that assessed CA type, number, and
frequency together along with survey year, country, socio-
demographics, and timing of survey completion during the academic
year showed that CA type (F5=5.6-77.9, p<0.001), number (F3=3.3-
28.3, p=0.020-<0.001), and frequency of CAs (F;=136.8-449.8,
p<0.001) all had significant associations with each lifetime disorders
(Table 2). Individual CA types had consistently positive associations
(RR=1.0-1.5) that were, for the most part (22 of 30 coefficients), sta-
tistically significant at the p=0.05 level. Family dysfunction and
emotional abuse had the highest RRs across disorders, with an inter-
quartile range (IQR) of RR=1.3-1.4 and RR=1.4, respectively. Number
of CAs, in comparison, was for the most part negatively associated with
all lifetime disorders (IQR RR=0.7-0.9, 12 of 18 coefficients statistically
significant at the p=0.05 level). This negative association does not mean
that risk of disorders decreased with increasing number of disorders, but
rather that the positive associations of the individual CA types with risk
were dampened as number of CA types increased. In other words, risk
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Table 2
Multivariable associations of childhood adversities with positive screens for
lifetime mental disorders™” (n=60,719).

BP DUD GAD MDD PD PTSD
RR RR (95 RR (95 RR (95 RR (95 RR (95
(95 % % CI) % CI) % CI) % CI) % CI)
CD
Type of
childhood
adversity®
Family 1.3 1.5* 1.3* 1.3 1.3* 1.3
dysfunction 1.1- (1.3- (1.2- (1.3- (1.2- (1.2-
1.5) 1.6) 1.4) 1.4) 1.4) 1.3)
Physical abuse 1.1 1.1 1.0 1.1* 1.0 1.1*
(0.9- (1.0- (0.9- (1.0- (0.8- (1.0-
1.3) 1.3) 1.1) 1.2) 1.1) 1.1)
Emotional 1.4* 1.2* 1.4* 1.4* 1.4* 1.4*
abuse 1.2- (1.0- (1.3- (1.3- (1.2- (1.3-
1.6) 1.3) 1.6) 1.5) 1.6) 1.4)
Sexual abuse 1.1 1.3% 1.0 1.1* 1.0 1.1*
(0.9- (1.2- (0.9- (1.0- (0.9- (1.1-
1.3) 1.5) 1.1) 1.1) 1.2) 1.1)
Neglect 1.4* 1.3* 1.2* 1.2% 1.1 1.2%
1.1- 1.2- (1.1- (1.1- (1.0- (1.2-
1.6) 1.5) 1.3) 1.3) 1.3) 1.3)
Fs 5.6% 17.3* 23.7* 34.8* 12.4* 77.9*
Number of types
of adversities"
1 - - - - - -
2 1.0 1.1 0.9 0.9*% 0.9 0.9*
(0.8- (1.0- (0.8- (0.8- (0.8- (0.9-
1.3) 1.3) 1.1) 1.0) 1.1) 0.9)
3 0.7 0.9 0.8* 0.7* 0.8* 0.8*
(0.5- (0.7- (0.6- (0.7- (0.6- (0.7-
1.0) 1.2) 0.9) 0.8) 1.0) 0.8)
4or5 0.5* 0.7* 0.5* 0.5* 0.7* 0.6*
(0.3- (0.5- (0.4- (0.5- (0.5- (0.6-
0.9) 1.0) 0.7) 0.7) 0.9) 0.7)
F3 8.7* 11.2* 16.1* 19.3* 3.3* 28.3*
Frequency of 1.2* 1.1* 1.2* 1.1* 1.1* 1.1*
adversities" (1.2- (1.1- (1.2- (1.1- (1.1- (1.1-
1.2) 1.1) 1.2) 1.1) 1.2) 1.1)
449.8* 244.4* 156.0* 350.3*

Fy 136.8 137.9*

Abbreviations: BD, bipolar I/II disorder; DUD, drug use disorder; GAD, gener-
alized anxiety disorder; MDD, major depressive disorder; PD, panic disorder;
PTSD, post-traumatic stress disorder; RR, relative risk; 95 % CI, 95 % design-
based confidence interval of RR.

@ Risk ratios and 95 % CIs were obtained from modified log Poisson regression
models with robust standard errors. All models controlled for survey year,
country, socio-demographics, and timing of survey completion during the aca-
demic year.

> Data was multiply imputed, m=30; n=60,719. However, childhood adver-
sity measures were not imputed for this analysis and respondents not assessed
for childhood adversities were omitted from this analysis.

¢ Types of childhood adversities were coded as 0/1 indicators. Frequency of
adversities represent the sum of the 0-4 frequency scale calculated for each type
of adversity (possible range 0-20).

" Significant difference, p < 0.05, two-tailed design-based test.

increased at a decreasing rate as number of CA types increased. Lastly,
frequency of CAs was moderately but significantly associated with life-
time prevalence (RR=1.1-1.2 across outcomes and all coefficients sig-
nificant at the p=0.05 level).

3.4. Associations of childhood adversities with 12-month disorders

As in the analysis of lifetime prevalence, univariable models showed
that each of the three CA dimensions was strongly and positively asso-
ciated with each of the eight 12-month disorders (Supplementary
Table 7). Multivariable models showed that CA type (F5=6.4-59.0,
p<0.001), number (F3=3.6-17.0, p=0.014-<0.001), and frequency
(F1=27.3-422.1, p<0.001) all had significant associations with each 12-
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month disorder (Table 3), with the exception of number of CAs and AUD
(F3=0.7, p=0.52). Again, consistent with the lifetime models, individual
CA types had consistently positive associations (RR=1.0-1.5) with each
12-month disorder that were, for the most part (28 of 40 coefficients),
statistically significant at the p=0.05 level. Family dysfunction and
emotional abuse had the highest RRs across disorders (IQR RR=1.3-1.4
and RR=1.1-1.5, respectively). Similar to the lifetime models, number of
CAs were for the most part (the exception being AUD) negatively asso-
ciated with each 12-month disorder (IQR RR=0.7-0.9, 13 of 21 co-
efficients statistically significant at the p=0.05 level), while frequency of
CAs was moderately but significantly associated with each 12-month
disorder (RRs=1.0 to 1.2 across outcomes and all coefficients signifi-
cant at the p=0.05 level).

3.5. Associations between childhood adversities and disorder persistence

Univariable models showed that each of the three CA dimensions was
positively associated with 12-month persistence of each of the six dis-
orders considered other than for the association of CA number with DUD
(F4=2.4, p=0.05; Supplementary Table 8). Multivariable models
(Table 4) showed that CA type was associated significantly only with
persistence of MDD and PTSD (Fs=5.9 and 4.0, respectively), that these
associations were modest in magnitude, and limited to family dysfunc-
tion for MDD (RR=1.1) and emotional abuse and neglect for MDD and
PTSD (RR=1.1). Number of CAs was negatively associated only with
persistence of MDD (F1=2.7, p=0.044), with a similar rate of decrease
(RR=0.9) for each additional increase in the number of CAs. Frequency
of CAs, finally, was associated significantly only with persistence of PD
and PTSD (RR=1.0; F;=4.3 and 12.6, respectively).

3.6. Population-attributable risk proportions (PARPs)

PARPs were calculated to determine the proportions of lifetime and
12-month disorders that were associated with CAs (Table 5). PARPs of
lifetime disorders overall ranged from 35.0 % to 56.4 % across disorders
(Fig. 1), with the PARPs of individual CA types of higher estimates for
family dysfunction (IQR=12.6-16.8%) and emotional abuse (IQR=14.7-
23.9%) than other CA types. Overall PARPs of 12-month disorders
ranged from 13.5 % to 61.0%, with PARPs for individual CA types again
higher for family dysfunction (IQR=14.1-18.5%) and emotional abuse
(IQR=15.9-26.0%) than other CA types. In contrast, overall PARPs of
CAs with persistent disorders were considerably lower (5.7-11.6%), but
again with higher estimates for family dysfunction (IQR=1.7-2.0%) and
emotional abuse (IQR=1.8-4.7%) than other CA types.

4. Discussion

This large cross-national study examined the associations of CAs with
a broad range of DSM-5 disorders. Several noteworthy findings emerged.
First, six of ten incoming students reported exposure to at least one CA.
Second, in multivariable models adjusting for key socio-demographic
variables, CA type, number and frequency were significantly associ-
ated with all lifetime and 12-month disorders considered, with the
exception of number of CAs and AUD. However, CAs showed a weaker
association with persistent disorders compared to onset risk. Lastly, the
proportion of lifetime and 12-month disorders associated with CAs was
substantial across most conditions.

Eighteen countries participated in this global study, covering Africa,
Asia, Australasia, the Americas, East and West Asia, and Europe. The
majority of incoming students in each country reported exposure to at
least one of the five types of CAs examined. Across all countries, the most
common type of CA reflected family dysfunction (i.e., parental mental
illness or substance use, domestic violence, or incarceration), followed
by emotional abuse, physical abuse, and child neglect. These findings
are consistent with CA prevalence data collected in community samples
of both children and adults (Benjet, 2010; Cuijpers et al., 2011; Felitti
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Table 3
Multivariable associations of childhood adversities with positive screens for 12-month disorders™” (n=60,719).

ADHD AUD BP DUD GAD MDD PD PTSD

RR (95 % CI) RR (95 % CI) RR (95 % CI) RR (95 % CI) RR (95 % CI) RR (95 % CI) RR (95 % CI) RR (95 % CI)

Type of childhood adversity®

Family dysfunction 1.3* (1.2-1.4) 1.1* (1.1-1.2) 1.3* (1.2-1.6) 1.5% (1.3-1.7) 1.3* (1.2-1.5) 1.4* (1.3-1.5) 1.3* (1.2-1.5) 1.3* (1.2-1.4)
Physical abuse 1.2* (1.0-1.3) 1.0 (1.0-1.1) 1.1 (0.9-1.3) 1.1 (0.9-1.3) 1.0 (0.9-1.1) 1.1% (1.0-1.2) 1.0 (0.8-1.1) 1.1* (1.0-1.1)
Emotional abuse 1.5% (1.3-1.7) 1.0 (0.9-1.0) 1.5% (1.2-1.8) 1.1 (1.0-1.3) 1.5% (1.3-1.6) 1.5% (1.4-1.6) 1.5% (1.3-1.7) 1.5% (1.4-1.6)
Sexual abuse 1.1 (1.0-1.3) 1.1* (1.0-1.2) 1.1 (1.0-1.3) 1.4* (1.2-1.6) 1.0 (0.9-1.1) 1.1* (1.0-1.2) 1.1 (1.0-1.2) 1.1* (1.0-1.1)
Neglect 1.2% (1.0-1.4) 1.1 (1.0-1.2) 1.5% (1.2-1.8) 1.3 (1.1-1.5) 1.2% (1.1-1.4) 1.2% (1.1-1.3) 1.2% (1.0-1.3) 1.3 (1.2-1.3)
Fs 9.0* 6.4* 6.7* 13.1* 22.5*% 39.7* 12.7* 59.0%*
Number of adversities®
1 - - - - - - - -
2 0.9 (0.8-1.1) 1.0 (0.9-1.1) 1.0 (0.8-1.3) 1.2 (1.0-1.4) 0.9 (0.8-1.0) 0.9* (0.8-0.9) 0.9 (0.8-1.1) 0.9* (0.8-0.9)
3 0.8* (0.6-1.0) 1.0 (0.8-1.1) 0.7* (0.5-1.0) 1.0 (0.7-1.3) 0.7* (0.6-0.9) 0.7* (0.6-0.8) 0.8 (0.6-1.0) 0.8* (0.7-0.8)
4 o0r5 0.6* (0.4-0.8) 0.9 (0.7-1.1) 0.5* (0.3-0.8) 0.8 (0.5-1.3) 0.5* (0.4-0.7) 0.5* (0.4-0.6) 0.6* (0.4-0.9) 0.6* (0.5-0.7)
F3 4.6* 0.7 10.1* 6.8* 16.0* 17.0* 3.6* 16.9*
Frequency of adversities® 1.1* (1.1-1.1) 1.0* (1.0-1.1) 1.2% (1.2-1.2) 1.1* (1.1-1.2) 1.2% (1.2-1.2) 1.1* (1.1-1.1) 1.2% (1.1-1.2) 1.1* (1.1-1.1)
Fy 81.5* 27.3* 142.9* 86.3* 422.1% 229.5* 156.8* 257.1%

Abbreviations: ADHD, attention deficit/hyperactivity disorder; AUD, alcohol use disorder; BD, bipolar I/II disorder; DUD, drug use disorder; GAD, generalized anxiety
disorder; MDD, major depressive disorder; PD, panic disorder; PTSD, post-traumatic stress disorder; RR, relative risk; 95 % CI, 95 % design-based confidence interval of
RR.

@ Risk ratios and CIs were obtained from modified log Poisson regression models with robust standard errors. All models controlled for survey year, country, socio-
demographics, and timing of survey completion during the academic year.

b Data was multiply imputed, m=30; n=60,719. However, childhood adversity measures were not imputed for this analysis and respondents not assessed for
childhood adversities were omitted from this analysis.

¢ Types of childhood adversities were coded as 0/1 indicators. Frequency of adversities represent the sum of the 0-4 frequency scale calculated for each type of
adversity (possible range 0-20).

" Significant difference, p < 0.05, two-tailed design-based test.

Table 4
Multivariable associations of childhood adversities with positive screens for 12-month disorder persistence™".
BP DUD GAD MDD PD PTSD
RR (95 % CI) RR (95 % CI) RR (95 % CI) RR (95 % CI) RR (95 % CI) RR (95 % CI)

Type of childhood adversity®
Family dysfunction 1.1 (1.0-1.1) 1.0 (1.0-1.1) 1.0 (1.0-1.1) 1.1* (1.0-1.1) 1.0 (1.0-1.1) 1.0 (1.0-1.1)
Physical abuse 1.0 (0.9-1.1) 1.0 (0.9-1.1) 1.0 (1.0-1.1) 1.0 (1.0-1.1) 1.0 (0.9-1.1) 1.0 (1.0-1.1)
Emotional abuse 1.1 (1.0-1.2) 1.0 (0.9-1.1) 1.0 (1.0-1.1) 1.1* (1.0-1.1) 1.1 (1.0-1.2) 1.1* (1.0-1.1)
Sexual abuse 1.0 (0.9-1.1) 1.1 (1.0-1.2) 1.0 (1.0-1.1) 1.0 (1.0-1.1) 1.0 (1.0-1.1) 1.0 (1.0-1.1)
Neglect 1.1 (1.0-1.2) 1.0 (0.9-1.1) 1.0 (1.0-1.1) 1.1* (1.0-1.1) 1.0 (1.0-1.1) 1.1* (1.0-1.1)
Fs 1.1 1.4 0.9 5.9% 0.7 4.0%

Number of adversities®
1 - - - - - -
2 1.0 (0.9-1.1) 1.1 (1.0-1.2) 1.0 (0.9-1.0) 0.9% (0.9-1.0) 1.0 (0.9-1.1) 1.0 (0.9-1.0)
3 0.9 (0.8-1.1) 1.1 (0.9-1.3) 1.0 (0.9-1.0) 0.9* (0.9-1.0) 1.0 (0.9-1.2) 1.0 (0.9-1.0)
4o0r5 0.9 (0.7-1.1) 1.2 (0.9-1.5) 0.9 (0.8-1.0) 0.9* (0.8-1.0) 0.9 (0.8-1.2) 0.9 (0.8-1.1)
F3 1.6 1.0 1.0 2.7 1.1 0.7

Frequency of adversities 1.0 (1.0-1.0) 1.0 (1.0-1.0) 1.0 (1.0-1.0) 1.0 (1.0-1.0) 1.0* (1.0-1.0) 1.0* (1.0-1.0)
F, 3.3 0.3 1.2 1.5 4.3* 12.6*
()¢ (3,026) (4,881) (8,809) (15,460) (6,213) (24,872)

Abbreviations: BD, bipolar I/1I disorder; DUD, drug use disorder; GAD, generalized anxiety disorder; MDD, major depressive disorder; PD, panic disorder; PTSD, post-
traumatic stress disorder; RR, relative risk; 95 % CI, 95 % design-based confidence interval of RR.

@ Risk ratios and CIs were obtained from modified log Poisson regression models with robust standard errors, where cases equal respondents with first onsets of the
outcome disorders at least two years before age at interview. All models controlled for survey year, country, socio-demographics, and timing of survey completion
during the academic year.

> Data was multiply imputed, m=30; n=3,026-24,872. However, childhood adversity measures were not imputed for this analysis and respondents not assessed for
childhood adversities were omitted from this analysis.

¢ Types of childhood adversities were coded as 0/1 indicators. Frequency of adversities represent the sum of the 0-4 frequency scale calculated for each type of
adversity (possible range 0-20).

4 Sample sizes represent the numbers of respondents with lifetime histories of the different disorders as of two years before age at interview, as the outcomes are 12-
month prevalence among lifetime cases.

" Significant difference, p < .05, two-tailed design-based test.

et al., 1998; Hillis et al., 2016; Kessler et al., 2010; Madigan et al., 2023;
Madigan et al., 2025; Merrick et al., 2018), underscoring the common-
ality of CA exposure worldwide. Furthermore, the cross-national prev-
alence of emotional abuse (42.2%), physical abuse (21.2%), and neglect
(18.8%) found here is consistent with meta-analytic data reporting
global estimates of 36.3 % for emotional abuse (Stoltenborgh et al.,
2012), 22.6 % for physical abuse (Stoltenborgh et al., 2013), and

between 16.3 % for physical and 18.3 % for emotional neglect
(Stoltenborgh et al., 2013). The prevalence of child maltreatment
observed here, however, is lower for physical abuse and emotional abuse
and higher for neglect when compared to the Australian Child
Maltreatment Study (ACMS): 30.9 % for emotional abuse, 32.0 % for
physical abuse, and 8.9 % for neglect (Mathews et al., 2023). Our
findings align with data from the UK regarding estimates of the
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Table 5

Population-attributable risk proportions (PARPs) of positive screens for lifetime and 12-month mental disorders with the occurrence of types, adjusted for number and
frequency of CAs, and demographics® (n=60,719).

ADHD AUD BP DUD GAD MDD PD PTSD
Lifetime
Family dysfunction - - 15.5 23.3 16.8 12.6 16.8 10.3
Emotional abuse - - 23.8 14.7 25.0 16.2 23.9 14.3
Physical abuse - - 1.9 3.2 -0.3 -0.2 -0.5 0.3
Sexual abuse - - 1.3 3.0 0.1 0.3 0.9 0.4
Neglect - - 8.7 8.4 4.6 1.6 41 3.1
All adversities - - 56.4 53.9 54.2 41.0 47.0 35.0
12-month persistence”*
Family dysfunction - - 1.7 6.6 0.9 2.0 1.8 1.8
Emotional abuse - - 2.3 1.0 1.8 2.6 4.7 5.9
Physical abuse - - -1.1 0.5 0.0 0.0 -0.3 0.2
Sexual abuse - - 0.0 0.8 0.2 0.1 0.2 0.2
Neglect - - 1.1 1.1 0.3 1.1 1.0 1.5
All adversities - - 11.6 6.0 5.7 7.5 10.2 10.9
12-month
Family dysfunction 14.2 7.5 16.6 26.9 17.1 14.1 185 11.8
Emotional abuse 20.5 1.5 25.6 15.9 26.0 18.5 27.2 18.5
Physical abuse 3.9 1.1 0.9 3.9 -0.1 -0.3 -0.9 0.4
Sexual abuse 0.9 0.6 1.5 3.5 0.3 0.3 1.2 0.5
Neglect 3.3 1.8 9.7 9.9 4.9 2.5 5.0 4.2
All adversities 43.7 13.5 61.0 55.2 56.5 44.6 52.2 40.7

Abbreviations: ADHD, attention deficit/hyperactivity disorder; AUD, alcohol use disorder; BD, bipolar I/1I disorder; DUD, drug use disorder; GAD, generalized anxiety
disorder; MDD, major depressive disorder; PD, panic disorder; PTSD, post-traumatic stress disorder.

@ The simulations used to calculate PARPs for individual adversities simultaneously changed information on type, number, and frequency in models that controlled
for survey year, country, socio-demographics, and timing of survey completion during the academic year. So, for example, if a respondent had 3 adversities including
neglect with a frequency of 3, the simulation for neglect set neglect to 0, set number of adversities to 2, and recoded the summary frequency score to subtract 3 from the
total for that respondent.

b persistence was not estimated for ADHD and AUD because no information was obtained for these disorders about lifetime cases without 12-month prevalence.

¢ Sample sizes for 12-month persistence represent the numbers of respondents with lifetime histories of the different disorders as of two years before age at interview,
as the outcomes are 12-month prevalence among lifetime cases (BD, 3,026; DUD, 4,881; GAD, 8,809; MDD, 15,460; PD, 6,213; PTSD, 24,872).

“D ||D ||D “U I|[

DUD GAD MDD PTSD

70

60

5

4

3

2

O 1 1
BD

ADHD" AUD"

(@]

o

o

o

=
o

m Lifetime disorder m 12-month disorder m 12-month persistence

Fig. 1. Population-attributable risk proportions (PARPs) of positive screens for lifetime and 12-month mental disorders, and 12-month persistence, with the
occurrence of all CA types, adjusted for number and frequency, and demographics® (n=60,719).

Abbreviations: ADHD, attention deficit/hyperactivity disorder; AUD, alcohol use disorder; BD, bipolar I/II disorder; DUD, drug use disorder; GAD, generalized
anxiety disorder; MDD, major depressive disorder; PD, panic disorder; PTSD, post-traumatic stress disorder. Persistence was not estimated for ADHD and AUD
because no information was obtained for these disorders about lifetime cases without 12-month prevalence.

prevalence of neglect (16%) but are higher than the prevalence of 8.4 %
physical abuse and 6.9 % of emotional abuse (Radford et al., 2013). Data
from the National Survey of Children’s Exposure to Violence (NSCEV)
yielded lower rates of emotional abuse (23.95%), and similar rates of
physical abuse (18.1%), and neglect (18.4%) among 14 to 17-year-olds
(Finkelhor et al., 2015). The cross-country prevalence of sexual abuse
(5.0%) found here was lower than the 12.7 % reported in a
meta-analysis (Stoltenborgh et al., 2011), higher than estimates from the
NSCEV data (0.2 % among the 14-17 year olds; Finkelhor et al., 2015)

and significantly lower than the 25.7 % of sexual abuse among 16 to 24
year olds, and 28.5 % groups reported in the ACMS across all age
(Mathews et al., 2023), or the 24.1 % estimated in the UK (Radford et al.,
2013). The prevalence estimated here, however, is consistent with es-
timates from the World Mental Health surveys, yielding a 1.6 % prev-
alence of sexual abuse across nationally or regionally representative
samples from 21 countries (Kessler et al., 2010). Differences in sampling
and operationalization of CA types, including the number of items used
to define the presence or absence of any given type, are likely the source
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of the variation observed in prevalence of exposure across studies.
Importantly, the five types of CAs investigated here did not take into
account broader CAs involving peers and the larger community. Studies
incorporating a wider range of CA items reflecting exposure to bullying,
discrimination, community violence, or socioeconomic disadvantage
would be expected to see even higher rates of CA exposure (Cronholm
et al., 2015; Finkelhor et al., 2013; Husky et al., 2023; Madigan et al.,
2025). Furthermore, as has been consistently reported in the literature,
exposure to multiple CAs is common (Dong et al., 2004; Kessler et al.,
2010; Madigan et al., 2023), including when multi-type maltreatment
(Higgins et al., 2023) or polyvictimization (Finkelhor et al., 2007) are
examined. In the present study, 17.2 % of university students reported
exposure to two types of CAs, another 13 % reported three types, and 9.1
% reported four or more types of CAs. As the proportion of persons who
experienced multiple CAs is a function of the number of individual CA
types considered, having examined family dysfunction as a single type of
CA in the present analyses, rather than considering its components
individually, is likely to have led to a smaller proportion of persons
reporting multiple CA types.

Consistent with an extensive body of research (e.g., Bellis et al.,
2019; Chapman et al., 2004; Kessler et al., 2010; Lindert et al., 2014;
Lippard & Nemeroff, 2020), we found that CAs were associated with all
the lifetime and 12-month mental disorders considered here, pointing to
CAs acting as a non-specific contributing factor to psychopathology; i.e.
exposure to CAs is not uniquely associated with a subset of specific
mental disorders, nor is the effect of CAs limited to the occurrence of a
subset of specific types of CAs (Chen et al., 2025; Green et al., 2010;
Haidl et al., 2021; Kessler et al., 2010; Lindert et al., 2014; McKay et al.,
2022; Scott et al., 2023). In contrast, CAs were only weakly associated
with disorder persistence in the case of MDD, PD, and PTSD and were
not associated with disorder persistence of BD, GAD, and DUD. This
finding of a weaker association of CAs with persistence aligns with prior
studies examining disorder persistence (Kessler et al., 1997), particu-
larly among young adults (McLaughlin et al., 2010), including our own
work with an earlier WMH-ICS sample (Husky et al., 2023). The weaker
association of CAs with disorder persistence suggests that once disorders
initiate, other factors contribute to their persistence over time. Such
factors include disorder severity, psychiatric comorbidity, and lack of
social support (Fenton et al., 2012; Hovenkamp-Hermelink et al., 2021;
Spijker et al., 2004) and point to the importance of facilitating access to
appropriate care for students with mental health problems.

Taken together, these findings document the need to focus on CAs as
key correlates of mental disorders and suggest that distinguishing onset
and persistence may help elucidate the mechanisms at play. The results
also highlight the enormous importance of CAs, as PARP estimates
suggest that between 40 % and 60 % of cases within most disorders are
associated with CAs. A much lower PARP was found for AUD (13.5%),
which was assessed only for the year before the survey. These estimates
suggest that either eliminating CAs or developing interventions to blunt
the effects of CAs, to the extent that the associations found here are
causal, could potentially prevent most of the mental disorders found
among first-year students. These PARP estimates are consistent with
those found in general population surveys across the world (Afifi et al.,
2008; Green et al., 2010; Kessler et al., 2010) as well as with a
meta-analysis of adults in North America and Europe (Bellis et al.,
2019), and a recent review focused on child maltreatment (Grummitt
et al., 2024). Furthermore, consistent with the findings noted above
regarding disorder persistence, PARPs of persistent disorders were
lower, ranging from 5.7 % of GAD to 11.6 % of BD attributable to CAs.

CAs have long been recognized as strong predictors of ill health and
continue to be investigated as key contributing factors associated with
significant mental health problems and years lost to disability. However,
despite this robust evidence, policy change has been slow to incorporate
this knowledge into implementing evidence-based primary and sec-
ondary prevention efforts, highlighting the need for continued policy-
relevant research in this area (Bellis et al., 2019). The United Nations
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has urged nations to eliminate violence against children, and WHO
highlights in its INSPIRE initiative that multi-sectorial interventions
may be implemented to reduce violence against children (World Health
Organization, 2016). Initiatives supporting families with parents expe-
riencing mental health problems may further contribute to promoting
healthy child development (Jeong et al., 2021; Toffol et al., 2024). In
parallel with such efforts, secondary prevention may involve screening
incoming students for CA exposure and mental health problems and
facilitating access to evidence-based mental health services. Data shows
that despite the availability of such mental health resources, only a
minority of university students with mental health needs seek profes-
sional help (Bruffaerts et al., 2019), as significant barriers limiting ac-
cess to care remain (Ebert et al., 2019; Horwitz et al., 2020).

The mechanisms involved in the high proportions of mental illness
linked to CAs are complex and were not investigated here. In the case of
having a parent with mental illness or substance use disorder, familial
transmission may be at play both through genetic and shared environ-
mental factors (Ballard et al., 2019; Merikangas et al., 2014). Exposure
to early life stressors, including childhood maltreatment, has also been
found to have notable consequences on neural development both at the
structural and functional level (Breslin et al., 2024; Doretto et al., 2024;
McLaughlin et al., 2019) with evidence of differential effects of abuse
and neglect on the nervous system (McLaughlin et al., 2019). Exposure
to threats in early life has also been linked to accelerated biological
aging (Colich et al., 2020). Individuals exposed to child maltreatment
also exhibit greater activation of the hypothalamic—pituitary—adrenal
axis, and elevated levels of inflammation as compared to non-maltreated
individuals, further contributing to poor mental health outcomes later in
life (Danese & McEwen, 2012). Notwithstanding these complex mech-
anisms, the present findings quantify the extent to which the mental
health burden of young adults could be reduced by addressing CA
exposure and should further alert policy makers to the critical role of
early life experiences in later human development. Our findings also
support the need to address mental health in universities by offering
evidence-based interventions to limit the risk of disorder persistence
among those who already experience mental illness at university entry.

To our knowledge, this is the first large-scale cross-national study to
investigate the association of CAs with lifetime, 12-month, and persis-
tent disorders using DSM-5 criteria and to provide associated PARP es-
timates. Despite these strengths, several limitations should be
acknowledged. First, we could not ascertain whether CAs preceded
disorder onset in all cases because the specific timing of CA exposure
was not assessed. As a result, some individuals may have experienced
CAs following the first onset of their disorder rather than the reverse.
Future studies should incorporate detailed assessments of the timing and
duration of CA exposure to better establish temporal relationships with
mental disorder onset and persistence and further examine these asso-
ciations using longitudinal designs. Furthermore, it is also possible that
current disorders may have affected the recall of CAs, thereby inflating
the current observations (Green et al., 2010). Second, response rates
were generally low, which might have introduced bias in the estimates
derived from multivariable models examining associations between CAs
and mental disorders (Amaya & Presser, 2016). Lastly, we did not
examine individual CA types within the family dysfunction category due
to the low prevalence of some items, such as parental incarceration of
parental suicidal behavior.

Despite these limitations, the present study reinforces the strong
body of evidence documenting the high prevalence of CAs cross-
nationally, with close to two-thirds of university students reporting
exposure to at least one type of adversity. The findings further add to the
literature linking negative early life experiences with the onset of mental
disorders. Across all countries covering diverse regions with different
socio-economic and cultural contexts, approximately one-half of mental
disorders found among first-year university students are associated with
exposure to CAs. Considering the substantial burden associated with
CAs, there is an urgent need for coordinated global and institutional
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responses to both limit exposure to CAs and reduce their mental health
consequences. Screening for mental health problems and for exposure to
early life adversities, combined with facilitating access to evidence-
based treatment within universities, is warranted.
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