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The Role of Benevolent Childhood Experiences in the 
Relationship Between Adverse Childhood Experiences and 
Complex Post-Traumatic Stress Disorder Symptoms
D.J. Wen and A. Demutska

Department of Psychology, James Cook University, Singapore

ABSTRACT
Adverse Childhood Experiences (ACEs) are potentially traumatic 
childhood experiences that are associated with mental health 
issues such as Complex Post-Traumatic Stress Disorder (CPTSD). 
There is a lack of studies investigating resilience factors in 
individuals exposed to ACEs who may potentially develop 
CPTSD. Benevolent Childhood Experiences (BCEs) are positive 
childhood experiences that could potentially serve as protective 
or promotive factors for such individuals. The present study 
aimed to investigate if BCEs played the role of a 1) protective 
or 2) promotive factor in the development of CPTSD symptoms 
in adulthood among individuals exposed to ACEs. In addition, 
the individual components of CPTSD, namely Post-Traumatic 
Stress Disorder (PTSD) and Disturbances in Self Organization 
(DSO) symptoms, were investigated separately to better under
stand whether BCEs acted as a 1) protective or 2) promotive 
factor for these components. One hundred seventy-two univer
sity students from a psychology program in Singapore were 
recruited. The data were analyzed using a two-way analysis of 
covariance. We found trend-level evidence for BCEs as 
a moderator in the relationship between ACEs and CPTSD 
symptoms, as well as trend-level evidence for the main effect 
of BCEs on CPTSD symptoms. We found that BCEs moderated 
the relationship between ACEs and PTSD symptoms. 
Additionally, both ACEs and BCEs had significant main effects 
on DSO symptoms. These results suggests that high levels of 
BCEs may provide protective benefits for individuals exposed to 
substantial ACEs, potentially mitigating increases in PTSD symp
toms. High levels of BCEs could reduce DSO symptoms regard
less of the level of ACEs.
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Introduction

Multiple studies have investigated the effects of early childhood experiences on 
mental health in adulthood (Felitti et al., 1998; Maaranen et al., 2004; Mersky 
et al., 2013; Visser et al., 2014). Indeed, Adverse Childhood Experiences 
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(ACEs), including childhood maltreatment (physical abuse, sexual abuse, 
emotional abuse, physical neglect and emotional neglect) and family dysfunc
tion (household incarceration, mental illness, substance abuse, intimate part
ner violence and parental separation or divorce), have been shown to be 
associated with an increased risk of various mental health issues in adulthood 
(Felitti et al., 1998; Maaranen et al., 2004; Mersky et al., 2013; Visser et al.,  
2014). One potential outcome of prolonged or repetitive exposure to threaten
ing events from which escape is difficult is Complex Post-Traumatic Stress 
Disorder (CPTSD), a mental health disorder that is listed in the International 
Classification of Diseases (11th ed.; ICD-11; World Health Organization,  
2019) but not the Diagnostic and Statistical Manual of Mental Disorders 
(5th ed.; DSM–5; American Psychiatric Association, 2013). Evidence suggests 
a positive association between ACEs and CPTSD symptoms, indicating that 
a higher number of ACEs was associated with more symptoms of CPTSD 
(Frewen et al., 2019; Guo et al., 2021). However, there is a lack of studies 
investigating the factors that enhance resilience in individuals exposed to 
ACEs who could potentially develop CPTSD. Understanding these resilience 
factors could facilitate the development of targeted interventions aimed at 
preventing CPTSD in individuals with exposure to ACEs.

Adverse childhood experiences

ACEs have been consistently linked to an elevated risk of mental health 
disorders in adulthood across multiple international studies, including depres
sion (Felitti et al., 1998), anxiety (Mersky et al., 2013), obsessive-compulsive 
disorder (Visser et al., 2014), and alcohol and substance use disorders (Mersky 
et al., 2013; Pilowsky et al., 2009). Furthermore, ACEs are strongly associated 
with an increased likelihood of suicide attempts (Felitti et al., 1998). 
Specifically, individuals with four or more ACEs were found to have a 4.5 
times higher risk of depression and a 12.2 times higher risk of suicide attempts 
compared to those with no ACEs (Felitti et al., 1998). A recent study in 
Singapore showed that the lifetime prevalence of ACEs was 63.9%, with 
35.6% of respondents experiencing one type of ACEs, 15.2% experiencing 
two types of ACEs and 13.1% experiencing three or more types of ACEs in 
their lifetime (Subramaniam et al., 2020). This finding is consistent with 
previous research, specifically studies involving college and university popula
tions, which indicate that the lifetime prevalence rates of childhood trauma 
among university students range from 66% to 85% (Frazier et al., 2009; Read 
et al., 2011; Scarpa et al., 2002).

Neurotoxic stress theory posits that ACEs impact mental health through 
prolonged exposure to toxic stress, which can alter brain structure, function 
and connectivity, and subsequently impair behavioral and cognitive abil
ities, thereby heightening the risk of adverse mental health outcomes in 
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adulthood (Miller et al., 2011; Sarkar et al., 2019; Shonkoff et al., 2009). 
A recent review provides support for the diathesis-stress model, highlight
ing that neurobiological differences often exist prior to trauma exposure 
(Scheeringa, 2021). Individuals with preexisting neurobiological vulnerabil
ities, such as genetic predispositions or early developmental factors, are 
particularly susceptible to developing mental health disorders when 
exposed to stress (Scheeringa, 2021). However, it is important to note 
that the review involved adult samples diagnosed with PTSD, whereas the 
present discussion focuses on the development of CPTSD after exposure to 
ACEs.

Complex post-traumatic stress disorder

Based on the ICD-11, a diagnosis of CPTSD requires that the diagnostic 
criteria for Post-Traumatic Stress Disorder (PTSD) be met, including 1) reex
periencing the traumatic event in the here and now, 2) avoidance of reminders 
related to the traumatic event and 3) persistent perceptions of heightened 
threat. In addition, a diagnosis of CPTSD requires additional symptoms 
related to Disturbances in Self Organization (DSO), which include 1) pro
blems with affect dysregulation, 2) negative self-concept, and 3) difficulties 
with sustaining relationships (World Health Organization, 2019). CPTSD has 
been found to develop in response to prolonged stress, often beginning in 
childhood or emerging from consistent abuse during adulthood (Li & Liang,  
2023; Maercker et al., 2022). Studies from Canada (Frewen et al., 2019) and 
China (Guo et al., 2021) provide evidence of a positive association between 
ACEs and CPTSD symptoms. To our knowledge, there is a lack of studies 
investigating the prevalence of CPTSD in Singapore. However, a population- 
based study in the United States of America found a prevalence of CPTSD to 
be 3.8% in their sample of 1893 adults between 18–70 years of age (Cloitre 
et al., 2019).

Recently, researchers on childhood adversity have focused on isolating 
childhood maltreatment ACEs from family dysfunction ACEs (Lane et al.,  
2023), based on evidence that maltreatment has a greater impact than 
family dysfunction on mental health outcomes. However, the mental health 
outcomes investigated in these studies involved depression, anxiety and 
PTSD (Atzl et al., 2019; Negriff, 2020; Sayyah et al., 2022). CPTSD has 
been found to be distinct from PTSD, with social factors such as financial 
difficulties, constant conflicts, and mental illness in the family being more 
closely associated with CPTSD than with PTSD (Daniunaite et al., 2021). 
Additionally, both maltreatment-related and family dysfunction ACEs have 
been directly linked to development of CPTSD (Hyland et al., 2017; 
Spinazzola et al., 2018). Therefore, considering the cumulative impact of 
total ACEs, which encompass both maltreatment and family dysfunction 
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experiences, may be important when examining the underlying factors 
contributing to CPTSD.

Protective and promotive factors in individuals exposed to adverse childhood 
experiences

It is noteworthy that not all individuals exposed to childhood adversity 
develop the same mental health issues as others exposed to similar adversities 
(Beutel et al., 2017). Resiliency theory provides a framework to understand 
how some individuals manage to achieve healthy development despite expo
sure to significant risks. The compensatory and protective factor models are 
two widely studied resiliency models (Masten & Cicchetti, 2016). The com
pensatory model indicates that promotive factors counteract exposure to risk 
through an opposite, direct, and independent effect on outcomes and are 
associated with better functioning in individuals at both high and low levels 
of risk. For example, a study of low-income pregnant women found that more 
positive childhood experiences, such as having positive parental relationships, 
being hugged or complimented, predicted lower levels of PTSD independent 
of the number of ACEs (Narayan et al., 2018). In contrast, the protective 
model posits that protective factors attenuate the association between risk 
factors and negative outcomes. This means that when a protective factor is 
present, individuals in both high and low-risk groups tend to have similar 
outcomes. However, when the protective factor is absent, the outcomes for 
high and low-risk groups differ significantly. For example, older adults with 
low current perceived social support were found to have higher odds of 
depressive symptoms as their exposure to ACEs increased. In contrast, older 
adults with high current perceived social support did not show significantly 
different odds of depressive symptoms, even with greater exposure to ACEs 
(Cheong et al., 2017).

Benevolent childhood experiences

One factor that may foster resilience in individuals exposed to childhood 
adversity is the presence of Benevolent Childhood Experiences (BCEs; 
Narayan et al., 2018). BCEs refer to positive childhood experiences that are 
thought to be beneficial, such as supportive relationships (with childhood 
caregivers, friends, teachers, neighbors, and mentors), positive beliefs about 
coping, self-esteem, enjoyment of school and home life and predictable home 
routines (Narayan et al., 2018). BCEs have been found to be associated with 
fewer mental health problems, lower levels of stress and better adjustment in 
adulthood (Bellis et al., 2017; Bethell et al., 2019). ACEs and BCEs have been 
shown to be moderately inversely associated, indicating the coexistence of 
ACEs and BCEs in individuals (Narayan et al., 2020).
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Clinical studies investigating negative childhood experiences have 
found that positive childhood experiences can exert either protective 
or promotive effects depending on the mental health outcome measured. 
For example, positive childhood memories functioned as a protective 
factor in mothers, moderating the relationship between their experience 
of maltreatment in childhood and PTSD symptoms in adulthood. 
Mothers with fewer positive childhood memories experienced more 
severe PTSD symptoms in adulthood as the level of childhood maltreat
ment increased. Conversely, mothers with many positive childhood 
memories did not show a strong relationship between childhood mal
treatment and PTSD symptoms in adulthood (Narayan et al., 2017). In 
another study, BCEs functioned as a promotive factor and were asso
ciated with fewer symptoms of Borderline Personality Disorder (BPD) 
while ACEs were associated with more symptoms of BPD (Gunay-Oge 
et al., 2020).

Studies utilizing community samples have also found that positive 
childhood experiences function as both a protective factor and promo
tive factor. For example, Qu et al. (2022) found that positive childhood 
experiences moderated the relationship between ACEs and depression 
and anxiety. Individuals exposed to ACEs exhibited higher levels of 
depression and anxiety when they had few positive childhood experi
ences. In contrast, those with many positive childhood experiences did 
not show increased levels of depression and anxiety, even when exposed 
to ACEs. Crandall et al. (2019) found that BCEs functioned as 
a promotive factor and were associated with fewer depressive symptoms, 
while ACEs were associated with more depressive symptoms. However, 
there is a lack of studies investigating the potential role of BCEs as 
either a protective factor or promotive factor in the development of 
CPTSD among individuals who have been exposed to ACEs. 
Furthermore, it is unclear whether BCEs serve as protective factor or 
promotive factor in relation to the specific components of CPTSD, 
namely PTSD and DSO, in individuals exposed to ACEs. Symptoms of 
BPD and DSO share significant overlaps, particularly in the domains of 
emotion regulation difficulties, disrupted self-concept, and challenges in 
interpersonal relationships (Ford & Courtois, 2021). However, despite 
the aforementioned role of BCEs as a promotive factor that was inver
sely associated with symptoms of BPD (Gunay-Oge et al., 2020), there is 
a lack of studies investigating the role of BCEs in the relationship 
between ACEs and DSO symptoms. This study advances our under
standing of the mechanisms through which positive childhood experi
ences may buffer against the developmental impact of early adversity, 
specifically on self-concept, interpersonal relationships, and emotional 
functioning.
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Present study

In the present study, we aimed to investigate if BCEs would have a 1) 
protective effect or 2) promotive effect on CPTSD symptoms. Given the 
lack of previous studies on ACEs, BCEs and CPTSD, we investigated in an 
exploratory analysis whether 1) BCEs would moderate the relationship 
between ACEs and CPTSD symptoms or 2) BCEs and ACEs would show 
main effects on CPTSD symptoms. In addition, we examined whether 
similar patterns emerged when looking at the individual components of 
CPTSD, namely PTSD symptoms and DSO symptoms. Specifically, we 
investigated the 1) moderation and 2) main effect relationships with the 
outcomes of i) CPTSD, ii) PTSD, and iii) DSO symptoms. We conducted 
this study with a sample of university students, given that previous studies 
have found that more than half of university students have experienced 
more than one ACE (Bartolomé-Valenzuela et al., 2024; Hamilton et al.,  
2024; Muwanguzi et al., 2023).

Methods

Participants

The present study recruited university students from the psychology program 
who were 1) 19 years old and above, 2) Singapore Citizens or Permanent 
Residents of Singapore, and 3) able to read English. Participants aged 19  
years and older were recruited to ensure they could provide retrospective 
reports on ACEs and BCEs, as the relevant scales measure experiences from 
ages 0 to 18. In addition, the sample was restricted to Singapore Citizens and 
Permanent Residents of Singapore so that the findings could be generalized to 
the Singapore context. Furthermore, given that the online survey was pre
sented in English, participants were required to read English. Informed con
sent was obtained from all participants.

One hundred and seventy-two participants were recruited through the 
University Psychology Research Participation Program. This sample size met 
the minimum requirement determined by an a priori analysis in G*Power, 
based on statistical power of .80 (Faul et al., 2007). The mean age of partici
pants in the present study was 21.6 years old. This study included 1) male (n =  
48) and female (n = 124); and 2) 4 major ethnic groups: Chinese (n = 120), 
Malay (n = 4), Indian (n = 21), and Others (n = 27) as participants.

Measures

Adverse childhood experiences
The Adverse Childhood Experiences Questionnaire (Felitti et al., 1998) is a 10- 
item self-report questionnaire that measures ACEs from childhood to 18 years 
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of age. The first five items capture childhood maltreatment (physical, sexual 
and emotional abuse, physical and emotional neglect) and the next five items 
assess exposure to family dysfunction (parental separation or divorce, domes
tic violence, substance use, mental illness, and incarceration). Responses for 
each question were provided on a binary scale, were scored (Yes = 1, No = 0) 
and summed with a possible range of scores of 0 to 10, with higher scores 
indicating more types of ACEs experienced in childhood.

Benevolent childhood experiences
The Benevolent Childhood Experiences Scale (Narayan et al., 2018) is a 10-item 
self-report questionnaire that measures positive childhood experiences from 
childhood to 18 years of age. It measures positive experiences that include 
internal and external safety and security (e.g., having at least one caregiver 
with whom you felt safe, beliefs that provided comfort), supportive relationships 
(e.g., having at least one caring teacher, a supportive non-caregiver adult), and 
a positive, predictable quality of life (e.g., enjoyment of school, predictable home 
routine). Responses for each question were provided on a binary scale (Yes = 1, 
No = 0), were scored and summed with a possible range of scores of 0 to 10, 
with higher scores indicating more types of BCEs experienced in childhood.

International trauma questionnaire
The International Trauma Questionnaire (ITQ; Cloitre et al., 2018) was used 
to measure symptoms of CPTSD. The ITQ first asks respondents to describe 
an event that troubles them the most and participants are instructed to answer 
the remaining questions in relation to this event. The ITQ comprises of two 
subscales measuring PTSD and DSO symptoms. The six items measuring 
PTSD symptoms are based on the three clusters of “Re-experiencing in the 
here and now,” “Avoidance,” and “Sense of Threat,” and these items are 
answered in terms of how bothersome that symptom has been in the past 
month. The six items measuring DSO symptoms are based on the three 
clusters of “Affective Dysregulation,” “Negative Self-Concept,” and 
“Disturbed Relationships.” All ITQ items are rated on a 5-point Likert scale 
ranging from 0 (Not at all) to 4 (Extremely). PTSD and DSO symptom scores 
range from 0 to 24 and CPTSD symptom scores range from 0 to 48.

Procedure

Approval from the University Human Research Ethics Committee was 
obtained. Potential participants were invited to complete the online survey 
on Qualtrics. Upon completion of the survey, university students were 
awarded credit points for their participation. Participants were also given the 
option to enter a lucky draw for three $20 vouchers.
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Statistical analysis

Some studies have found that treating ACEs score as a categorical variable 
provides a better model fit for mental health outcomes compared to treating 
ACEs score as a continuous variable (LaNoue et al., 2020; Schüssler-Fiorenza 
Rose et al., 2016). Furthermore, several studies investigating both ACEs and BCEs 
have categorized these continuous variables into categorical ones for analysis 
(Bellis, Hughes, et al., 2014; Bellis, Lowey, et al., 2014; Kiburi et al., 2018). In the 
present study, consistent with previous research (Crandall et al., 2019; Hou et al.,  
2022), the ACEs and BCEs variables were categorized into two groups rather than 
multiple groups. This approach was taken to ensure adequate statistical power 
and simplify result reporting through reducing the number of groups (Bethell 
et al., 2019; Kuhar & Zager Kocjan, 2021). Previous research dichotomized BCEs 
based on a mean split and dichotomized ACEs based on a standard score of 4 
(Crandall et al., 2019; Hou et al., 2022). In the present study, the BCEs variable 
was dichotomized into a low BCE group and a high BCE group based on a mean 
split (<8 vs. ≥8), while the ACEs variable was dichotomized into a low ACE group 
and a high ACE group based on the same standard score (<4 vs. ≥4).

A two-way analysis of covariance (ANCOVA) was utilized to examine the 
aforementioned relationships. Outliers on independent variables and dependent 
variables, defined as values more than two standard deviation from the mean, 
were removed from the analysis as recommended by Field (2012). The statistical 
model included the independent variables comprising of the covariates, ACEs, 
BCEs and the ACEs x BCEs interaction term, which was tested with the dependent 
variables of 1) CPTSD, 2) PTSD, and 3) DSO in three separate models. Where the 
ACEs x BCEs interaction effects were significant, a post-hoc analysis was per
formed, exploring the simple main effects with a Bonferroni correction on the 
p-values (Abdi, 2007). Where interaction effects were not significant, the main 
effects of ACEs and BCEs were explored using a reduced model without the 
interaction term (Lorah, 2020).

Confounding variables
This study considered variables that could potentially account for differences 
in CPTSD symptoms. Age, ethnicity, and gender were included as common 
covariates in all models given their known association with CPTSD symptoms 
(McGinty et al., 2021; Wamser-Nanney et al., 2021).

Assumptions
The assumptions of the two-way ANCOVA were tested for all the models. 
Given that the assumption of homogeneity of variances was violated, an 
ANCOVA with heteroscedasticity consistent standard errors HC3 (Long & 
Ervin, 2000) was run for the model with DSO as the dependent variable.

JOURNAL OF AGGRESSION, MALTREATMENT & TRAUMA 525



Results

Descriptive statistics

In the total sample of 172 participants, approximately 32.0% of participants 
met the criteria for a probable ICD-11 PTSD diagnosis (n = 55) based on the 
recommended scoring rules for the ITQ. Of these, 69.1% additionally met the 
criteria for a probable ICD-11 CPTSD diagnosis (n = 38), resulting in an 
overall CPTSD prevalence of 22.1%. Out of 172 participants, 6 outliers were 
found on BCEs and 7 outliers on ACEs variables. Hence, 160 participants were 
included in the analysis of high and low BCEs and ACEs groups. The low 
ACE-low BCE group, low ACE-high BCE group, high ACE-low BCE group, 
and high ACE-high BCE group consisted of 33, 95, 22, and 10 participants 
respectively. Among these 160 participants, 75.6% of participants had experi
enced at least one ACE. In addition, 7 outliers were identified for CPTSD 
scores and 9 outliers for PTSD scores. As such, the analysis involving CPTSD, 
PTSD and DSO as dependent variables involved 156, 154, and 160 participants 
respectively. Table 1 presents the descriptive statistics and correlations for the 
study variables in the sample. An examination of the bivariate correlations 
revealed significant correlations among variables, all in the expected 
directions.

Relationship of BCEs and ACEs with CPTSD symptoms

A two-way ANCOVA was utilized to investigate whether the BCEs would 
moderate the relationship between ACEs and CPTSD symptoms. There was 
a trend for a significant interaction between BCEs and ACEs on CPTSD 
symptoms, F(1,147) = 2.93, p = .09, ηp

2 = .02. A post hoc analysis of the simple 
main effects for ACEs and BCEs was performed based on a Bonferroni 
correction. In the low BCE group, there was a significant difference in 
CPTSD scores (p = .005), where the high ACE group (Madj = 29.23, SE =  
2.77) had higher CPTSD scores than the low ACE group (Madj = 20.61, SE =  
2.39). In the high BCE group, there was no significant difference in CPTSD 
scores (p = .85) between the high ACE group (Madj = 19.24, SE = 3.73) and low 
ACE group (Madj = 18.57, SE = 1.71). Figure 1 provides an illustration of the 
adjusted means of CPTSD scores for the BCE and ACE groups.

Table 1. Descriptive statistics and correlations for study variables.
Variable M SD Range 1 2 3 4 5

1. Benevolent Childhood Experiences (BCEs) 8.0 1.7 4–10 –
2. Adverse Childhood Experiences (ACEs) 2.0 1.8 0–6 −.42* –
3. Complex Post-Traumatic Stress Disorder (CPTSD) 21.5 10.6 0–44 −.33* .36* –
4. Post-Traumatic Stress Disorder (PTSD) 10.0 5.9 0–23 −.23* .31* .86* –
5. Disturbances in Self Organization (DSO) 11.9 6.6 0–24 −.38* .34* .87* .51* –

*p < .05.
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Given that the interaction effects were not found to be significant, a reduced 
model without the interaction term was utilized to explore the main effects. In 
this model, the main effect of BCEs showed a trend toward significance on 
CPTSD symptoms, F(1,148) = 3.73, p = .06, ηp

2 = .03. The CPTSD scores were 
lower in the high BCE group (Madj = 20.91, SE = 1.95) than the low BCE group 
(Madj = 24.58, SE = 2.11). The main effect of ACEs on CPTSD symptoms was 
significant, F(1,148) = 5.28, p = .02, ηp

2 = .03, indicating that the CPTSD scores 
were higher in the high ACE group (Madj = 25.45, SE = 2.46) than the low ACE 
group (Madj = 20.04, SE = 1.78).

Relationship of BCEs and ACEs with PTSD symptoms

A two-way ANCOVA was utilized to investigate whether the BCEs would 
moderate the relationship between ACEs and PTSD symptoms. There was 
a statistically significant interaction between BCEs and ACEs on PTSD 
symptoms, F(1,145) = 4.29, p = .04, ηp

2 = .03. A post hoc analysis of the 
simple main effects for ACEs and BCEs was performed based on 
a Bonferroni correction. In the low BCE group, there was a significant 
difference in PTSD scores (p = .002), where the high ACE group (Madj =  
13.41, SE = 1.55) had higher PTSD scores than the low ACE group (Madj =  
8.11, SE = 1.33). In the high BCE group, there was no significant difference 

Figure 1. Trend level interaction effect of Benevolent Childhood Experiences (BCEs) and Adverse 
Childhood Experiences (ACEs) on Complex Post-Traumatic Stress Disorder (CPTSD) symptoms.
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in PTSD scores (p = .98) between the high ACE group (Madj = 8.16, SE =  
2.07) and low ACE group (Madj = 8.21, SE = 0.95). Figure 2 provides an 
illustration of the adjusted means of PTSD scores for the BCE and ACE 
groups.

Relationship of BCEs and ACEs with DSO symptoms

A two-way ANCOVA with heteroscedasticity consistent standard errors HC3 
was utilized to investigate whether the BCEs would moderate the relationship 
between ACEs and DSO symptoms, given that the assumption of homogeneity 
of variance was violated. There was a non-significant interaction between 
BCEs and ACEs on DSO symptoms, B = 1.57, p = .53. Given that the interac
tion effect was non-significant, a reduced model without the interaction term 
was utilized to explore the main effects. In this model, the main effect of BCEs 
on DSO symptoms was significant, B = −3.13, p = .01. The DSO scores were 
lower in the high BCE group (M = 10.15, SD = 6.25) than the low BCE group 
(M = 13.98, SD = 6.29). The main effect of ACEs on DSO symptoms was 
significant, B = 3.05, p = .02. The DSO scores were higher in the high ACE 
group (M = 15.00, SD = 5.07) than the low ACE group (M = 10.59, SD = 6.54). 
Figure 3 provides an illustration of the means of DSO scores for the BCE and 
ACE groups.

Figure 2. Interaction effect of Benevolent Childhood Experiences (BCEs) and Adverse Childhood 
Experiences (ACEs) on Post-Traumatic Stress Disorder (PTSD) symptoms.
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Discussion

In the present study, we investigated how BCEs and ACEs were related to the 
symptoms of CPTSD. Specifically, we observed that positive childhood experi
ences can help buffer against negative outcomes, where BCEs played 
a significant role in weakening the association between ACEs and PTSD 
symptoms. BCEs might also play a role in reducing CPTSD symptoms, although 
this trend did not reach full significance. Even though some of our statistical 
findings were close to the threshold for significance, the overall pattern suggests 
that people who had difficult childhoods but also experienced positive relation
ships and support were less likely to develop severe PTSD symptoms as adults.

Potential effects of BCEs on the relationship between ACEs and CPTSD

The findings showed a trend toward significance in how BCEs might influence the 
link between ACEs and CPTSD symptoms; however, the specific role of BCEs as 
a resilience factor in protecting against CPTSD symptoms remains unclear. 
A significant main effect of BCEs on CPTSD symptoms indicates that BCEs 
play a role in influencing the severity of CPTSD symptoms. Given the marginally 
significant evidence for the moderating effect of BCEs on CPTSD symptoms, 
future research with clinical samples is necessary to determine whether BCEs serve 
as a protective or promotive factor for CPTSD.

Figure 3. Main effects of Benevolent Childhood Experiences (BCEs) and Adverse Childhood 
Experiences (ACEs) on Disturbances in Self Organization (DSO) symptoms.
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The role of BCEs in relationship between ACEs and components of CPTSD

The present study suggests that positive childhood experiences can lessen the 
impact of adverse experiences on the development of PTSD symptoms in 
adulthood. Specifically, among those participants who had many positive 
experiences growing up, there was little difference in PTSD symptoms 
between those with high and low levels of ACEs. However, for those with 
fewer positive experiences growing up, individuals who faced more adverse 
experiences in childhood showed significantly higher PTSD symptoms com
pared to those with fewer negative experiences. These results are consistent 
with another study that found that positive childhood memories moderated 
the relationship between childhood maltreatment and PTSD symptoms in 
mothers who were reared in foster care (Narayan et al., 2017). In this study, 
individuals with high positive childhood memories did not show a relationship 
between childhood maltreatment and PTSD symptoms, whereas for indivi
duals with low positive childhood memories, greater childhood maltreatment 
was associated with more PTSD symptoms. The present findings highlight the 
protective effect of BCEs in mitigating PTSD symptom development among 
individuals exposed to ACEs. It is possible that memories of feeling loved and 
cared for during childhood create a positive memory network, helping to 
protect against the detrimental effects of traumatic childhood experiences 
and the development of PTSD in adulthood (Lieberman et al., 2005).

Our study found a clear relationship between ACEs, BCEs, and DSO symp
toms. Specifically, individuals with higher ACEs exhibited more DSO symp
toms, regardless of their exposure to BCEs; while those with higher BCEs 
showed fewer DSO symptoms, regardless of their exposure to ACEs. These 
results suggest that BCEs exert a promotive effect on DSO symptoms, such that 
BCEs reduce the development of DSO symptoms in adulthood independent of 
the number of ACEs. To our knowledge, there is a lack of previous studies 
investigating the role of BCEs in the relationship between ACEs and DSO 
symptoms. Although BPD is distinct from CPTSD, the two conditions share 
overlapping symptoms, such as difficulties with emotion regulation, self- 
concept, and interpersonal relationships (Ford & Courtois, 2021). The present 
results are similar to the study that found that ACEs and BCEs displayed main 
effect relationships with symptoms of BPD in adults (Gunay-Oge et al., 2020) 
where higher ACEs were associated with more BPD symptoms and higher BCEs 
were associated with less BPD symptoms. The present study adds to the mental 
health literature by demonstrating that BCEs not only help reduce BPD symp
toms but also have a similar promotive effect on DSO symptoms in CPTSD.

Taken together, these results suggest that in individuals exposed to ACEs, the 
presence of BCEs could be more effective in protecting individuals from devel
oping symptoms of PTSD but less effective for protecting individuals from 
developing symptoms of DSO. Past literature has indicated that the effect of 
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lifetime interpersonal trauma on symptoms of both PTSD and DSO in adulthood 
is mediated by adult attachment anxiety (Sandberg & Refrea, 2022). Experiencing 
interpersonal trauma can lead an individual to feel frightened and unprotected, 
which can lead to increased vigilance, fear of abandonment, efforts to avoid 
awareness of unmet attachment needs (George & West, 2012) and rumination, 
which could ultimately contribute to PTSD symptoms (Mikulincer & Shaver,  
2007). Interpersonal trauma can also contribute to DSO symptoms through 
causing a person to feel unlovable and unworthy of care and protection, have 
difficulty regulating painful emotions and encounter problems developing and 
maintaining healthy relationships (Mikulincer & Shaver, 2007). As such, BCEs 
may offer protective effects on mental health outcomes by providing alternative 
sources of attachment from non-abusive caregivers, or social support from 
friends, teachers and neighbors. BCEs may provide alternative attachment figures 
or social support to children, potentially reducing ACEs’ impact on stress 
response and PTSD symptoms development. However, social support might 
not sufficiently mitigate the effect of ACEs on DSO symptoms (emotion dysre
gulation, negative self-concept and difficulty sustaining relationships) which are 
less directly related to stress response mechanisms. While evidence supports 
social support’s stress-buffering effect on PTSD symptoms (Cohen & Wills,  
1985; McCutchen et al., 2022; Wang et al., 2021), there is limited evidence on 
its role in preventing DSO symptoms following childhood trauma.

Implications

The present findings suggest that incorporating BCEs into preventive inter
ventions for children exposed to ACEs could help reduce symptoms of PTSD 
in adulthood. Strengthening positive childhood experiences may prevent 
PTSD symptom development and curb the intergenerational transmission of 
mental health issues (Narayan et al., 2021). Furthermore, parents could be 
educated on how to increase BCEs in their children, such as fostering positive 
peer interactions, to build psychological resilience against major life stressors 
later in life (Doom et al., 2021). In addition, BCEs reduce the amount of 
adulthood DSO symptoms in children regardless of ACEs exposure. However, 
further research is needed to identify protective factors that specifically pre
vent the development of DSO symptoms in children exposed to ACEs.

Strengths and limitations

To our knowledge, this study is the first to investigate the protective and 
promotive effects of BCEs on the relationship between ACEs and CPTSD 
symptoms in a Singaporean university sample. However, the present study’s 
limitations included the use of self-report questionnaires to obtain informa
tion about ACEs, BCEs and CPTSD symptoms. The study’s reliance on self- 
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report questionnaires may introduce recall bias, as participants were asked to 
reflect on experiences from many years ago (Althubaiti, 2016). Future research 
should use longitudinal designs to obtain more accurate reports. In addition, 
this study measured CPTSD symptoms using a questionnaire, not a formal 
diagnosis. Future research should explore these relationships in clinical sam
ples to ensure findings are generalizable to clinical populations. The present 
study was limited by the use of the Adverse Childhood Experiences 
Questionnaire, which measured only the types of ACEs experienced by parti
cipants, but did not assess the frequency, intensity, or chronicity of exposure to 
ACEs (Anda et al., 2020). Future research could explore whether the fre
quency, intensity, or chronicity of ACEs influences the outcomes observed 
in this study. Lastly, the study’s sample was limited to English-speaking 
participants, which may limit the generalizability of the results.

Conclusion

The present study found that the role of BCEs as a resilience factor for CPTSD 
symptoms was not fully established in the current non-clinical sample. BCEs 
demonstrated protective effects with PTSD symptoms and promotive effects with 
DSO symptoms. Interventions that strengthen BCEs in children may help them 
manage stressors and prevent PTSD symptoms in adulthood. Further research 
should explore the role of protective factors for DSO symptoms in children 
exposed to ACEs.

Acknowledgments

We thank Dr Kunchana Chouynuu (James Cook University) and Dr Peter H.K. Chew (James 
Cook University) for their statistical advice.

Disclosure statement

No potential conflict of interest was reported by the author(s).

Availability of data and material

The data that support the findings of this study are available from the corresponding author, D. 
J. Wen, upon reasonable request.

Ethics approval

The study was approved by the James Cook University Human Ethics Committee (Approval 
number: H8640).

532 D. J. WEN AND A. DEMUTSKA



Consent to participate

Informed consent was obtained from the participants of the study.

References

Abdi, H. (2007). The Bonferroni and Sidak corrections for multiple comparisons. In 
N. J. Salkind (Ed.), Encyclopedia of measurement and statistics (pp. 103-107). Sage.

Althubaiti, A. (2016). Information bias in health research: Definition, pitfalls, and adjustment 
methods. Journal of Multidisciplinary Healthcare, 9(1), 211–217. https://doi.org/10.2147/ 
JMDH.S104807  

American Psychiatric Association. (2013). Diagnostic and statistical manual of mental disorders 
(5th ed.). https://doi.org/10.1176/appi.books.9780890425596  

Anda, R. F., Porter, L. E., & Brown, D. W. (2020). Inside the adverse childhood experience 
score: Strengths, limitations, and misapplications. The American Journal of Preventive 
Medicine, 59(2), 293–295. https://doi.org/10.1016/j.amepre.2020.01.009  

Atzl, V. M., Narayan, A. J., Rivera, L. M., & Lieberman, A. F. (2019). Adverse childhood 
experiences and prenatal mental health: Type of ACEs and age of maltreatment onset. 
Journal of Family Psychology, 33(3), 304–314. https://doi.org/10.1037/fam0000510  

Bartolomé-Valenzuela, M., Pereda, N., & Guilera, G. (2024). Patterns of adverse childhood 
experiences and associations with lower mental well-being among university students. Child 
Abuse and Neglect, 152, 106770. https://doi.org/10.1016/j.chiabu.2024.106770  

Bellis, M. A., Hardcastle, K., Ford, K., Hughes, K., Ashton, K., Quigg, Z., & Butler, N. (2017). 
Does continuous trusted adult support in childhood impart life-course resilience against 
adverse childhood experiences - a retrospective study on adult health-harming behaviours 
and mental well-being. BMC Psychiatry, 17(1), 110. https://doi.org/10.1186/s12888-017- 
1260-z  

Bellis, M. A., Hughes, K., Raleva, M., Terzic, N., Leckenby, N., Jones, L., Ulukol, B., Pudule, I., 
Qirjako, G., Ulukol, B., Raleva, M., & Terzic, N. (2014). Adverse childhood experiences and 
associations with health-harming behaviours in young adults: Surveys in eight eastern 
European countries. Bulletin of the World Health Organization, 92(9), 641–655. https:// 
doi.org/10.2471/BLT.13.129247  

Bellis, M. A., Lowey, H., Leckenby, N., Hughes, K., & Harrison, D. (2014). Adverse childhood 
experiences: Retrospective study to determine their impact on adult health behaviours and 
health outcomes in a UK population. Journal of Public Health, 36(1), 81–91. https://doi.org/ 
10.1093/pubmed/fdt038  

Bethell, C., Jones, J., Gombojav, N., Linkenbach, J., & Sege, R. (2019). Positive childhood 
experiences and adult mental and relational health in a statewide sample: Associations across 
adverse childhood experiences levels. JAMA Pediatrics, 173(11), e193007–e193007. https:// 
doi.org/10.1001/jamapediatrics.2019.3007  

Beutel, M. E., Tibubos, A. N., Klein, E. M., Schmutzer, G., Reiner, I., Kocalevent, R. D., & 
Brähler, E. (2017). Childhood adversities and distress - the role of resilience in 
a representative sample. PLOS ONE, 12(3), e0173826. https://doi.org/10.1371/journal. 
pone.0173826  

Cheong, E. V., Sinnott, C., Dahly, D., & Kearney, P. M. (2017). Adverse childhood experiences 
(ACEs) and later-life depression: Perceived social support as a potential protective factor. 
BMJ Open, 7(9), e013228. https://doi.org/10.1136/bmjopen-2016-013228  

Cloitre, M., Hyland, P., Bisson, J. I., Brewin, C. R., Roberts, N. P., Karatzias, T., & Shevlin, M. 
(2019). ICD-11 posttraumatic stress disorder and complex posttraumatic stress disorder in 

JOURNAL OF AGGRESSION, MALTREATMENT & TRAUMA 533

https://doi.org/10.2147/JMDH.S104807
https://doi.org/10.2147/JMDH.S104807
https://doi.org/10.1176/appi.books.9780890425596
https://doi.org/10.1016/j.amepre.2020.01.009
https://doi.org/10.1037/fam0000510
https://doi.org/10.1016/j.chiabu.2024.106770
https://doi.org/10.1186/s12888-017-1260-z
https://doi.org/10.1186/s12888-017-1260-z
https://doi.org/10.2471/BLT.13.129247
https://doi.org/10.2471/BLT.13.129247
https://doi.org/10.1093/pubmed/fdt038
https://doi.org/10.1093/pubmed/fdt038
https://doi.org/10.1001/jamapediatrics.2019.3007
https://doi.org/10.1001/jamapediatrics.2019.3007
https://doi.org/10.1371/journal.pone.0173826
https://doi.org/10.1371/journal.pone.0173826
https://doi.org/10.1136/bmjopen-2016-013228


the United States: A population-based study. Journal of Traumatic Stress, 32(6), 833–842.  
https://doi.org/10.1002/jts.22454  

Cloitre, M., Shevlin, M., Brewin, C. R., Bisson, J. I., Roberts, N. P., Maercker, A., Hyland, P., & 
Hyland, P. (2018). The international trauma questionnaire: Development of a self-report 
measure of ICD-11 PTSD and complex PTSD. Acta Psychiatrica Scandinavica, 138(6), 
536–546. https://doi.org/10.1111/acps.12956  

Cohen, S., & Wills, T. A. (1985). Stress, social support, and the buffering hypothesis. 
Psychological Bulletin, 98(2), 310–357. https://doi.org/10.1037/0033-2909.98.2.310  

Crandall, A., Miller, J. R., Cheung, A., Novilla, L. K., Glade, R., Novilla, M. L. B., Hanson, C. L., 
Leavitt, B. L., Barnes, M. D., & Hanson, C. L. (2019). ACEs and counter-ACEs: How positive 
and negative childhood experiences influence adult health. Child Abuse and Neglect, 96, 
104089–104089. https://doi.org/10.1016/j.chiabu.2019.104089  

Daniunaite, I., Cloitre, M., Karatzias, T., Shevlin, M., Thoresen, S., Zelviene, P., & 
Kazlauskas, E. (2021). PTSD and complex PTSD in adolescence: Discriminating factors in 
a population-based cross-sectional study. European Journal of Psychotraumatology, 12(1), 
1890937. https://doi.org/10.1080/20008198.2021.1890937  

Doom, J. R., Seok, D., Narayan, A. J., & Fox, K. R. (2021). Adverse and benevolent childhood 
experiences predict mental health during the COVID-19 pandemic. Adversity and Resilience 
Science, 2(3), 193–204. https://doi.org/10.1007/s42844-021-00038-6  

Faul, F., Erdfelder, E., Lang, A.-G., & Buchner, A. (2007). Gpower, 3: A flexible statistical power 
analysis program for the social, behavioral, and biomedical sciences. Behavior Research 
Methods, 39(2), 175–191. https://doi.org/10.3758/BF03193146  

Felitti, V. J., Anda, R. F., Nordenberg, D., Williamson, D. F., Spitz, A. M., Edwards, V., 
Marks, J. S., & Marks, J. S. (1998). Relationship of childhood abuse and household dysfunc
tion to many of the leading causes of death in adults. The adverse childhood experiences 
(ACE) study. The American Journal of Preventive Medicine, 14(4), 245–258. https://doi.org/ 
10.1016/s0749-3797(98)00017-8  

Field, A. P. (2012). Discovering statistics using IBM SPSS statistics : And sex and drugs and rock 
‘n’ roll (4th ed.). Sage Publications Ltd.

Ford, J. D., & Courtois, C. A. (2021). Complex PTSD and borderline personality disorder. 
Borderline Personality Disorder and Emotion Dysregulation, 8(1), 16. https://doi.org/10. 
1186/s40479-021-00155-9  

Frazier, P., Anders, S., Perera, S., Tomich, P., Tennen, H., Park, C., & Tashiro, T. (2009). 
Traumatic events among undergraduate students: Prevalence and associated symptoms. 
Journal of Counseling Psychology, 56(3), 450–460. https://doi.org/10.1037/a0016412  

Frewen, P., Zhu, J., & Lanius, R. (2019). Lifetime traumatic stressors and adverse childhood 
experiences uniquely predict concurrent PTSD, complex PTSD, and dissociative subtype of 
PTSD symptoms whereas recent adult non-traumatic stressors do not: Results from an 
online survey study. European Journal of Psychotraumatology, 10(1), 1606625. https://doi. 
org/10.1080/20008198.2019.1606625  

George, C., & West, M. L. (2012). The adult attachment projective picture system attachment 
theory and assessment in adults. Guilford Press.

Gunay-Oge, R., Pehlivan, F. Z., & Isikli, S. (2020). The effect of positive childhood experiences 
on adult personality psychopathology. Personality & Individual Differences, 158, 109862.  
https://doi.org/10.1016/j.paid.2020.109862  

Guo, T., Huang, L., Hall, D. L., Jiao, C., Chen, S. T., Yu, Q., Zou, L., Chi, X., & Zou, L. (2021). 
The relationship between childhood adversities and complex posttraumatic stress symp
toms: A multiple mediation model. European Journal of Psychotraumatology, 12(1), 
1936921. https://doi.org/10.1080/20008198.2021.1936921  

534 D. J. WEN AND A. DEMUTSKA

https://doi.org/10.1002/jts.22454
https://doi.org/10.1002/jts.22454
https://doi.org/10.1111/acps.12956
https://doi.org/10.1037/0033-2909.98.2.310
https://doi.org/10.1016/j.chiabu.2019.104089
https://doi.org/10.1080/20008198.2021.1890937
https://doi.org/10.1007/s42844-021-00038-6
https://doi.org/10.3758/BF03193146
https://doi.org/10.1016/s0749-3797(98)00017-8
https://doi.org/10.1016/s0749-3797(98)00017-8
https://doi.org/10.1186/s40479-021-00155-9
https://doi.org/10.1186/s40479-021-00155-9
https://doi.org/10.1037/a0016412
https://doi.org/10.1080/20008198.2019.1606625
https://doi.org/10.1080/20008198.2019.1606625
https://doi.org/10.1016/j.paid.2020.109862
https://doi.org/10.1016/j.paid.2020.109862
https://doi.org/10.1080/20008198.2021.1936921


Hamilton, J., Welham, A., Morgan, G., & Jones, C. (2024). Exploring the prevalence of child
hood adversity among university students in the United Kingdom: A systematic review and 
meta-analysis. PLOS ONE, 19(8), e0308038. https://doi.org/10.1371/journal.pone.0308038  

Hou, H., Zhang, C., Tang, J., Wang, J., Xu, J., Zhou, Q., Wang, W., Gao, X., & Wang, W. (2022). 
Childhood experiences and psychological distress: Can benevolent childhood experiences 
counteract the negative effects of adverse childhood experiences? Frontiers in Psychology, 13, 
800871–800871. https://doi.org/10.3389/fpsyg.2022.800871  

Hyland, P., Murphy, J., Shevlin, M., Vallières, F., McElroy, E., Elklit, A., Cloitre, M., & 
Cloitre, M. (2017). Variation in post-traumatic response: The role of trauma type in 
predicting ICD-11 PTSD and CPTSD symptoms. Social Psychiatry & Psychiatric 
Epidemiology, 52(6), 727–736. https://doi.org/10.1007/s00127-017-1350-8  

Kiburi, S. K., Molebatsi, K., Obondo, A., & Kuria, M. W. (2018). Adverse childhood experi
ences among patients with substance use disorders at a referral psychiatric hospital in Kenya. 
BMC Psychiatry, 18(1), 197–197. https://doi.org/10.1186/s12888-018-1780-1  

Kuhar, M., & Zager Kocjan, G. (2021). Associations of adverse and positive childhood 
experiences with adult physical and mental health and risk behaviours in Slovenia. 
European Journal of Psychotraumatology, 12(1), 1924953–1924953. https://doi.org/10. 
1080/20008198.2021.1924953  

Lane, A. S., Larson, M. D., Merrick, J. S., & Narayan, A. J. (2023). A multisystem, dimensional 
interplay of assets versus adversities: Revised benevolent childhood experiences (BCEs) in 
the context of childhood maltreatment, threat, and deprivation. Development & 
Psychopathology, 1–20. https://doi.org/10.1017/S0954579423000536  

LaNoue, M. D., George, B. J., Helitzer, D. L., & Keith, S. W. (2020). Contrasting cumulative risk 
and multiple individual risk models of the relationship between adverse childhood experi
ences (ACEs) and adult health outcomes. BMC Medical Research Methodology, 20(1), 239.  
https://doi.org/10.1186/s12874-020-01120-w  

Li, Y., & Liang, Y. (2023). The effect of childhood trauma on complex posttraumatic stress 
disorder: The role of self-esteem. European Journal of Psychotraumatology, 14(2), 2272478.  
https://doi.org/10.1080/20008066.2023.2272478  

Lieberman, A. F., Padrón, E., Van Horn, P., & Harris, W. W. (2005). Angels in the nursery: The 
intergenerational transmission of benevolent parental influences. Infant Mental Health 
Journal, 26(6), 504–520. https://doi.org/10.1002/imhj.20071  

Long, J. S., & Ervin, L. H. (2000). Using heteroscedasticity consistent standard errors in the 
linear regression Model. American Statistician, 54(3), 217–224. https://doi.org/10.1080/ 
00031305.2000.10474549  

Lorah, J. A. (2020). Interpretation of main effects in the presence of non-significant interaction 
effects. Tutorials in Quantitative Methods for Psychology, 16(1), 33–45. https://doi.org/10. 
20982/tqmp.16.1.p033  

Maaranen, P., Tanskanen, A., Haatainen, K., Koivumaa-Honkanen, H., Hintikka, J., & 
Viinamäki, H. (2004). Somatoform dissociation and adverse childhood experiences in the 
general population. Journal of Nervous & Mental Disease, 192(5), 337–342. https://doi.org/ 
10.1097/01.nmd.0000126700.41047.83  

Maercker, A., Bernays, F., Rohner, S. L., & Thoma, M. V. (2022). A cascade model of complex 
posttraumatic stress disorder centered on childhood trauma and maltreatment, attachment, 
and socio-interpersonal factors. Journal of Traumatic Stress, 35(2), 446–460. https://doi.org/ 
10.1002/jts.22756  

Masten, A. S., & Cicchetti, D. (2016). Resilience in development: Progress and transformation. 
Developmental Psychopathology, 1–63. https://doi.org/10.1002/9781119125556.devpsy406  

JOURNAL OF AGGRESSION, MALTREATMENT & TRAUMA 535

https://doi.org/10.1371/journal.pone.0308038
https://doi.org/10.3389/fpsyg.2022.800871
https://doi.org/10.1007/s00127-017-1350-8
https://doi.org/10.1186/s12888-018-1780-1
https://doi.org/10.1080/20008198.2021.1924953
https://doi.org/10.1080/20008198.2021.1924953
https://doi.org/10.1017/S0954579423000536
https://doi.org/10.1186/s12874-020-01120-w
https://doi.org/10.1186/s12874-020-01120-w
https://doi.org/10.1080/20008066.2023.2272478
https://doi.org/10.1080/20008066.2023.2272478
https://doi.org/10.1002/imhj.20071
https://doi.org/10.1080/00031305.2000.10474549
https://doi.org/10.1080/00031305.2000.10474549
https://doi.org/10.20982/tqmp.16.1.p033
https://doi.org/10.20982/tqmp.16.1.p033
https://doi.org/10.1097/01.nmd.0000126700.41047.83
https://doi.org/10.1097/01.nmd.0000126700.41047.83
https://doi.org/10.1002/jts.22756
https://doi.org/10.1002/jts.22756
https://doi.org/10.1002/9781119125556.devpsy406


McCutchen, C., Hyland, P., Maercker, A., Thoma, M. V., & Rohner, S. L. (2022). The effects of 
social support on ACEs and mental health in Ireland. Journal of Loss & Trauma, 28(4), 
377–388. https://doi.org/10.1080/15325024.2022.2124264  

McGinty, G., Fox, R., Ben-Ezra, M., Cloitre, M., Karatzias, T., Shevlin, M., & Hyland, P. (2021). 
Sex and age differences in ICD-11 PTSD and complex PTSD: An analysis of four general 
population samples. European Psychiatry, 64(1), e66. https://doi.org/10.1192/j.eurpsy.2021. 
2239  

Mersky, J. P., Topitzes, J., & Reynolds, A. J. (2013). Impacts of adverse childhood experiences 
on health, mental health, and substance use in early adulthood: A cohort study of an urban, 
minority sample in the U.S. Child Abuse and Neglect, 37(11), 917–925. https://doi.org/10. 
1016/j.chiabu.2013.07.011  

Mikulincer, M., & Shaver, P. R. (2007). Attachment in adulthood : Structure, dynamics, and 
change. Guilford Press.

Miller, G. E., Chen, E., & Parker, K. J. (2011). Psychological stress in childhood and suscept
ibility to the chronic diseases of aging: Moving toward a model of behavioral and biological 
mechanisms. Psychological Bulletin, 137(6), 959–997. https://doi.org/10.1037/a0024768  

Muwanguzi, M., Kaggwa, M. M., Najjuka, S. M., Mamun, M. A., Arinaitwe, I., Kajjimu, J., 
Ashaba, S., & Ashaba, S. (2023). Exploring adverse childhood experiences (ACEs) among 
Ugandan university students: Its associations with academic performance, depression, and 
suicidal ideations. BMC Psychology, 11(1), 11. https://doi.org/10.1186/s40359-023-01044-2  

Narayan, A. J., Atzl, V. M., Merrick, J. S., Harris, W. W., & Lieberman, A. F. (2020). 
Developmental origins of ghosts and angels in the nursery: Adverse and benevolent child
hood experiences. Adversity and Resilience Science, 1(2), 121–134. https://doi.org/10.1007/ 
s42844-020-00008-4  

Narayan, A. J., Ippen, C. G., Harris, W. W., & Lieberman, A. F. (2017). Assessing angels in the 
nursery: A Pilot study of childhood memories of benevolent caregiving as protective 
influences. Infant Mental Health Journal, 38(4), 461–474. https://doi.org/10.1002/imhj. 
21653  

Narayan, A. J., Lieberman, A. F., & Masten, A. S. (2021). Intergenerational transmission and 
prevention of adverse childhood experiences (ACEs). Clinical Psychology Review, 85, 101997.  
https://doi.org/10.1016/j.cpr.2021.101997  

Narayan, A. J., Rivera, L. M., Bernstein, R. E., Harris, W. W., & Lieberman, A. F. (2018). 
Positive childhood experiences predict less psychopathology and stress in pregnant women 
with childhood adversity: A pilot study of the benevolent childhood experiences (BCEs) 
scale. Child Abuse and Neglect, 78, 19–30. https://doi.org/10.1016/j.chiabu.2017.09.022  

Negriff, S. (2020). ACEs are not equal: Examining the relative impact of household dysfunction 
versus childhood maltreatment on mental health in adolescence. Social Science and 
Medicine, 245, 112696. https://doi.org/10.1016/j.socscimed.2019.112696  

Pilowsky, D. J., Keyes, K. M., & Hasin, D. S. (2009). Adverse childhood events and lifetime 
alcohol dependence. American Journal of Public Health, 99(2), 258–263. https://doi.org/10. 
2105/ajph.2008.139006  

Qu, G., Ma, S., Liu, H., Han, T., Zhang, H., Ding, X., Sun, Y., Qin, Q., Chen, M., & Sun, Y. 
(2022). Positive childhood experiences can moderate the impact of adverse childhood 
experiences on adolescent depression and anxiety: Results from a cross-sectional survey. 
Child Abuse and Neglect, 125, 105511. https://doi.org/10.1016/j.chiabu.2022.105511  

Read, J. P., Ouimette, P., White, J., Colder, C., & Farrow, S. (2011). Rates of DSM–IV–TR 
trauma exposure and posttraumatic stress disorder among newly matriculated college 
students. Psychological Trauma: Theory, Research, Practice, & Policy, 3(2), 148–156.  
https://doi.org/10.1037/a0021260  

536 D. J. WEN AND A. DEMUTSKA

https://doi.org/10.1080/15325024.2022.2124264
https://doi.org/10.1192/j.eurpsy.2021.2239
https://doi.org/10.1192/j.eurpsy.2021.2239
https://doi.org/10.1016/j.chiabu.2013.07.011
https://doi.org/10.1016/j.chiabu.2013.07.011
https://doi.org/10.1037/a0024768
https://doi.org/10.1186/s40359-023-01044-2
https://doi.org/10.1007/s42844-020-00008-4
https://doi.org/10.1007/s42844-020-00008-4
https://doi.org/10.1002/imhj.21653
https://doi.org/10.1002/imhj.21653
https://doi.org/10.1016/j.cpr.2021.101997
https://doi.org/10.1016/j.cpr.2021.101997
https://doi.org/10.1016/j.chiabu.2017.09.022
https://doi.org/10.1016/j.socscimed.2019.112696
https://doi.org/10.2105/ajph.2008.139006
https://doi.org/10.2105/ajph.2008.139006
https://doi.org/10.1016/j.chiabu.2022.105511
https://doi.org/10.1037/a0021260
https://doi.org/10.1037/a0021260


Sandberg, D. A., & Refrea, V. (2022). Adult attachment as a Mediator of the link between 
interpersonal trauma and international classification of diseases (ICD)-11 complex post
traumatic stress disorder symptoms among college men and women. Journal of 
Interpersonal Violence, 37(23–24), NP22528–NP22548. https://doi.org/10.1177/ 
08862605211072168  

Sarkar, T., Patro, N., & Patro, I. K. (2019). Cumulative multiple early life hits- a potent threat 
leading to neurological disorders. Brain Research Bulletin, 147, 58–68. https://doi.org/10. 
1016/j.brainresbull.2019.02.005  

Sayyah, M. D., Merrick, J. S., Larson, M. D., & Narayan, A. J. (2022). Childhood adversity 
subtypes and young adulthood mental health problems: Unpacking effects of maltreatment, 
family dysfunction, and peer victimization. Children & Youth Services Review, 137, 106455.  
https://doi.org/10.1016/j.childyouth.2022.106455  

Scarpa, A., Fikretoglu, D., Bowser, F., Hurley, J. D., Pappert, C. A., Romero, N., & Van 
Voorhees, E. (2002). Community violence exposure in university students: A replication 
and extension. Journal of Interpersonal Violence, 17(3), 253–272. https://doi.org/10.1177/ 
0886260502017003002  

Scheeringa, M. S. (2021). Reexamination of diathesis stress and neurotoxic stress theories: 
A qualitative review of pre-trauma neurobiology in relation to posttraumatic stress 
symptoms. International Journal of Methods in Psychiatric Research, 30(2), e1864. https:// 
doi.org/10.1002/mpr.1864  

Schüssler-Fiorenza Rose, S. M., Eslinger, J. G., Zimmerman, L., Scaccia, J., Lai, B. S., Lewis, C., 
& Alisic, E. (2016). Adverse childhood experiences, support, and the perception of ability to 
work in adults with disability. PLOS ONE, 11(7), e0157726. https://doi.org/10.1371/journal. 
pone.0157726  

Shonkoff, J. P., Boyce, W. T., & McEwen, B. S. (2009). Neuroscience, molecular biology, and the 
childhood roots of health disparities: Building a new framework for health promotion and 
disease prevention. JAMA, 301(21), 2252–2259. https://doi.org/10.1001/jama.2009.754  

Spinazzola, J., van der Kolk, B., & Ford, J. D. (2018). When nowhere is safe: Interpersonal 
trauma and attachment adversity as antecedents of posttraumatic stress disorder and devel
opmental trauma disorder. Journal of Traumatic Stress, 31(5), 631–642. https://doi.org/10. 
1002/jts.22320  

Subramaniam, M., Abdin, E., Seow, E., Vaingankar, J. A., Shafie, S., Shahwan, S., Chong, S. A., 
Fung, D., James, L., Verma, S., & Chong, S. A. (2020). Prevalence, socio-demographic 
correlates and associations of adverse childhood experiences with mental illnesses: Results 
from the Singapore mental health study. Child Abuse and Neglect, 103, 104447. https://doi. 
org/10.1016/j.chiabu.2020.104447  

Visser, H. A., van Minnen, A., van Megen, H., Eikelenboom, M., Hoogendoorn, A. W., 
Kaarsemaker, M., van Oppen, P., & van Oppen, P. (2014). The relationship between adverse 
childhood experiences and symptom severity, chronicity, and comorbidity in patients with 
obsessive-compulsive disorder. Journal of Clinical Psychiatry, 75(10), 1034–1039. https://doi. 
org/10.4088/JCP.13m08825  

Wamser-Nanney, R., Cherry, K. E., Campbell, C., & Trombetta, E. (2021). Racial differences in 
children’s trauma symptoms following complex trauma exposure. Journal of Interpersonal 
Violence, 36(5–6), 2498–2520. https://doi.org/10.1177/0886260518760019  

Wang, Y., Chung, M. C., Wang, N., Yu, X., & Kenardy, J. (2021). Social support and posttrau
matic stress disorder: A meta-analysis of longitudinal studies. Clinical Psychology Review, 85, 
101998. https://doi.org/10.1016/j.cpr.2021.101998  

World Health Organization. (2019). International statistical classification of diseases and 
related health problems (11 ed.). https://icd.who.int

JOURNAL OF AGGRESSION, MALTREATMENT & TRAUMA 537

https://doi.org/10.1177/08862605211072168
https://doi.org/10.1177/08862605211072168
https://doi.org/10.1016/j.brainresbull.2019.02.005
https://doi.org/10.1016/j.brainresbull.2019.02.005
https://doi.org/10.1016/j.childyouth.2022.106455
https://doi.org/10.1016/j.childyouth.2022.106455
https://doi.org/10.1177/0886260502017003002
https://doi.org/10.1177/0886260502017003002
https://doi.org/10.1002/mpr.1864
https://doi.org/10.1002/mpr.1864
https://doi.org/10.1371/journal.pone.0157726
https://doi.org/10.1371/journal.pone.0157726
https://doi.org/10.1001/jama.2009.754
https://doi.org/10.1002/jts.22320
https://doi.org/10.1002/jts.22320
https://doi.org/10.1016/j.chiabu.2020.104447
https://doi.org/10.1016/j.chiabu.2020.104447
https://doi.org/10.4088/JCP.13m08825
https://doi.org/10.4088/JCP.13m08825
https://doi.org/10.1177/0886260518760019
https://doi.org/10.1016/j.cpr.2021.101998
https://icd.who.int

	Abstract
	Introduction
	Adverse childhood experiences
	Complex post-traumatic stress disorder
	Protective and promotive factors in individuals exposed to adverse childhood experiences
	Benevolent childhood experiences
	Present study

	Methods
	Participants
	Measures
	Adverse childhood experiences
	Benevolent childhood experiences
	International trauma questionnaire

	Procedure
	Statistical analysis
	Confounding variables
	Assumptions


	Results
	Descriptive statistics
	Relationship of BCEs and ACEs with CPTSD symptoms
	Relationship of BCEs and ACEs with PTSD symptoms
	Relationship of BCEs and ACEs with DSO symptoms

	Discussion
	Potential effects of BCEs on the relationship between ACEs and CPTSD
	The role of BCEs in relationship between ACEs and components of CPTSD
	Implications
	Strengths and limitations

	Conclusion
	Acknowledgments
	Disclosure statement
	Availability of data and material
	Ethics approval
	Consent to participate
	References

