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Abstract 

Adverse childhood experiences (ACEs) are associated with multiple negative outcomes in young 

adulthood, including psychological distress, impediment of attaining normative developmental 

roles, and the presence of physical health risk factors. What is less understood is the relationship 

between ACEs and positive outcomes, such as wellbeing, and the processes by which it may be 

achieved following childhood maltreatment. Resilience has also been identified as an important 

and dynamic process, by which people can overcome early adversity. Accordingly, this research 

sought to explore the relationships between ACEs, resilience and wellbeing. The first study 

investigated the pervasiveness of ACEs and gender differences, using a newly revised measure 

of childhood adversity. The second study explored the effects of ACEs on five domains of 

wellbeing, and the possible mediation of this relationship by resilience resources. A self-selected 

sample (N = 1,266) aged between 18 and 35, who had grown up in New Zealand, completed an 

anonymous online survey consisting of the revised Adverse Childhood Experiences scale, which 

measured abuse and household dysfunction, along with newly added community level 

adversities. They also completed the Resilience Scale for Adults - a measure of six dynamic 

resilience resources; and the PERMA-Profiler - a new measure of Seligman’s (2011) five 

domains of wellbeing, which had not been used before to measures associations between 

wellbeing and early adversity. ACEs were prevalent, and the most common ACEs were peer 

isolation and rejection, a family member with a mental illness or who had attempted suicide, and 

peer victimisation, respectively. Support was found for the use of the expanded ACEs measure, 

with peer isolation and rejection, and peer victimisation both new additions to the ACE scale. 

Findings highlighted differences between the genders, with gender diverse people experiencing 

significantly higher rates of cumulative childhood trauma than females and males. ACEs were 
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also associated with decreased wellbeing across all domains; and this relationship was mediated 

by resilience and its constituent elements. The resilience resources perception of self, perception 

of future, and social resources were shown as being particularly important to wellbeing, in those 

who had experienced childhood maltreatment. The findings implicated resilience as being an 

important part of the realisation of wellbeing following traumatic childhoods, and emphasised 

the importance of considering resilience as a multi-dimensional process. The benefits of early 

intervention from a social ecological approach to resilience are discussed. 

 

Keywords: Childhood Trauma, ACE Scale, Resilience, Wellbeing 
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Adverse Childhood Experiences 

Prevalence of Adverse Childhood Experiences  

Adversity and maltreatment in childhood are serious global problems that cross borders 

of race, religion, culture and class.  It has been progressively recognised that the effects of 

childhood trauma are far reaching, and negative outcomes are perpetuated throughout the life 

span, particularly in those who may have experienced multiple traumas or polyvictimisation (see 

Zarse et al., 2019 for a review).  Adverse childhood experiences (ACEs) are also pervasive 

(Stoltenborgh, Bakermans- Kranenburg, Alink, & IJzendoorn, 2015).  In a global prevalence 

study by Hillis, Mercy, Amobi, and Kress (2016) it was estimated that at a minimum, half the 

world’s children aged 2 to 17 years ( over 1 billion ), had experienced violence in the past year.  

Another recent international study found that one in four adults experienced physical abuse as a 

child, an estimated 45,000 children under age 15 are murdered every year, and 1 in 5 women and 

1 in 13 men are sexually abused as children (World Health Organisation, 2016).  

Research has demonstrated that ACEs are also interrelated (Björkenstam et al., 2015; 

Currie & Tekin, 2012; Dong et al., 2004; Karatekin & Hill, 2018; Wade et al., 2016).  Abused 

and neglected children are significantly more likely to come from families with other household 

dysfunctions such as: parental arrest or incarceration, household substance abuse or low 

socioeconomic status (Currie & Tekin, 2012; Dube et al., 2001; Widom, 1999).  The presence of 

any one ACE also significantly increases the likelihood of experiencing others (Baglivio & Epps, 

2016; Dong et al., 2004; Finkelhor, Shattuck, Turner, & Hamby, 2015).  There are also 

indications of specific profiles of experience, for example emotional abuse can occur 

independently, but is also always present in households with violence (Barboza, 2018).  
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Gender differences in experiences of childhood maltreatment.  Previous research has 

established that women consistently have higher rates of childhood sexual abuse.  One study 

showed  women were not only significantly more likely to experience sexual abuse, but they also 

had a higher prevalence of all ACEs than men, except physical abuse and neglect (Dong, Anda, 

Dube, Giles, & Felitti, 2003).  Gender differences in rates of ACEs can vary across studies, 

although most find women are significantly more likely to have experienced higher rates of 

maltreatment and abuse as children and adolescents (Baglivio & Epps, 2016; Bevan, 2017; 

Cavanaugh, Petras, & Martins, 2015; Liu et al., 2013).  Other studies, however, found there to be 

an equal percentages of males and females who had not experienced ACEs (Edwards, Holden, 

Felitti, & Anda, 2003).  Nevertheless, it is common across studies for there to be differences 

between genders in the types of ACEs experienced (Baglivio et al., 2014; Dong et al., 2003; 

Edwards et al., 2003; Liu et al., 2013; Radford et al., 2011).  

Data on the prevalence of ACEs among gender diverse people are scarce with most 

studies only including the gender binary.  In a review of 73 studies of abuse and neglect in sexual 

and gender minority populations, only three included transgender participants (Schneeberger, 

Dietl, Muenzenmaier, Huber, & Lang, 2014).  One of those studies showed high rates of abuse 

ranging from 19.5% for childhood sexual abuse, to 78% for childhood emotional neglect (Gast et 

al., 2011b).  Another study found that prior to age 18, those with a transgender identity or those 

who are gender non-conforming, experienced high rates of maltreatment, with 78% harassed, 

35% physically assaulted, and 12% experiencing sexual violence in their education settings 

(Grant et al., 2010).  Gender non-conforming children can also prompt conflict with parents and 

with peers (New Zealand Human Rights Commission, 2008), and non-conformity is an indicator 
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of children who are at increased risk of abuse (Roberts, Rosario, Corliss, Koenen, & Austin, 

2012).  It is, therefore, conceivable that rates of ACEs are high amongst gender diverse adults. 

New Zealand in context.  New Zealand has some of the worst family violence and abuse 

statistics in the developed world, with the equivalent of one family harm investigation by the 

Police occurring every four to five minutes in 2017 (Lambie, 2018).  In a country with a 

population of only 4.9 million (Stats NZ, 2018), Oranga Tamariki – Ministry of Children, 

reported in the year to 31 March 2018, 91,956 family violence referrals from the Police and 

13,966 substantiated findings of harm to 11,587 individual children and adolescents (G. 

Richards, personal communication April 1, 2019), whilst one in seven young people reported 

being hit or harmed on purpose at home (Clark et al., 2013).  There are also high rates of child 

sexual abuse (Fanslow, Robinson, Crengle, & Perese, 2007), with 20% of high school aged girls 

and 9% of boys reporting unwanted sexual touching (Clark et al., 2013).  

Furthermore, New Zealand has alarming rates of child poverty with recent statistics 

indicating that one in five children live in a house that has experienced moderate-to-severe food 

insecurity (Duncanson et al., 2018), and 23% of children live below the poverty line (Stats NZ, 

2019).  Offering some explanation, is the finding that one in seven children live in a household 

where no adults work, a statistic that placed New Zealand in the bottom three countries in 

Unicef’s report on children and sustainable development goals (UNICEF Office of Research, 

2017).  The report also found that in 2010, New Zealand had the highest adolescent suicide rate, 

15.6 per 100,000, nine times higher than the lowest, 1.7 per 100,000 in Portugal.  Considering 

such statistics, it is unsurprising that New Zealand placed 38th out of 40 amongst countries in the 

Organisation for Economic Co-operation and Development (OECD) and/or the European Union 
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(EU), on key indicators of good health and wellbeing in children (UNICEF Office of Research, 

2017).  

Notwithstanding the expanding international evidence base on childhood adversities, 

ACEs in New Zealand are not well understood.  Under-reporting is likely, not only due to the 

sensitive nature and possible consequences of reporting traumatic experiences, but also to the 

limited and often conventional range of ACEs being explored; usually elements of child 

maltreatment and household dysfunction.   

Adverse Childhood Experiences and Negative Outcomes in Adulthood 

ACEs, with their emphasis on relationships within the home, could be considered to be 

indicators of a potentially disrupted attachment, leading to negative outcomes over the lifespan.  

Early attachment influences one’s ability to manage feelings, behaviours and to acquire the skills 

necessary for successful interpersonal functioning; with these skills developed from a history of 

interaction with their attachment figure, leading to a representation of themselves and others that 

go on to influence responses to situations and interactions in adulthood (Sroufe, 2007).  Those 

with disrupted attachment can exhibit externalising behaviours such as aggression, defiance, 

hyperactivity, immature social and emotional functioning, and difficulty regulating their 

responses to stress; conversely, those who are securely attached tend to be better able to cope and 

self-regulate, have higher self-esteem, independence, self-reliance and higher social competence 

(Laird, Krause, Funes, & Lavretsky, 2019; Supkoff, Puig, & Sroufe, 2012).  The effects of ACEs 

can also be transmitted inter-generationally.  For example, maternal ACEs predict both children’s 

internalising and externalising problems, with the relationship mediated by maternal attachment 

avoidance, attachment anxiety, and depression (Cooke, Racine, Plamondon, Tough, & Madigan, 

2019).  ACEs of mothers are also significantly associated with their reporting developmental risk 
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factors for their own children, a relationship potentially mediated by their own health and 

depression, suggesting the effects of a mother’s early adverse experiences can be seen in the 

health of both mothers and their children  (Jing Sun et al., 2017).   

Since Felitti et al.’s (1998) seminal study, ACE research has consistently found negative 

cumulative effects, and a graded dose-response relationship (Barboza, 2018; Felitti et al., 1998), 

with co-morbid outcomes increasing as the number of ACEs increase (Anda et al., 2006).  That 

is, the more exposure to trauma children have, the more they are likely to be negatively affected, 

which is in line with the increasing understanding of the negative cumulative effects of stress and 

trauma on neurodevelopment in childhood and adolescence, and subsequent adult functioning 

(Anda et al., 2006; Bucci, Marques, Oh, & Harris, 2016).  For example, exposure to multiple 

ACEs puts children at a significantly increased risk of developing issues with inattentiveness, 

hyperactivity and impulsivity (Mayne, 2012), and are associated with poor mental health and 

chronic medical conditions in early childhood, and in older children, aged between three and 

five, impaired social development (Kerker et al., 2015).  In adolescents interrelated ACEs were 

found to be associated with adolescent delinquency and violence, including interpersonal and 

dating violence, weapon carrying and self-directed violence such as self-mutilation and 

suicidality; with these associations being significantly cumulative (Duke, Pettingell, McMorris, 

& Borowsky, 2010).  Poly-victimised children and adolescents also exhibit more trauma related 

symptoms and delinquent behaviour, which increases over time and shows a cumulative 

relationship with ACEs (Radford et al., 2011). 

In adults, a dose-response relationship has been found between number of ACEs and 

engaging in crime (Currie & Tekin, 2012), violence perpetration (Duke et al., 2010), depression 

severity (Youssef et al., 2017), problem drinking, drug abuse, suicide attempts in adulthood 
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(Merrick et al., 2017), high levels of adult stress (Manyema, Norris, & Richter, 2018), and adult 

diseases such as ischaemic heart disease and cancer (Felitti et al., 1998).  Another study found 

nearly an additional day each month of physical ill health in older respondents for each ACE 

experienced, whilst in younger respondents, aged between 18 and 35, negative effects of ACEs 

on mental health were found (Logan-Greene, Green, Nurius, & Longhi, 2014).  In older adults, 

multiple ACEs were significantly associated with late-life depression (Ege, Messias, Thapa, & 

Krain, 2015).  Childhood adversity can also increase the likelihood of experiencing further 

traumas in adulthood; for example the strongest ACE predictor of sexual victimisation as an 

adult is a history of child sexual abuse, with the risk of adult victimisation increasing as the 

number of ACEs increases (Ports, Ford, & Merrick, 2016).  

The most deleterious effects are seen in those who experience four or more ACEs.  They 

have greatly increased risks for alcoholism, substance abuse, depression, anxiety, hallucinations, 

suicide, severe obesity, sexually transmitted diseases, sleep disturbances, sexual risk taking and 

smoking (Anda et al., 2006; Bellis, Lowey, Leckenby, Hughes, & Harrison, 2014; Felitti et al., 

1998; Hughes et al., 2017); all things that negatively impact the ability of a person to flourish in 

life.  There is also a strong relationship between cumulative ACEs and physical health.  Among 

those with four or more ACEs there is a greater prevalence of the risk factors for the leading 

causes of death in adults, including cancer, ischaemic heart disease, chronic lung disease and 

liver disease (Felitti et al., 1998; Hughes et al., 2017).  

Those with four or more ACEs also experience high perceived stress, difficulty 

controlling anger and are at a greater risk of perpetuating intimate partner violence (Anda et al., 

2006), with these kinds of outcomes likely to perpetuate adversities not just throughout the life 

span but also inter-generationally.  For example, there is an association between having four or 
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more ACEs and factors likely to maintain intergenerational poverty cycles, such as a 

significantly reduced likelihood of graduating high school (Giovanelli, Reynolds, Mondi, & Ou, 

2016; Metzler, Merrick, Klevens, Ports, & Ford, 2017), and an increased risk of living in a 

deprived area, being unemployed, on a long-term sickness benefit, or having no formal 

qualifications (Bellis et al., 2014; Hardcastle et al., 2018).  Similarly, a recent review and meta-

analysis by Hughes et al. (2017) showed that four or more ACEs had the strongest relationship 

with outcomes such as mental illness, substance abuse, and interpersonal and self-directed 

violence including suicide attempts, which in turn could generate risks for ACEs in the next 

generation (Hughes et al., 2017). 

There is also evidence to suggest exposure to ACEs has more negative effects on distal 

rather than proximal outcomes, that is, the negative effects of childhood trauma present 

themselves and become more pronounced over time (Thompson & Tabone, 2010).  

Unsurprisingly, ACEs increase a person’s risk of suffering from PTSD (Widom, 1999).  

Importantly, however, Cloitre et al., (2009) found childhood cumulative trauma predicted 

increasing symptom complexity of PTSD in adults, but adult trauma did not, indicating ACEs 

had a more significant effect on adult PTSD symptoms than recent trauma, strengthening the 

notion that the effects of ACEs are felt more distally.  Controlling for all forms of abuse geriatric 

depression is also significantly correlated with repeated childhood physical and sexual, 

supporting the need to consider the effects of ACE throughout the life span (Ege et al., 2015).  

Raposo et al. (2014) also found that despite controlling for mental health and sociodemographic 

factors, age did not moderate the effect of ACEs on mental health across the life span, indicating 

the negative effects of ACEs did not diminish over time.  
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Measurement of Adverse Childhood Experiences 

The ACE Study.  The seminal Adverse Childhood Experiences study by Felitti et al. 

(1998) at Kaiser Permanente, was one of the first to measure the cumulative effects of the co-

occurrence of child abuse and neglect with wider household dysfunction.  The ACE study 

exposed links between the accumulation of childhood stress and trauma and both physical and 

mental health problems in later life, finding a clear dose-response relationship.  Felitti et al.’s 

(1998) original study included 8 categories of ACEs – psychological, physical and sexual abuse, 

mother treated violently, mental illness, substance abuse, parental separation or divorce, and 

incarcerated household member.  The categories of adversity were then expanded to 10 in a 

second wave of the study, with the inclusion of emotional and physical neglect, after Felitti et 

al.’s (1998) data indicated these categories were important predictors of health and wellbeing.  

The study led to the creation of the widely used ACE scale, referred to as ACE-10 in the current 

study, and numerous other studies exposing the links between cumulative trauma and negative 

outcomes (e.g. Anda et al., 2006; Balistreri & Alvira-Hammond, 2016; Cavanaugh, Petras, & 

Martins, 2015; Cheong, Sinnott, Dahly, & Kearney, 2017; Cooke, Racine, Plamondon, Tough, & 

Madigan, 2019; Dong, Anda, Dube, Giles, & Felitti, 2003; Dube et al., 2001; Edwards, Holden, 

Felitti, & Anda, 2003; Hughes et al., 2017; Kerker et al., 2015; Nurius, Logan-Greene, & Green, 

2012). 

A relatively low base rate of ACEs was found in the development sample of Felitti et al.’s 

(1998) study; 52.1% had experienced one or more ACEs.  Although the sample size was large  

(N = 9,508 respondents), the demographics of the sample were not wide ranging; 74.8% of the 

sample identified as white, 66.3% were aged over 50 and 92.8% had graduated college and/or 

high school, with the entire cohort recruited through a health insurance provider (Felitti et al., 
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1998).  In other studies utilising the ACE scale with samples containing more diverse 

characteristics, including those from economically deprived areas, the prevalence of ACEs have 

been higher (Lee, Larkin, & Esaki, 2017; Youssef et al., 2017). 

An important consideration in research exploring the prevalence and inter-relationships 

of ACEs is recognising the sensitivity inherent in asking about and disclosing ACEs.  A lack of 

anonymity provided to participants might threaten the reliability of data collected and/or 

negatively impact response rates.  In Felitti et al.’s (1998) study, ACE questionnaire data were 

analysed alongside health information held by the participants’ insurer, which may have led to 

under-reporting due to lack of anonymity, self-presentation concerns, or a perceived threat of 

disclosure (Krumpal, 2013); for example, concerns regarding consequences of dissemination of 

the information to their insurer.  Indeed, 7.9% of participants were excluded from analysis for not 

responding to the questions on childhood sexual abuse, arguably the most sensitive category of 

the ACE scale, whereas only 1.9% were excluded for not responding to questions about 

household mental illness (Felitti et al., 1998).  It is possible the base rate of ACEs in Felitti et 

al.’s study, and other ACE studies may have been higher if participants had been able to disclose 

information anonymously.  

Expanding the ACE Scale.  Two decades on from Felitti et al.’s (1998) influential study 

and the development of the ACE scale, researchers have identified gaps in the ten item ACE 

scale, so recent studies looking at the prevalence of ACEs have paid greater attention to other 

adversities not captured.  Various studies have expanded the ACE-10 to include: childhood 

maltreatment within the family such as being spanked (Merrick et al., 2017), unemployment, 

chronic illness and the death of a parent (Manyema et al., 2018) or living in foster care 

(Cronholm et al., 2015); and common adversities at a community level including peer 
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victimisation, racism, living in a deprived neighbourhood and community violence exposure, 

among others (Finkelhor, Shattuck, Turner, & Hamby, 2013; Finkelhor et al., 2015; Karatekin & 

Hill, 2018; Mersky, Janczewski, & Topitzes, 2017; Morrill, Schulz, Nevarez, Preacher, & 

Waldinger, 2019).  Others have sought to gather youth perspectives on the breadth of ACEs 

experienced within different demographics, such as low-income urban areas (Wade, Shea, Rubin, 

& Wood, 2014).  

Recent studies have found significantly different ACE scores using various expanded 

ACE scales compared to the original 10-item scale.  For example Morrill et al. (2019) found their 

participants endorsed a mean of 6.5 events, which reduced to 2.6 using the ACE-10.  Similarly 

Mersky et al. (2017) found a mean of 5.3 events reduced to 3.3 with the ACE-10, illustrating the 

importance of considering a broader range of ACEs when exploring the prevalence of childhood 

adversities.  Interestingly, Merrick et al. (2017) utilised data from the second wave of the Kaiser-

Permanente ACE study and found that by minimally expanding the ACE scale to include 

spanking in childhood, the number of participants who had experienced one or more ACEs 

increased from 67.3% (Dong et al., 2004) to 81.1%.  

The substantial difference in ACE scores found using expanded ACE scales has important 

implications when considered in conjunction with the dose-response literature.  Taken together, 

the above findings suggest prevalent ACEs have been ignored, with people excluded from 

analysis whose scores may have been cause for concern or who may have contributed to our 

understandings of the prevalence and relationships between childhood adversities and negative 

outcomes, had a wider range of ACEs been explored.  It also suggests that prevalent ACEs have 

not come under scrutiny, an important factor when considering the prioritisation of ACEs for 

prevention and intervention efforts.  
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A revised ACE Scale.  Finkelhor et al. (2013, 2015) developed a revised ACE scale 

using items from the original ACE scale and the Juvenile Victimisation Questionnaire (Hamby & 

Finkelhor, 2000), referred to in the current study as ACE-14, using self-report data from a 

subsample of the 2008 and 2014 National Survey of Children’s Exposure to Violence study 

(NatSCEV), which was collected via telephone interview with children aged 10 to 17.  They 

selected and coded ACEs from survey items that best matched the original ACE scale, and 

incorporated four new items relating to isolation and peer rejection, peer victimization, exposure 

to violence in the community and low socioeconomic status.  Using the revised measure 

Finkelhor et al. (2015) found the ability of the ACE scale to predict current mental and physical 

health outcomes was significantly improved. 

The initial development study of the ACE-14 had looked at 20 ACEs alongside the   

ACE-10, and although other adversities were significant predictors of distress, they were not 

included in ACE-14 (Finkelhor et al., 2013).  These included property victimisation, having 

someone close experience a bad illness or accident, and parents always arguing.  Furthermore, 

with the inclusion of the 20 new ACEs, a number of original ACEs dropped below significance, 

including mother treated violently, household substance abuse and incarcerated household 

member.  Finkelhor et al. (2015) proposed these items as future candidates for replacement.  

Nevertheless, the four new ACE-14 items relating to isolation and peer rejection, peer 

victimization, exposure to violence in the community and low socioeconomic status were in line 

with other recent investigations of expanded ACE scales (Cronholm et al., 2015; Mersky et al., 

2017).  

The Harvard Second Generation Study of Development (Morrill et al., 2019) found being 

teased or bullied and financial stress were the most frequently endorsed additions in an expanded 
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ACE scale that considered 13 new items in conjunction with the original ACE scale.  Karatekin 

and Hill (2018) also found in a 33 item measure of possible ACEs, feeling like you don’t have 

any good friends (37% of sample) and verbal teasing by siblings or peers (26% of the sample) 

were amongst the top ACEs in a sample of university students.  

The inclusion of the four additional ACEs was also supported by a literature beginning to 

pay particular attention to ACEs outside the home and in the community.  Previous research has 

established that the damaging effects of peer victimisation are wide ranging.  Exposure to 

multiple victimisations predicted internalising symptoms and conduct problems one year later 

(Boyes, Bowes, Cluver, Ward, & Badcock, 2014).  Victims were also at increased risk of 

psychological distress, behavioural problems, substance use, self-harm and attempted suicide  

(Fisher et al., 2012; Thomas et al., 2017).  A longitudinal study on a New Zealand birth cohort 

found that self-reported mental health and adjustment problems at age 30 were significantly 

associated with parent reports of victimisation by peers in adolescence (Gibb, Horwood, & 

Fergusson, 2011).  In the ongoing longitudinal British National Child Development Study, 

Takizawa, Maughan, and Arseneault (2014) showed that the effects of childhood peer 

victimisation on increased psychological distress were maintained up to age 50, approximately 

four decades after exposure.  With such findings, there is little doubt that inclusion of ACEs 

related to peer relationships in childhood are important additions to a scale that seeks to predict 

outcomes in adulthood. 

The addition of the item relating to exposure to community violence was supported by 

the World Health Organisation, who called for its inclusion as part of an attempt to standardise 

and improve the ACE scale for use across diverse cultural, social and economic settings (World 

Health Organisation, 2009).  A study by Lee, Larkin and Esaki (2017) found one in four adults, 



THE ROOTS OF RESILIENCE                                                                                                   13 
 

and 51% of those with three or more ACEs, had been exposed to community violence across 

New York State.  They also stressed that as an ACE item, exposure to community violence had 

the power to predict later health outcomes that was equal to any of the original ACE-10 items, 

and strongly encouraged that it be included routinely when measuring ACEs (Lee et al., 2017).  

Other studies which have included community violence as an ACE item also endorsed its 

inclusion (Cronholm et al., 2015; Karatekin & Hill, 2018; Wade et al., 2016).  

Incorporating low socioeconomic status in to the ACE-10 scale was supported by a New 

Zealand study, which found that after adjusting for age, sex, and ethnicity, people living in 

socioeconomically deprived areas were 2.5 times more likely to experience psychological 

distress than people in the least deprived areas (Ministry of Health, 2019b).  The rate of suicide 

is almost twice as high in the most deprived areas than the least deprived (Ministry of Health, 

2018), and the prevalence of mental disorder is higher in those who are educationally and 

economically disadvantaged (Oakley-Browne, Wells, & Scott (Eds), 2006).  These findings 

support low socioeconomic status as an important adversity with significant effects on 

psychological adjustment, worthy of inclusion in an ACE scale widely used as a measure to 

predict psychological outcomes.  

Using the ACE-14, Finkelhor et al. (2015) found that a family member with mental 

illness was the most common ACE followed by peer isolation and parental divorce or separation, 

and that 11.8% of the sample had five or more ACEs.  However, the telephone interview data 

relied on in Finkelhor’s (2013, 2015) research may not have allowed detection of the true 

prevalence or range of ACEs recognised by the ACE-14, as the children interviewed may have 

felt unable to express adversities they were experiencing in the home due to a lack of anonymity 

and fear of repercussions.  Although there are a growing number of studies exploring expanded 
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ACE scales that have included Finkelhor et al.’s (2015) additional items (Karatekin & Hill, 2018; 

Mersky et al., 2017), to my knowledge, no studies have specifically used their proposed 14-item 

scale as a self-report questionnaire, and certainly none in New Zealand. 

Moving Beyond Adversity 

As summarised, there are a broad range of negative outcomes associated with ACEs 

(Anda et al., 2006; Felitti et al., 1998), which provide robust evidence of the serious 

consequences ACEs can have on future wellbeing.  However, not all those who experience 

childhood traumas go on to develop the negative outcomes we might expect having survived 

such adversities; in fact, some who overcome early hardships go on to live flourishing lives, and 

are commonly described as demonstrating resilience (A. S. Masten, Best, & Garmezy, 1990; 

Werner, 1989; Zolkoski & Bullock, 2012).  

Werner (1989), in her longitudinal study on Kauai found one third of her sample were 

deemed as children at high risk of negative outcomes due to their vulnerability and dysfunctional 

family environments.  However, of these high risk children, one third 1/3 (approximately 10% of 

the total sample) grew up to be what she described as high functioning or resilient young adults.  

In another longitudinal study Cicchetti and Rogosch (1997) found 10% of maltreated children 

went on to attain a high level of adaptive functioning, compared to 35% of non-maltreated 

children.  These findings illustrate a consistent pattern across studies, where a subset of children 

with high ACEs go on to exhibit less psychological and physical ill health, maladaptive 

functioning, and tumultuous or antisocial relationships in adulthood than their mistreated peers 

(Bellis et al., 2017; McGloin & Widom, 2001; Shiner & Masten, 2012).  

However, few studies have considered the impact of ACEs on wellbeing, as focus has 

understandably been on investigating negative outcomes, with the implication that removing 



THE ROOTS OF RESILIENCE                                                                                                   15 
 

ACEs could diminish ongoing pathology.  Nevertheless, as Grych, Hamby and Banyard (2015) 

state: 

“Although low levels of pathology clearly are desirable, the emphasis on 

pathology reflects a narrow view of human functioning and has limited what we know 

about how people overcome adversity to lead fulfilling lives.  Few people characterize 

their hopes for a happy life simply in terms of avoiding pain; human beings—even those 

who have experienced tremendous adversity—are motivated to seek joy, love, and 

meaning, not nondepression and nonanxiety.” (p.344)   

Although, negative outcomes are undoubtedly the case for some, ACEs do not have to 

equate to a life sentence of coping with the consequences of early adversities.  If there is 

understanding of how some are able to avoid pathways from ACEs to undesirable consequences, 

these attributes can be promoted and harnessed in an effective manner by others, to prevent 

negative individual outcomes and cycles of intergenerational adversities.  As such, the current 

research seeks to explore how negative trajectories could be interrupted through examination of 

the impact of resilience on the relationship between ACEs and wellbeing in young adulthood.  

The following sections will consider how wellbeing and resilience are defined, and their 

relationships with childhood adversities and current functioning in young adulthood, before 

introducing the current study.  

Wellbeing in Adulthood 

Defining Wellbeing 

Wellbeing as a construct is multifaceted, with a vast and varied literature devoted to its 

definition and measurement (Ryan & Deci, 2001).  Wellbeing has been increasingly recognised 

as a better estimation of a ‘good life’ than the previously established view that a good life 
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equated to and could be measured by one’s ‘happiness’ (Seligman, 2011).  Aristotle originally 

used the term eudaimonic to mean ‘the good life’ or as it was translated, ‘flourishing’ (Ryan & 

Deci, 2001).  The definition of wellbeing has remained dynamic since then with two main 

schools of thought distinguished by the literature: the hedonic or emotional and subjective 

approach which focuses on affect, prioritises happiness and defines wellbeing in terms of 

pleasure attainment and pain avoidance; and the eudaimonic or psychological approach which 

focusses on self-realisation and meaning and identifies wellbeing as a measure of the extent to 

which a person is fully functioning, has social relationships and perceives their life as 

worthwhile (Chanfreau et al., 2008; Ryan & Deci, 2001).  

Contemporary thought now considers wellbeing best encapsulated by a blend of these 

domains (Ryan & Deci, 2001), and it is largely defined simply as “the combination of feeling 

good and functioning effectively” (Huppert & So, 2013, p. 838).  Despite this, how the hedonic 

and eudaimonic domains are defined and operationalised to investigate wellbeing still differs 

across the theoretical perspectives that have dominated the literature over the last three decades 

(Huppert & So, 2013; Keyes, 2002; Ryff, 1989a; Seligman, 2011).  There is, however, agreement 

that wellbeing should be measured as a multi-dimensional construct (Diener et al., 2010; Ryff & 

Keyes, 1995; Seligman, 2011). 

The notion of ‘flourishing’ was introduced to the contemporary wellbeing literature by 

Keyes (2002) as a descriptor of high levels of wellbeing – that is the ‘complete’ end of a mental 

health continuum.  Conversely he used the phrase ‘languishing in life’ to describe those with 

‘incomplete’ mental health or low levels of wellbeing, without necessarily having a mental 

illness (Keyes, 2002).  This definition helped propel the long fought for recognition that mental 

health is not just an antonym of mental illness (Jahoda, 1958, as cited in Keyes, 2002); and that 
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flourishing is more than just an absence of negative functioning (Butler & Kern, 2016; Diener et 

al., 2010; Hone, Jarden, Schofield, & Duncan, 2014; Huppert & So, 2013; Keyes, 2002).  

Utilising the term flourishing and consistent with understanding wellbeing as 

multifaceted and existing on a continuum, Seligman (2011) expanded the domains of his 

Authentic Happiness theory (pleasure, meaning and engagement; Seligman, 2002) to incorporate 

relationships and accomplishment, becoming Wellbeing theory.  The new conceptualisation was 

also in line with the New Economics Foundation ‘National Accounts of Well-being’ report that 

stated “well-being is most usefully thought of as the dynamic process that gives people a sense of 

how their lives are going through the interaction between their circumstances, activities and 

psychological resources or ‘mental capital’” (Michaelson et al., 2009, p. 3).  

The newly advanced Wellbeing theory incorporated five pillars or domains: positive 

emotion, engagement, relationships, meaning and accomplishment, otherwise known as 

‘PERMA’ (Seligman, 2011).  Positive emotion consists of happiness, life satisfaction and 

pleasure.  Engagement is considered subjectively and relies on retrospective recall of events or 

actions, as it refers to becoming completely absorbed in a task or entering a flow state where one 

might lose awareness of time (see Csikszentmihalyi, 1990).  Relationships recognises the 

importance of healthy relationships in establishing and maintaining an individual’s wellbeing.  

Consistent with Steger (2012), meaning is defined as belonging to and serving something greater 

than the self, having a sense of purpose and feeling that one’s life is worthwhile.  

Accomplishment is defined as the pursuit of success, achievement, winning and mastery for their 

own sakes; including working towards and achieving goals or self-efficacy.  Overall, PERMA 

integrates feeling and functioning, with high levels of each determining ‘flourishing’ (Seligman, 

2011). 
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Measurement of Wellbeing 

Using questions based on Seligman’s Wellbeing theory (2011), one study found that 

higher levels of PERMA in both college and community samples predicted currently and two 

years later, fewer doctors’ visits and fewer self-reported physical health symptoms; and also 

accounted for 7% of GPA scores and invitations to postgraduate interviews (Coffey, Wray-Lake, 

Mashek, & Branand, 2016).  Moreover, a study investigating character strengths found varying 

and robust associations with wellbeing as measured by the PERMA framework (Wagner, Gander, 

Proyer, & Ruch, 2019), and the first study to evaluate interventions actually based on Wellbeing 

Theory found a self-administered online-intervention based on the elements of PERMA was 

effective at increasing happiness and alleviating depressive symptoms for up to six months 

(Gander, Proyer, & Ruch, 2016).  

In 2013, Seligman, whilst “Thinker in Residence” for the state of South Australia, 

challenged the state to position itself as the “State of Wellbeing.”  Building on the PERMA 

elements of Seligman’s Wellbeing theory, the state’s government began to measure the 

population’s wellbeing, and interventions promoting wellbeing were implemented for all citizens 

across the state.  Initial findings showed that compared to other locations such as New Zealand, 

United Kingdom, United States, and other parts of Australia, South Australia had higher rates of 

overall wellbeing, suggesting their population wide efforts were having an impact on wellbeing 

(Iasiello, Bartholomaeus, Jarden, & Kelly, 2017). 

Butler and Kern (2016) suggested that although there was not yet a single best model of 

wellbeing, different conceptualisations could be used to try and make the abstract construct of 

wellbeing concrete; so that it can be measured, developed, and promoted.  They also suggested 

the five domains of PERMA uniquely brought together by Seligman (2011) were in fact all 
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domains found within other conceptualisations of wellbeing (Diener, 1984; Diener et al., 2010; 

Huppert & So, 2013; Keyes, 2002); which was supported in wellbeing measure comparison 

studies by Goodman et al. (2018) and Hone et al. (2014).  Thus, based on Seligman’s (2011) 

Wellbeing Theory, Butler and Kern defined flourishing or high levels of wellbeing “as a dynamic 

optimal state of psychosocial functioning that arises from functioning well across multiple 

psychosocial domains” (2016, p.2), and created the PERMA-Profiler as a multidimensional 

quantitative measure of the five domains of wellbeing.  As a reasonably new measure, to my 

knowledge, there have been only a few studies that have utilised the PERMA-Profiler (Iasiello et 

al., 2017; Khaw & Kern, 2015; Jessie Sun, Kaufman, & Smillie, 2018), and none that have used 

the measure to investigate the effects of childhood adversities on wellbeing.  

Currently the wellbeing literature remains somewhat hindered by its inability to reach 

consensus on the domains and construction of a precise measure of wellbeing to be utilised 

across studies, (e.g. Diener et al., 2010; Huppert & So, 2013; Ryff & Keyes, 1995; Seligman, 

2011); preventing widespread dissemination of any results across general populations.  

Consequently, studies attempting to examine the association between ACEs and wellbeing often 

evaluate different concepts by the same name, have varying focuses, or differentiate between 

subdivisions of wellbeing (Goodman et al., 2018; Mosley-Johnson et al., 2018).  In a study using 

data from the Sovereign Wellbeing Index survey, Hone, Jarden, Schofield and Duncan (2014) set 

out to determine the impact that different operational definitions of wellbeing had on the 

prevalence of flourishing in New Zealand.  They used four definitions and measures of 

wellbeing, prominent in the literature, (Diener et al., 2010; Huppert, 2009b; Keyes, 2002; 

Seligman, 2011) including the PERMA-Profiler (Butler & Kern, 2016), that had substantial 

conceptual overlap.  Despite this they found considerable variation in the prevalence rates of 



THE ROOTS OF RESILIENCE                                                                                                   20 
 

flourishing in the sample, from 24% (Huppert & So, 2013), up to 47% with the PERMA-Profiler, 

supporting the need for consistency across the literature. 

Importance of Understanding Wellbeing 

Extant research is often directed towards what goes wrong in life, with a focus on 

negative outcomes and the presence or absence of disease, pathology or negative behaviours (e.g. 

Anda et al., 2006; Felitti et al., 1998).  The wellbeing movement however emphasises a strengths 

based approach to the examination of the human condition; postulating that “the goal of positive 

psychology is to increase flourishing” (Scorsolini-Comin, Fontaine, Koller, & Santos, 2014, p. 

668).  Seligman (2011) proposes the adoption of positive psychology and the promotion of 

wellbeing as a way to protect the population, suggesting beneficial and meaningful results are 

more likely when you appeal to and nurture people’s innate drive to live a fulfilling and 

meaningful life.  He reports, for example, that optimistic and socially engaged individuals have 

healthier lifestyles, positive attitudes, enhanced responses to medical prescriptions, reduced risks 

of coronary heart disease, and are even able to cultivate more adaptive strategies when 

confronting challenging situations (see Seligman et al., 2013).  Accordingly, research that 

identifies and measures strengths, competencies and protective factors, to better understand how 

to improve overall wellbeing, is equally important as research that is deficit oriented.   

ACEs and wellbeing.  Although Hughes et al. (2016) found childhood adversities were 

associated with lower wellbeing, they noted much of the current literature tended to focus on the 

relationships between adult wellbeing and current circumstances, such as employment, 

socioeconomic status, interpersonal relationships and physical health.  Surprisingly, there have 

been far fewer empirical investigations in to the prevalence and effects of ACEs in those with 

low wellbeing in adulthood.  Studies that have examined the links between early adversities and 
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wellbeing have found that life satisfaction, and psychological and social-wellbeing were all 

significantly negatively associated with childhood abuse and household dysfunction (Bellis et al., 

2017; Mosley-Johnson et al., 2018).  

Mental wellbeing and life satisfaction reduces rapidly with the experience of more than 

one ACE, with the odds of below average wellbeing scores three times more likely in those self-

reporting violent or unhappy childhoods, even after controlling for current unemployment and 

deprivation (Bellis et al., 2014; Bellis, Hughes, Jones, Perkins, & McHale, 2013).  Indeed, as 

with ACEs and negative outcomes, the association between ACEs and wellbeing shows a strong 

cumulative relationship, with adjusted odds ratios of low wellbeing scores approximately four 

times higher after controlling for demographic characteristics, in those with four or more ACEs 

(Hughes et al., 2016).  More specifically, Hughes et al. (2016) found that growing up in a 

household with someone affected by mental illness and childhood sexual abuse, were the ACEs 

that had the most independent relationships with markers of low mental wellbeing. 

Other studies could be considered to have looked at the impact of ACEs on wellbeing, if 

you consider their findings from the perspective of one of wellbeing’s constituent parts.  For 

example, among those who experienced high levels of child abuse, current job satisfaction and 

graduating from college were protective factors against violent offending (K. A. Wright, 

Turanovic, O’Neal, Morse, & Booth, 2016).  These findings suggest that although abuse can 

impede attainment of these normative roles, if attained they can reduce the risk of perpetuating 

the cycle of violence, and supports the PERMA models assertion that meaning and 

accomplishment promote flourishing. 

So what is it about those people whose traumatic childhoods might have led them to 

struggle in society, who are instead flourishing?  Although ACE research has tended to focus on 
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damaging life experiences as predictors of negative life outcomes, Zolkoski and Bullock (2012) 

commented that risk factors, including ACEs, can be likened to probability statements for 

children, where their validity in predicting outcomes varies depending on contextual and 

environmental factors and individual variations in response to these.  Longitudinal studies have 

also shown negative outcomes can be circumvented (see Yule, Houston, & Grych, 2019 for a 

meta-analysis); and those who experience traumatic events but show adaptive functioning are 

often thought of as being resilient (Zolkoski & Bullock, 2012).  Accordingly, resilience is 

becoming increasingly appreciated as a key factor in breaking cycles of poverty, violence and 

maltreatment in previously victimised children (Garmezy, 1993; Werner, 1993; K. A. Wright et 

al., 2016). 

Resilience 

Defining Resilience 

Like wellbeing, different conceptualisations of resilience abound, with the main 

theoretical debate focussing on conceptualisations of resilience as a characteristic, versus a 

constellation of protective factors, or a multidimensional and dynamic process (Grych et al., 

2015; Luthar, Cicchetti, & Becker, 2000; A. S. Masten et al., 1990; Ungar, 2012).  Subsequently, 

the available measures operationalising resilience are varied in the content and perspectives 

taken by their authors; and include resilience as protective factors, personality traits, 

psychological characteristics, coping abilities, success on specific domains or in normative roles, 

or a collection of dynamic factors with the ability to change over time (see Windle, Bennett, & 

Noyes, 2011 for a review).  In a review and concept analysis of resilience, using 271 papers from 

the literature, Windle (2011) identified three requirements for resilience: the presence of a 

significant risk or adversity, assets or resources to counteract the effects of the adversity, and 
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subsequent positive adaptation or avoidance of negative outcomes.  Following the concept 

analysis, and encompassing the above three elements, Windle (2011) stated resilience should be 

defined as:  

The process of effectively negotiating, adapting to, or managing significant 

sources of stress or trauma.  Assets and resources within the individual, their life and 

environment facilitate this capacity for adaptation and ‘bouncing back’ in the face of 

adversity.  Across the life course, the experience of resilience will vary. (p. 63)  

Longitudinal studies have identified what assets or resources are most significant to 

resilience against adversities such as chronic stress or trauma.  These are broadly categorised as 

personal attributes, relationships, and external support systems, and they support understanding 

resilience as a multidimensional phenomenon (Garmezy, 1993; Rutter, 1990; Werner, 1989, 

1993).  

Measurement of Resilience 

A review of 15 measures of resilience found five consistent with Windle’s (2011) criteria 

(see Donnon & Hammond, 2007; Donnon, Hammond, & Charles, 2003; Friborg, Barlaug, 

Martinussen, & Rosenvinge, 2005; Friborg, Hjemdal, Rosenvinge, & Martinussen, 2003; 

Hjemdal, Friborg, Stiles, Martinussen, & Rosenvinge, 2006; Jing Sun & Stewart, 2007; Ungar et 

al., 2008); which required the multi-level examination of resilience – that is, across the 

individual, the family and the community – to measure it as a dynamic process of adaptation 

(Windle et al., 2011).  Those five included the Resilience Scale for Adults (RSA), that integrates 

psychological and dispositional attributes, family cohesion and social resources, which are used 

to determine the protective factors, processes and mechanisms - or resilience resources - a person 

has, that could assist them to cope or adjust following significant stressors or adversities (Friborg 
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et al., 2003; Hjemdal, Friborg, Martinussen, & Rosenvinge, 2001; Hjemdal, Friborg, Stiles, 

Rosenvinge, & Martinussen, 2006).  The scale is made up of six factors: perception of self, 

perception of future, social competence, and structured style - which assess protective factors at 

the individual level; and family cohesion and social resources - which measure protective factors 

at the familial and wider interpersonal levels (Friborg et al., 2003; Hjemdal, Friborg, Stiles, 

Rosenvinge, et al., 2006).  

 Using the RSA, two studies found that resilience accounted significantly for the variance 

in symptoms of anxiety and depression, and that the subscales of the RSA were stronger 

predictors of anxiety and depression than gender, age, education and stressful life events; 

supporting resilience, as measured by the RSA, to be an important underlying protective 

mechanism for adult wellbeing (Morote, Hjemdal, Krysinska, Uribe, & Corveleyn, 2017; 

Morote, Hjemdal, Uribe, & Corveleyn, 2017).  They also found increased resilience in those who 

were migrants or had more life stress, speculating that the protective factors of resilience were 

more active during adverse life events in adulthood (Morote, Hjemdal, Uribe, et al., 2017).  

Resilience Following Childhood Adversity 

The negative effect of ACEs on resilience.  It has been suggested significant adversity 

or risk is a necessary requirement for the development of resilience (Windle, 2011), and 

moderate levels of stress provide a challenge that if overcome build competence (Zimmerman & 

Arunkumar, 1994).  However, it has also been observed that ACEs are overall negatively 

associated with adult resilience (Topitzes, Mersky, Dezen, & Reynolds, 2013), and amongst 

adolescents, resilient teenagers can be distinguished by having had less exposure to family 

adversities (Fergusson & Lynskey, 1996).  These findings suggest the interplay between 

adversity and resilience is more complex than simply resilience requires adversity.  In fact, those 
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with ACEs are significantly less likely to be resilient as children, and non-resilience tends to 

maintain over time in the majority of maltreated children (Cicchetti & Rogosch, 1997; DuMont 

et al., 2007; Topitzes et al., 2013). 

Adversity also appears to reduce opportunities to develop resilience, as those who 

experience ACEs have poorer social networks (Beutel et al., 2017; McLafferty, O’Neill, Armour, 

Murphy, & Bunting, 2018).  They also have fewer resilience resources as children and adults, 

with markers of resilience reducing as ACEs increase, and those with four or more ACEs have 

the least exposure to the individual, relationship and community factors that can build resilience.  

These absent resources include supportive relationships with relatives and professionals, such as 

teachers or health care workers (Hughes, Ford, Davies, Homolova, & Bellis, 2018).  Martin and 

Martin (2002) noted that the link between ACEs and social support in adulthood was not well 

examined, and proposed that whilst a supportive family may encourage an individual to develop 

a robust social network, a chaotic and dysfunctional family in early life may lead an individual to 

approach relationships with more caution.  Werner (1993) also observed some hesitancy towards 

building adult relationships amongst participants from dysfunctional families, in her Kauai study 

of resilient children grown up.  

Maltreated children are also less likely to show social competence (Dubowitz et al., 

2016), an important resilience resource (Friborg et al., 2003); and a violent and unhappy 

childhood is strongly related to a poor ability to feel close to others in adulthood (Bellis et al., 

2013).  Correspondingly, in the Chicago Longitudinal Study a lack of peer social skills in 

adolescence mediated the relationship between ACEs and adult male violence (Topitzes, Mersky, 

& Reynolds, 2012).  Topitzes et al. (2012) interpreted their findings as giving weight to an 

integrated theory, whereby boys who had ACEs experienced fractured relationships with 
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caregivers and other adults, demonstrated disruptive or dysregulated behaviours across settings, 

and finally developed deficient social skills that may have led to antisocial peer connections as 

adults, which for some also led to violence.  The above findings also suggest that disrupted 

attachment in childhood could be considered to negatively impact the ability of individuals to 

maintain their resilience in adulthood, via a number of mechanisms, including difficulties in 

relating to others and maintaining social relationships.  Perhaps understandably then, 

interpersonal protective factors such as being married, are more protective against future 

violence in young adults who were frequently abused as children, compared to those who 

experienced abuse at a lower frequency (K. A. Wright et al., 2016).  

Data from the Chicago Longitudinal Study also showed that compared to those who were 

not abused, maltreated children were significantly less likely to show resilient functioning as 

young adults; with the relationship mediated by mechanisms in adolescence such as poor school 

commitment, low reading achievement, residential instability, poor peer social skills and 

antisocial behaviour (Topitzes et al., 2013).  Motivational developmental processes which 

function as resilience resources, such as future orientation, perceived self-competence and 

achievement motivation, were also significantly impacted by ACEs, with long term effects on 

potential resilience resources and adaptive functioning in both adolescence and adulthood 

(Topitzes et al., 2013).  These effects included decreased reports of school commitment, peer 

social skills, and expectations of attending college, which in turn predicted a lack of resilience 

resources in young adulthood, including a lack of future expectations; which suggested 

motivation and orientation to the future was a particularly important developmental domain for 

maltreated children (Topitzes et al., 2013). 
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Resilience as a Mediator of ACEs and Wellbeing   

The model of developmental adaptation.  Despite a vast literature on resilience’s 

relationships with both ACEs and wellbeing, to date there has been less research looking at what 

or how the dynamic factors of resilience mitigate the impact of ACEs on wellbeing in adulthood.  

The model of developmental adaptation displayed in Figure 1, and proposed by Martin and 

Martin (2002), theorised that distal developmental experiences - parental care and adverse 

childhood events, could directly and indirectly effect adaptation to stress, health, and wellbeing 

in adulthood.  They suggested these indirect effects operated through the experience and 

appraisal of both past and current events; and the mediating effects of individual, social and 

economic resources, and coping behaviours.  Succinctly, they contend ACEs influence wellbeing 

directly, above and beyond current circumstance, and/or ACEs influence resilience resources and 

recent experiences, which in turn influence wellbeing.  Martin and Martin (2002) also suggested 

that these relationships would be first noticeable in young adulthood.  

Resilience and wellbeing.  If resilience is a process that enables adaptation to 

psychosocial adversities, then as indicated by Martin and Martin (2002), wellbeing could be 

considered the outcome of that process.  Unsurprisingly, resilience is positively correlated with 

subjective wellbeing (He, Cao, Feng, Guan, & Peng, 2013).  Positive emotions are more 

common among more resilient individuals, and over time, aid them in rebounding from adversity 

(Ong, Bergeman, Bisconti, & Wallace, 2006), providing evidence for the interplay between 

resilience and wellbeing.   

As defined by Wellbeing theory in PERMA, relationships are a key element of wellbeing, 

with confirmation seen in the fact that people with higher wellbeing have more positive  
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Figure 1.  The developmental model of adaptation.  “A model combining and emphasising distal 
and proximal experiences to explain developmental outcomes.  The process of adaptation to life 
stress on the basis of adverse childhood events and paternal care during childhood and the 
internal and external resources available for adaptation to current life events.  The appraisal of 
past and current events, as well as coping behaviours, are hypothesised to influence the health 
and well-being of individuals.”  Adapted from “Proximal and distal influences on development: 
The model of developmental adaptation”, Martin and Martin (2002), Developmental Review, 22 
(1), 78-96, p.82. 

 
relationships, including harmonious intimate relationships, feel more supported and tend to have 

family members who also report higher wellbeing (Chanfreau et al., 2008).  Relationships are 

also an important resilience resource, and a review by Zolkoski and Bullock (2012) found family 

cohesion factors such as parental support, monitoring and communication skills were commonly 

found as crucial resilience resources for young people.  The longitudinal Dunedin 

Multidisciplinary Health and Development Study also found a strong pathway from social 

connectedness in adolescence to adult wellbeing (Olsson, McGee, Nada-Raja, & Williams, 

2013).  
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Resilience as resources.  Many studies looking at the effects of ACEs on negative 

outcomes seem to hint at the absence of resilience resources, which is often evidenced at times 

when coping is required.  Investigations of the relationship between ACEs, stressors and 

wellbeing provide compelling initial evidence for the plausibility of resilience factors as 

mediators between ACEs and wellbeing.  One study showed that the significant relationship 

between cumulative ACEs and lower wellbeing was partially mediated by number of stressors, 

and psychosocial resources were associated with lower stress and higher wellbeing (Mc Elroy & 

Hevey, 2014).  

More tangible evidence was found by another study that discovered in adulthood, 

childhood adversity proliferated stressors, predicted psychopathology, and diminished resilience 

resources such as emotional and social support; all factors that influenced psychological 

wellbeing (Nurius, Green, Logan-Greene, & Borja, 2015).  They also found interactive effects in 

that later stressors or adult adversities amplified the effects of ACEs, whilst resilience resources 

such as having a high sense of community were ameliorative of ACE influences.  Resilience 

resources buffered against poorer mental health, and reduced the disparity seen between those 

with lower versus higher number of ACEs, illustrating the importance of resilience in reducing 

the impact of ACEs on wellbeing in adulthood (Nurius et al., 2015).   

Consistent with Nurius et al.’s (2015) findings, high childhood resilience was related to 

reductions in lifetime mental illness, and in adults with high ACEs significantly less current 

mental illness (Hughes et al., 2018).  Nurius et al. (2015) suggested that their findings indicated 

leveraging resilience resources to alter the course of trajectories demarcated by the interaction 

between ACEs and adult adversity could thereby improve psychological health and wellbeing; 

particularly in those who experienced more adversity both in childhood, and in later life.  They 
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noted however their analysis was constrained by the data collected, which did not include any 

salient community level ACEs such as low socioeconomic status.  

A study by Logan-Greene et al. (2014) also examined a number of resilience resources 

including support and perceived life satisfaction, and their moderating effect on the relationship  

between ACEs and physical and mental wellbeing, highlighting strong buffering pathways that 

were sustained from emerging adulthood in to old age.  They suggested identifying barriers to 

psychosocial wellbeing could provide opportunity to improve mental health outcomes in those 

with ACEs (Logan-Greene et al., 2014).   

Correspondingly, a study that explored the relationships between recent negative life 

events, resilience, and a measure of wellbeing that considered self-acceptance, positive relations 

with others, autonomy, environmental mastery, purpose in life, and personal growth (Ryff Scales 

of Psychological Wellbeing, Ryff, 1989b), found resilience partially mediated the relationship 

between life events and all wellbeing indices (Faircloth, 2017).  The findings suggested 

resilience was a notable pathway through which different types of wellbeing were affected by 

stressors, and supported considering wellbeing’s different facets.  However, resilience as a 

mediator was regarded in the study as an absolute variable, despite the acknowledged theoretical 

understanding of resilience as a multidimensional construct, which limited the specificity of the 

implications.  

Other studies have noted the positive effects of resilience resources on risky and prosocial 

behaviours in adolescents who had been physically and sexually abused.  Perkins and Jones 

(2004) showed that prosocial peer groups, a positive school climate (which included enjoyment 

and positive and encouraging relationships with teachers), a positive view of the future, 

religiosity, and family support, were significant negative predictors of engagement in risk 
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behaviours such as substance abuse, alcohol use, smoking, sexual activity, antisocial behaviour 

and suicide attempts.  Edmond, Auslander, Elze, & Bowland (2006) also found positive peer 

influences, future expectations about education, and being optimistic about the future 

significantly differentiated those with resilient trajectories from their peers, in a sample of 

sexually abused adolescent girls in the foster care system.  A meta-analysis by Yule (2019) also 

showed self-regulation, family, school, peer support, and community cohesion had additive and 

buffering effects as resilience resources in children who had experienced violence.   

Social support.  Social support is consistently identified as being an important resilience 

resource.  One study showed self-esteem and instrumental support mediated the relationship 

between psychological distress and sexual victimization before age 18 (Hill, Kaplan, French, & 

Johnson, 2010).  A study by Honkalampi et al. (2005) also found ACEs were more common 

among depressed women, but one of the important variables predicting recovery at follow up 

two years later was quality of social support.  Depression was also especially associated with 

stressful life events (Honkalampi et al., 2005); and it’s possible ACEs predispose women to 

depression, but later stressful events actualise or maintain depressive symptoms, particularly in 

women without a cohesive social network.   

Comparably, Werner (1997) found the majority of those who were high risk and troubled 

in adolescence, had found “second chances” in their 20s or 30s via resilience resources and 

elements of wellbeing, such as a supportive partner, active participation in their community, or 

adult education.  Conversely, there is support in the literature for the long-term undesirable after-

effects of negative peer relationships on both resilience resources and wellbeing.  Using data 

drawn from the 50-year prospective British National Child Development Study, Takizawa, 

Maughan, and Arseneault (2014), showed that at ages 23 and 50, victims of frequent bullying in 
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childhood had an increased risk of depression and anxiety disorders.  At age 50 they were also at 

increased risk of not having a partner, less likely to have met up with friends recently, less likely 

to have access to social support when unwell, and had lower perceived quality of life and lower 

satisfaction with life to date (Takizawa et al., 2014).  The findings suggested not only did peer 

victimisation in childhood affect psychological outcomes; it also decreased resilience resources 

and current subjective wellbeing 40 years after the events. 

The significant impact of four or more ACEs on lower wellbeing in adulthood is 

substantively mitigated by having continuously had an adult for support as a child; suggesting 

the supportive relationship was a factor that promoted resilience and wellbeing in adulthood 

(Bellis et al., 2017).  In adults with comparable ACEs, the presence of socio-emotional support is 

associated with significantly more mentally healthy days, with this effect substantially greater in 

those with high ACE scores; suggesting that resilience resources such as supportive relationships 

are particularly important and protective for those who are at a higher risk of negative mental 

health outcomes due to their early experiences (Nurius et al., 2012).  

Furthermore, those who did have the resources or supports in place to develop resilience 

early in life were more likely to sustain their resilience over time (Cicchetti & Rogosch, 1997; 

DuMont et al., 2007).   A study by Hardcastle et al. (2018) found four or more ACEs doubled the 

risk of leaving high school with no qualifications but that the negative relationship between 

ACEs and academic achievement disappeared in later education; that is those with high ACEs 

who attained qualifications in high school were no different from their peers with no ACEs in 

attaining college and higher qualifications.  They suggested their results, taken together with the 

finding that continuous support from a trusted adult in childhood mitigated the effects of ACEs 

(Bellis et al., 2017), indicated the potentially crucial role of earlier support, via positive 
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engagement with the education system and relationships with educators, to gain not only 

qualifications but also life and relationship skills (Hardcastle et al., 2018).  Likewise Werner 

(1997) found that in maltreated but resilient children, self-esteem and self-efficacy had been 

fostered by supportive relationships, and they could all point to a teacher who had supported 

them or became a role model; and they were more likely to revel in the school environment, 

taking pride in their accomplishments.  

Similarly, a longitudinal study that looked at factors that maintained resilience in 

maltreated children growing up, found a highly supportive relationship in adulthood 

differentiated those who sustained resilience in both adolescence and adulthood, from those 

whose resilience declined (DuMont et al., 2007).  They found no significant difference in 

resilience between those who had low levels of support or no partner, emphasising it was the 

quality of the support received rather than just the presence of a partner that was most important 

to resilience.  There were also a minority that had become resilient in adulthood, with social 

resources again appearing to be one of the deciding factors (DuMont et al., 2007).  The study 

provided evidence for resilience as a fluctuating dynamic process, with resilience in childhood 

not necessarily predictive of resilience in adulthood; providing support for looking at present-day 

resilience to understand the relationship between ACEs and wellbeing in young adulthood.  

Family relationships.  The relationship between supportive relationships and wellbeing 

is well studied (Allgöwer, Wardle, & Steptoe, 2001; Chanfreau et al., 2008; Olsson et al., 2013).  

Amongst university students, those with higher ACE scores had higher stress and lower levels of 

social support, and all three were related to worsening mental health (Karatekin & Ahluwalia, 

2016); whilst homesickness was widespread and predicted by family cohesion and chronological 

age (Kazantzis & Flett, 2006).  Together, these findings implied that for some attendance at 
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university was a period of life both sensitive to changes in resilience resources and at risk of 

decreasing wellbeing, particularly due to the decrease in contact with the family of origin.   

Another study found those with ACEs had less family and friend support, and 

experienced more family discord, and that these social networks mediated the relationship 

between ACEs and mental health disorders (McLafferty et al., 2018).  Significantly, family 

harmony was associated with reductions across all mental health disorders, whereas family 

support was associated with lower levels of anxiety disorders, and support from friends was 

related to lower levels of mood disorders (McLafferty et al., 2018).  Werner (1993) however, 

observed in her Kauai study of resilient children grown up that those who came from high ACE 

families but were resilient in adulthood, purposely had a continuing detachment from their 

chaotic families to maintain that resilience, suggesting that maintenance of wellbeing and 

resilience very much depends on the stability or cohesion of your family of origin.  

Building resilience.  Werner found that a strong belief in the effectiveness of their own 

actions, high self-esteem, and confidence that the odds could be surmounted were stand out 

characteristics in resilient youth (Werner, 1993), suggesting emerging adulthood as an important 

time to target and build resilience resources such as perception of self and future.  Another recent 

study found on average, that after remaining stable from ages 11 to 15, there was a strong 

increase in self-esteem from ages 15 to 30 (Orth, Erol, & Luciano, 2018), which would support 

emerging adulthood as an important time for interventions to build resilience. 

 A study by Wright, Crawford, and Del Castillo (2009) showed childhood emotional 

abuse and neglect was associated with later symptoms of anxiety and depression in university 

students, and that this relationship was mediated by maladaptive schemas of vulnerability to 

harm, shame, and self-sacrifice.  They concluded their findings underscored the importance of 
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early experiences in the development of later psychological adjustment and internal working 

models of the self and self-in-relation to others.  Schemas such as this, which support the 

perception of the self as worthless, are at odds with resilience, suggesting schemas could be 

important target for intervention.  Topitzes et al. (2013) suggested that social skill development 

with identity formation and future orientation were important targets for working with 

adolescents with ACEs to support adaptive functioning and resilience going in to adulthood.  

Similarly, Bethell, Newacheck, Hawes, & Halfon, (2014) found high rates of school engagement 

in those who had ACEs but demonstrated resilience, and suggested building resilience in children 

aged 6 to 17 could ameliorate the negative effects of ACEs.  

As outlined, there is much support for the understanding that in adolescence, ACEs can 

leave a mark on a myriad of experiences which may go on to inhibit the adolescent’s ability or 

opportunity to develop resources, competencies and skills that would support their resilience and 

functioning in adulthood; leading for example, to a lack of social support, positive perceptions of 

the self, and expectations about their future, all important resilience resources and mechanisms 

for change.  Contrarily, there is much encouragement within the literature for the ability of 

resilience resources to be bolstered in adolescence through relationships, the building of 

competence or self-esteem, and optimism and motivation for the future; which if harnessed can 

be used to maintain resilience in to adulthood.  

The social ecology of resilience.  However, the mere presence of, or access to, resources 

that could enable an individual to adapt or recover from adversity may not be sufficient, 

particularly in those with cumulative ACEs.  In his book “The Social Ecology of Resilience: A 

Handbook of Theory and Practice” Ungar (2012) acknowledged that the ability of someone to 
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actually realise resilience following adversity depended on the quality of their available 

resources, or the relevance of the opportunities provided by those resources.   

Borrowing from Bronfenbrenner’s (1979) ecological framework, Ungar (2012) proposed 

that “resilience results from clusters of ecological factors that predict positive human 

development” (p.14), and that “the goodness of fit between elements of the meso system 

(interactions between family, school, and community systems) predicts positive growth in 

suboptimal conditions.”  Appreciating resilience’s dynamic value in this way supports resilience 

as variable over time due to its interactions with the changing circumstances and life stages of an 

individual.  It also appreciates the wider surroundings individuals subsist in, and recognises the 

role of context and environment in promoting resilience and wellbeing; thereby putting the 

responsibility for promoting resilience not just on the individual and their families, but also 

schools, communities, cultures and even governments.  

The Current Research 

As discussed, there is a wealth of knowledge regarding the negative outcomes in 

adulthood that are associated with adverse childhood experiences, but few studies that consider 

the possible effects of  these adversities on wellbeing, with the wellbeing literature focussed on 

proximal events.  Contemporary thought considers wellbeing multifaceted, and it has been 

suggested that Seligman’s (2011) Wellbeing theory successfully incorporates all the domains of 

wellbeing that dominate the literature (Butler & Kern, 2016).  Despite this, there have been few 

studies looking at wellbeing from Seligman’s (2011) theoretical perspective.  Correspondingly, 

the PERMA-Profiler devised by Butler and Kern (2016) based on Wellbeing theory is also 

reasonably new, and there are no studies using it to investigate the associations between 

childhood adversities and wellbeing.  
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Both the ACE and wellbeing literatures have looked at their relationship with resilience, 

and are suggestive of resilience as an important mediator.  As a multidimensional and dynamic 

process, resilience also has its share of confounds across studies, though there tends to be 

agreement resilience is comprised of personal attributes, relationships and support systems.  

However, studies have often focussed on aspects of resilience rather than all the proposed 

domains together.  Consequently, there is a scarcity in the literature regarding which components 

of resilience are more important in mediating the relationship between ACEs and the domains of 

wellbeing.  

Understanding the prevalence and breadth of ACEs has important implications for the 

prevention of physical and mental health problems in adulthood.  Equally, what contributes to 

and promotes wellbeing is increasingly recognised as just as important as understanding how 

negative outcomes have been influenced.  Resilience is often considered to be the product of 

adversity, and is potentially an important link in the relationship between childhood maltreatment 

and those who go on to flourish in adulthood.  Consequently, two studies were conducted to 

explore the nature, and relationships between, ACEs, resilience, and wellbeing in a large New 

Zealand sample.   

Participants completed an online questionnaire, which was anonymous in an attempt to 

alleviate any discomfort, and to reduce measurement error from deliberate misreporting on 

sensitive topics (Krumpal, 2013).  This research also used three fairly new scales that have not 

been utilised widely in their respective fields, despite displaying good psychometric properties, 

nor had they been used together to investigate the above associations.  In addition, attempts were 

made to recruit a diverse sample from a cross section of New Zealanders aged between 18 and 

35. 
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Study One aimed to contribute to the mounting international research on the prevalence 

of ACEs, using the expanded ACE-14, and also to address limitations of earlier studies.  The use 

of an expanded measure that included community level childhood adversities, was used to 

provide a clearer picture of the predominant ACEs in New Zealand.  Gender was also explored 

to further clarify the nature of ACEs, as a more nuanced understanding of the kinds and scale of 

childhood maltreatment is important for gauging where the need for prevention and intervention 

lies.   

Study Two also hoped to address some of the shortcomings in the literature described 

above, and to make a contribution to understanding what resilience processes are most important 

to supporting wellbeing in young adults maltreated as children.  Study Two’s focus on wellbeing 

and resilience was consistent with the positive psychology movement and with increasing social 

and political recognition of their importance.  Understanding the mechanisms through which 

adult wellbeing is affected by early life experiences has implications that can provide direction to 

policies and practices; and can inform future research and interventions aimed at promoting lives 

where people consider themselves to be flourishing.  

Methodology 

Sample Size  

Based on the 2013 census, where the population of  New Zealand had 973,767 people 

aged between 18 to 35 (Stats NZ, 2013b), it was calculated that a minimum survey sample size 

of 384 was needed, with a confidence level of 95% and a margin of error of 0.05 (The Research 

Advisors, 2006). 
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Participants 

The research was advertised as a survey on negative childhood experiences and current 

wellbeing, entitled ‘The Roots of Resilience’.  Participants were recruited via social media, 

including targeted advertising on Facebook™, and public posts on community groups, cultural 

groups and university Facebook™ pages around New Zealand.  In an attempt to recruit a sample 

as broad and representative of the New Zealand population as possible posters and fliers which 

advertised the project’s Facebook™ page and the URL of the questionnaire were distributed in 

universities, community and town centres, shopping and information centres, G.P. clinics, public 

pools and libraries.  They were also displayed on noticeboards and shop counters, in large cities 

including Auckland and Wellington, and smaller towns including Whanganui and Taupō.  

Participation was limited to individuals aged 18 to 35 who had lived in New Zealand for 

the majority of their first 18 years.  The survey initially attracted 1,400 responses but due to 

missing data or participants not meeting inclusion criteria, 134 responses were removed from the 

data set before analyses.  The final sample was comprised of 1,266 participants. 

Characteristics of the overall sample are summarised in Table 1.  Over three quarters of 

respondents identified as female (n = 995, 78.6%), 20.3% identified as male (n = 257), and 1.1% 

identified as gender diverse (n = 14).  Participants were aged between 18 and 35 with a mean age 

of 25.31 years (SD = 5.07).  The majority of the sample identified as New Zealand European/ 

Pākehā1 (n = 1094, 86.4%), followed by New Zealand Māori2 (n = 184, 14.5%).  Figure 2 

displays a comparison between the percentage of participants in the current sample who 

identified as New Zealand European, Māori or Pasifika, compared to the 2013 census data for 

                                                 
 

1 Pākehā is the Māori name for a New Zealander of European descent 
2 Māori are the indigenous people of New Zealand 
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those aged 18 to 35 (Stats NZ, 2013a). It shows that despite the overrepresentation of New 

Zealand European participants, the proportion of Māori participants in the sample was in fact in 

line with the population of New Zealand for that age group. Of the sample 31.4% held a 

Bachelor’s Degree as their highest level of educational attainment, followed by 25.1% who had 

graduated from their last year at high school, 5.9% had completed a Tertiary Certificate or 

Diploma and 1.3% left school with no formal qualifications.  In terms of current occupation, 

38.3% of respondents were students, followed by 36.7% who identified as working 

professionals, whilst 3.1% of the sample were unemployed and receiving a benefit.  
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Table 1.  

Characteristics of Sample (N = 1,266) 

  

     Demographic n % 
Gender   

Female 995 78.6 
Male 257 20.3 
Gender Diverse 14 1.1 

Ethnicity a   
New Zealand European/ Pākehā 1094 86.4 
Māori 184 14.5 
Samoan 39 3.1 
Cook Island Māori 15 1.2 
Tongan 9 0.7 
Niuean 3 0.2 
Chinese 39 3.1 
Indian 31 2.5 
Other 93 7.4 

Highest Qualification   
Year 9 and 10 17 1.3 
School Certificate/ NCEA Level 1 34 2.7 
Sixth Form Certificate/ NCEA Level 2 94 7.4 
Bursary/ University Entrance/ NCEA Level 3 318 25.1 
Tertiary (Post School) Certificate/ Diploma 201 15.9 
Bachelor’s Degree 397 31.4 
Bachelor’s Degree with Honours 98 7.7 
Masters or Doctoral Degree 107 8.5 

Occupation   
Beneficiary 39 3.1 
Student 485 38.3 
Home Maker 45 3.6 
Managers 53 4.2 
Professionals 465 36.7 
Technicians and Trade Workers 36 2.8 
Community and Personal Service Workers 63 5.0 
Clerical and Administrative Workers 68 5.4 
Machinery Operators and Drivers 3 0.2 
Labourers 9 0.7 

Note. NCEA = National Certificate of Educational Achievement; equivalent to 
approximately 3, 4 and 5 years of secondary education respectively. 
a Ethnicity data exceeds study N and 100% because participants could select more than one 
response option. 
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Figure 2. Comparison of sample and N.Z. population aged 18 to 35, by major ethnic groups (%). 
This work is based on customised Stats NZ’s data which are licensed by Stats NZ for re-use 
under the Creative Commons Attribution 4.0 International licence. 

 

Measures  

A questionnaire was developed for this research, that included the PERMA Profiler 

(PERMA) (Butler & Kern, 2016), the Resilience Scale for Adults (RSA) (Friborg et al., 2003; 

Hjemdal et al., 2001) and the revised Adverse Childhood Experiences Scale (ACE-14) 

(Finkelhor et al., 2013, 2015) respectively, preceded by basic demographic questions.  The 

rationale for the order of the questionnaire was to minimise any negative effects of recalling 

childhood trauma overshadowing participants’ subjective assessments of their resilience and 

wellbeing.  Conventional wisdom surrounding questionnaire design also suggests questions on 

sensitive topics which could cause respondents to feel uncomfortable should appear at the end, 

and opinion based questions should come first, as facts or behavioural based answers don’t 

change (Krosnick & Presser, 2010). 

PERMA-Profiler.  The PERMA-Profiler is a 23 item self-report measure developed by 

Butler and Kern (2016) that has 15 items assessing five domains of wellbeing: positive emotion, 
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engagement, relationships, meaning and accomplishment (PERMA), as outlined in Seligman’s 

theory (Seligman, 2011).  The additional eight items are one item measuring overall happiness, 

three negative emotion items assessing sadness, anxiety and anger, three items measuring self-

perceived physical health and one item assessing loneliness.  For each item participants 

responded to statements such as the following relating to accomplishment, positive relationships 

and positive emotions respectively: “How much of the time do you feel you are making progress 

towards accomplishing your goals?”; “To what extent do you receive help and support from 

others when you need it?” and “In general, how often do you feel joyful?”  Participants 

responded using an 11 point Likert scale from 0 to 10, with variable response anchors depending 

on the question, such as: 0 = Never or Not at all, and 10 = Always or Completely.     

Individual PERMA domain scores are calculated as the average of the three items 

comprising that domain.  The average of all items from the five PERMA domains and the 

additional item on overall happiness create a total score, providing a subjective quantitative 

index of the respondent’s overall wellbeing.  Domain scores are also provided for negative 

emotion and health, whilst loneliness is a stand-alone item.  These items were not included in 

analysis as they are not the focus of the current study.  

The PERMA-Profiler demonstrated acceptable psychometric properties across the 

development population, consisting of eight large, diverse international samples, and norms for 

both a New Zealand sample and by age group are available.  The PERMA-Profiler demonstrates 

acceptable internal reliability and cross-time stability, and has evidence for content, convergent, 

and divergent validity, with a good overall model fit across over 30,000 participants 

internationally.  The PERMA factors are strongly correlated with the Personal Action Constructs 

(PAC-10) rating scales (Little, Salmela-Aro, & Philips, 2007), and are correlated in the expected 
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directions with all other measured variables that were used in the initial 199 item scale used to 

develop the Profiler, such as those from the Warwick-Edinburgh Mental Well-being Scale 

(WEMWBS; Stewart-Brown et al., 2009).  

Internal consistency of the PERMA domains and overall wellbeing using Cronbach’s 

alpha are presented in Table 2, for the combined development sample and the current study 

sample.  In the current study, engagement fell below the widely accepted alpha limit of .70 

(Tavakol & Dennick, 2011) and was not included as a subscale in further analyses.  All other 

alphas were .70 or above and approximated that of the development sample, so were retained in 

analyses.  See Table 3 for the full PERMA-Profiler. 

Table 2. 

Cronbach’s Alphas (α) for the PERMA-Profiler   

Scale Development 
Samples Current Sample 

Positive Emotion .88 .85 

Engagement .72 .61 

Relationships .82 .80 

Meaning .90 .88 

Accomplishment .79 .76 

Overall Wellbeing .94 .93 
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Table 3. 

The PERMA - Profiler 

Domain     Question Response anchors 

A1 How much of the time do you feel you are making progress towards 
accomplishing your goals? 

0 = never;  

10 = always 
E1 How often do you become absorbed in what you are doing? 

P1 In general, how often do you feel joyful? 

N1 In general, how often do you feel anxious? 

A2 How often do you achieve the important goals you have set for yourself? 

H1 In general, how would you say your health is? 

 

0 = terrible;  

10 = excellent 

M1 In general, to what extent do you lead a purposeful and meaningful life? 0 = not at all;  

10 = completely R1 To what extent do you receive help and support from others when you need 
it? 

M2 In general, to what extent do you feel that what you do in your life is 
valuable and worthwhile? 

E2 In general, to what extent do you feel excited and interested in things? 

Lon How lonely do you feel in your daily life? 

H2 How satisfied are you with your current physical health? 0 = not at all;  

10 = completely 

P2 In general, how often do you feel positive? 0 = never;  

10 = always N2 In general how often do you feel angry? 

A3 How often are you able to handle your responsibilities? 

N3 In general, how often do you feel sad? 

E3 How often do you lose track of time while doing something you enjoy? 

H3 Compared to others of your same age and sex, how is your health? 0 = terrible;  

10 = excellent 

R2 To what extent do you feel loved? 0 = not at all;  

10 = completely M3 To what extent do you generally feel you have a sense of direction in your 
life? 

R3 How satisfied are you with your personal relationships? 

P3 In general, to what extent do you feel contented? 

Hap Taking all things together, how happy would you say you are? 

 

0 = not at all;  

10 = completely 

Note. P = positive emotion; E = engagement; R = relationships; M = meaning; A = accomplishment; N = 
negative emotion; H = health; Lon = loneliness; Hap = happiness 
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Resilience Scale for Adults.  The Resilience Scale for Adults (RSA) is a self-report 

measure used to assess protective resources that promote resilience across intrapersonal and 

interpersonal domains (Friborg et al., 2003; Hjemdal et al., 2001).  The RSA was originally 

composed of 37 items in a five factor structure before post hoc modelling and confirmatory 

factor analyses suggested a 33 item scale with six factors was a better model and overall fit for 

the data (Friborg et al., 2005; Hjemdal, Friborg, Stiles, Rosenvinge, et al., 2006).  

The revised six factors of the RSA are: personal strength-perception of self – measuring 

self-esteem, confidence in one’s abilities and judgements, self-efficacy, realistic expectations and 

hope (six questions); personal strength-perception of future – ability to plan ahead, be goal 

oriented and have a positive outlook (four questions); structured style – preference for having 

routines, clear goals, planning and being organised (four questions); social competence – social 

adeptness, warmth and cheerful mood, ability to establish friendships, communication skills and 

flexibility when socialising (six questions); family cohesion – enjoyment of time together, shared 

or discordant values, loyalty, mutual appreciation, support, and a positive outlook (six questions); 

and social resources – social support, availability of a confidant, social bonds, including friends 

or family who appreciate and encourage them, and opportunity to seek help when needed (seven 

questions). 

The original response format of the RSA was also transformed from a Likert scale to a 

semantic differential response format, to control for acquiescence bias – the tendency of 

respondents to respond positively to items regardless of content when measuring positive 

psychological constructs such as resilience (Friborg, Martinussen, & Rosenvinge, 2006).  As 

such, in the current study each RSA item asked participants to respond to semantic differential 

statements using a numberless 7-point continuum, where half the positive and half the negative 
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semantic responses were keyed to the right.  These negative responses were then reverse coded 

before preliminary analyses.  Participants selected a point on the continuum that indicated where 

their response lay between two statements.  Example statements included, for the perception of 

self: “My judgements and decisions I often doubt or I trust completely”; for family cohesion: 

“My family is characterised by disconnection or healthy coherence”; and for structured style: 

“Rules and regular routines are absent in my everyday life or simplify my everyday life.”  See 

Table 4 for the full measure.  Possible RSA total scores range from 33 to 231 with higher scores 

presumed to indicate more resilience resources for the facilitation of adaptation to psychosocial 

adversities. 

 

Table 4.  

The Resilience Scale for Adults 

       Factors and Questions                  Response Anchors 

Perception of Self   

When something unforeseen happens I always find a solution I often feel bewildered 

My personal problems  are unsolvable I know how to solve 

My abilities I strongly believe in I am uncertain about 

My judgements and decisions I often doubt I trust completely 

In difficult periods I have a tendency to view 
everything gloomily 

find something good that 
helps me thrive 

Events in my life that I cannot influence I manage to come to terms 
with  

are a constant source of 
worry/concern 

Perception of Future   

My plans for the future are  difficult to accomplish possible to accomplish 

My future goals I know how to  
accomplish 

I am unsure how to 
accomplish 

I feel that my future looks very promising  uncertain 
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My goals for the future are  unclear  well thought through 

Structured Style   

I am at my best when I have a clear goal to strive 
for 

I can take one day at a 
time 

When I start on new things/projects  I rarely plan ahead, just get 
on with it 

I prefer to have a 
thorough plan 

I am good at  organizing my time wasting my time 

Rules and regular routines  are absent in my everyday 
life 

simplify my everyday  
life 

Social Competence   

I enjoy being  together with other people by myself 

To be flexible in social settings is not important to me  is really important to me 

New friendships are something  I make easily I have difficulty making  

Meeting new people is difficult for me something I am good at 

When I am with others  I easily laugh I seldom laugh 

For me, thinking of good topics for 
conversation  

is difficult is easy 

Family Cohesion   

My family’s understanding of what is 
important in life is 

quite different than mine  very similar to mine 

I feel very happy with my  
family 

very unhappy with my 
family 

My family is characterized by  disconnection healthy coherence 

In difficult periods my family  keeps a positive outlook on 
the future  

views the future as 
gloomy 

Facing other people, our family acts  unsupportive of one 
another  

loyal towards one  
another 

In my family we like to  do things on our own do things together 

Social Resources   

I can discuss personal issues with  no one  friends/ family members 

Those who are good at encouraging me 
are  

some close friends/ family 
members 

nowhere 
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The bonds among my friends is  weak  strong 

When a family member experiences a 
crisis/emergency  

I am informed  
right away 

it takes quite a while 
before I am told 

I get support from  friends/family members  no one 

When needed I have no one who can 
help me 

I always have someone 
who can help me 

My close friends/family members appreciate my qualities dislike my qualities 

 

A recent review found psychometric properties of the RSA to be acceptable (Windle et 

al., 2011).  Several studies showed the RSA demonstrates adequate reliability and validity, and 

the RSA factors have satisfactory internal consistency (Friborg et al., 2005, 2003; Hjemdal et al., 

2006).  Table 5 shows comparisons between Cronbach’s alphas calculated from data collected in 

the current study and Hjemdal et al.’s (2006) comparable six factor RSA.  In the current study 

the total RSA score had an alpha of .91, with five of the six factors reporting alphas above .80.  

Structured style however had an alpha of .65, and although it is below the generally accepted 

alpha of .70 (Tavakol & Dennick, 2011), it is similar or better than other studies using the RSA, 

where the alpha for structured style has ranged from .48 up to .69  (Friborg et al., 2005; Hjemdal, 

Friborg, Stiles, Rosenvinge, et al., 2006; Hjemdal, Roazzi, Dias, & Friborg, 2015; Morote, 

Hjemdal, Uribe, et al., 2017).  Consequently, the factor was retained in the current study’s 

analysis.  
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Table 5.  

Cronbach’s Alphas (α) for the Resilience Scale for Adults  

Scale Six Factor 
RSA Sample Current Sample 

Perception of Self .74 .82 

Planned Future .73 .83 

Social Competence .83 .82 

Structured Style .80 .65 

Family Cohesion .80 .88 

Social Resources .74 .86 

Total Resilience  .84 .91 

 

Convergent, discriminative and constructive validity were well supported in comparisons 

with measures of personality (Norwegian military version of the Big Five personality traits by 

Engvik, 1997, as cited in Friborg et al., 2005), social intelligence (Tromsø Social Intelligence 

Scale; Silvera, Martinussen, & Dahl, 2001), dispositional orientations (Sense of Coherence 

Scale; Antonovsky, 1993), and psychiatric symptoms (Hopkins Symptom Checklist-25; Lavik, 

Hauff, Solberg, & Laake, 1999); with the inference those who scored highly on the RSA were 

psychologically healthier and well adjusted, and therefore more resilient (Friborg et al., 2005, 

2003).  The RSA and subscales were also negatively associated with stress and positively 

correlated with mental toughness (Cowden, Meyer-Weitz, & Oppong Asante, 2016), and reliably 

discriminated between psychiatric patients and healthy samples (Friborg et al., 2003).  Validity 

was also confirmed in an experimental study of stress, pain, and resilience; that showed high 

scorers on the RSA reported less physical pain and stress, with the result more pronounced in the 

high stress group, indicating resilience as conceptualised by the RSA provided protection in 

stressful situations (Friborg, Hjemdal, et al., 2006). 
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The Revised Adverse Childhood Experiences Scale.  Adverse childhood experiences 

(ACEs) were measured using Finkelhor et al.’s (2015) revised version of the ACE scale, a 14 

item dichotomous (yes/no) scale that asked respondents about different types of maltreatment 

and household dysfunction they might have encountered, prior to age 18.  The ACE-14 included 

the original ACE-10 items (Felitti et al., 1998) that had been adapted from three published 

surveys -The Conflict Tactics Scale (Straus, Gelles, & Smith, 1990), the 1988 National Health 

Interview Survey (National Center for Health Statistics, 1991) and a questionnaire about 

childhood sexual abuse (Wyatt, 1985).  Thus, the ACE-14 asked about abuse (emotional, 

physical, and sexual), neglect (emotional and physical), and household dysfunction (domestic 

violence, divorce, and the presence of mentally ill, substance abusing or incarcerated household 

members), and the four additional items which asked about peer isolation and rejection, peer 

victimisation, exposure to violence in the community and low socioeconomic status (see Table 6 

for the full ACE-14 scale, and the construct measured by each item). 

Minor changes were made to selected items to accommodate parental loss through death, 

and to replace American phrases with language commonly used in New Zealand.  More 

specifically, the ACE-14 asked about parental loss ‘through divorce, separation, abandonment or 

other reason.’  In this study, loss was expanded to include parental loss through death.  In 

addition an item referring to social welfare was revised to refer to being on a “benefit”, to align 

with terminology used in New Zealand.  Total ACE scores were calculated by summing the 

number of adverse childhood experiences endorsed by an individual, ranging from 0 to 14. 
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Table 6.  

ACE-14 Items and Constructs Measured  

          Item         Construct 

1. Did a parent or other adult in the household often or very often swear at 
you, insult you, put you down, or humiliate you? Or, act in any way that 
made you afraid that you might be physically hurt? 

Emotional abuse 

2. Did a parent or other adult in the household often or very often push, grab, 
slap, or throw something at you? Or ever hit you so hard that you had 
marks or were injured? 

Physical abuse 

3. Did an adult or person at least 5 years older than you ever touch or fondle 
you or have you touch their body in a sexual way? Or attempt or actually 
have oral, anal, or vaginal intercourse with you? 

Sexual abuse 

4. Did you often or very often feel that no one in your family loved you or 
thought you were important or special? Or your family didn’t look out for 
each other, feel close to each other, or support each other? 

Emotional neglect 

5. Did you often or very often feel that you didn’t have enough to eat, had to 
wear dirty clothes, and had no one to protect you? Or your parents were too 
drunk or high to take care of you or take you to the doctor if you needed it? 

Physical neglect 

6. Was a biological parent ever lost to you through death, divorce, separation, 
abandonment or other reason? 

Parental loss 

7. Was your mother or stepmother often or very often pushed, grabbed, 
slapped, or had something thrown at her? Or sometimes, often or very often 
kicked, bitten, hit with a fist, or hit with something hard? Or ever 
repeatedly hit over at least a few minutes or threatened with a gun or knife? 

Mother treated  
violently 

8. Did you live with anyone who was a problem drinker or alcoholic or who 
used street drugs?  

Household substance 
abuse 

9. Was a household member depressed or mentally ill, or did a household 
member attempt suicide? 

Household mental  
illness 

10. Did a household member go to prison? Incarcerated household 
member/ Criminality 

11. Did other kids, including brothers or sisters, often or very often hit you, 
threaten you, pick on you or insult you? 

Peer victimisation 

12. Did you often or very often feel lonely, rejected or that nobody liked you? Isolation/ Peer rejection 

13. Did you live for 2 or more years in a neighbourhood that was dangerous, or 
where you saw people being assaulted? 

Community violence 

14. Was there a period of 2 or more years when your family was very poor or 
on a benefit? 

Low socioeconomic 
status  
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Procedure 

Participants were directed to an online questionnaire on Qualtrics software, Version 

February, 2017 (Qualtrics, 2017).  They were initially asked if they had lived the majority of 

their life before age 18 in New Zealand, and were exited from the survey if they had not.  

Following demographic questions, the questionnaire was presented.  All responses were 

collected anonymously and no information that could potentially identify a participant was 

sought due to the sensitive nature of information being reported.  As an incentive to participate 

respondents could opt to enter a prize draw (1 of 10 $100NZD grocery vouchers), by providing 

their personal email addresses, which were collected and stored separately following submission 

of questionnaire responses.  Contact details were also made available for organisations who 

could offer support to any participants feeling distressed by the content of the questionnaire.  The 

study was reviewed and approved by the University of Auckland Human Ethics Committee and 

data were collected over a period of seven months in 2017. 

Planned and Preliminary Analyses 

Analyses were carried out using IBM SPSS Statistics for Windows, Version 25 (IBM 

Corp, 2017).  Preliminary analyses included inspection of the data set.  Bivariate correlations 

were conducted to determine whether there were significant relationships between variables and 

their subscales.  Descriptive statistics were also computed.  In Study One, a paired-samples t-test, 

a one-way between-groups analysis of variance with post-hoc comparisons, and Pearson’s chi-

square test of independence were used to assess differences between ACE-14 and ACE-10, and 

differences in ACEs between genders. 

In Study Two, the relationship between ACEs and both overall wellbeing and the 

PERMA subscales were explored using simple linear regressions.  First, the data were screened 
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for violations of the assumptions of normality, linearity, and homoscedasticity.  When the data 

were assessed for linearity using a residual versus fitted (predicted) value plot there was some 

non-linearity in the relationship between ACEs and wellbeing.  Specifically, the linear model 

explained the relationship well until the upper range of ACE scores, where the frequency of these 

scores diminished.  For example there were only 30 cases out of 1,266 with an ACE score more 

than 10, which meant the modelled linear relationship became unreliable.  To account for the 

reduced frequency of scores, and in keeping with previous ACE studies (e.g., Anda et al., 1999; 

Cronholm et al., 2015; Dong et al., 2004; Felitti et al., 1998; Hughes et al., 2017), ACE scores of 

four and above were recoded to provide a new value of ≥4 which enhanced the linear equation.  

Accordingly, total ACE scores ranged from 0 to ≥4.  Subsequently the scatter plot of predicted 

values versus residuals was distributed appropriately and showed no concerns with linearity, and 

all other assumptions were met. 

Multiple regression analyses explored the relationships between ACEs, wellbeing, and 

resilience.  In accordance with Tabachnick and Fidell’s (2001) recommendations collinearity 

diagnostics were performed and indicated no cause for concern, as measured by the tolerance 

and variance inflation factors (VIF), which were within acceptable limits (above .10 and less 

than 10 respectively).  With a p < .001 criterion for Mahalanobis distance no outliers were found.  

Case wise diagnostics found nine cases had standardised residual values above 3.0 or below -3.0, 

which was less than 1% (12 cases); the maximum expected in a normally distributed sample 

(Tabacnick & Fidell, 2001).  Measuring the overall influence of these cases on the model, the 

maximum Cook’s Distance value of the cases was 0.24 which was below the accepted 1 (Cook & 

Weisberg, 1982, as cited in Field, 2013). 
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Simple and parallel multiple mediator analyses were conducted using the PROCESS 

regression path analysis modelling tool for SPSS (Hayes, 2017), to identify how ACEs were 

associated with wellbeing, and to explore the possible underlying effects of resilience on that 

relationship.  See Figure 3 for the conceptual diagram of the simple and parallel mediation 

models.  Preacher and Hayes (2004) percentile bootstrap method of mediation was employed, 

where mediation is supported if an indirect effect is statistically significant.  The significance of 

the indirect effect is determined by a 95% bootstrapped confidence interval (95% BsCI) based on 

10,000 bootstrap samples.  In simple mediation a significant mediation effect is considered 

present if there is no 0 within the lower and upper bounds of the confidence interval (Preacher & 

Hayes, 2004; Preacher, Rucker, & Hayes, 2007), and it was used to explore the relationships 

between ACEs, resilience, and wellbeing or PERMA. 

 When investigating more than one potential mediator it is suggested multiple mediator 

models are used due to their parsimony (Fairchild & McDaniel, 2017).  Parallel multiple 

mediator models include several mediators in a singular model, allowing determination of the 

relative magnitude of specific indirect effects across all the mediators entered (Preacher & 

Hayes, 2008).  Mediators can correlate, but should not influence each other through causality, 

and proposed mediators are tested whilst accounting for the shared variance between it and the 

other mediators (Hayes, 2017).  In parallel mediation specific indirect effects and pairwise 

comparisons are produced for each mediator.  A 95% BsCI that does not contain 0 provides 

evidence that whilst controlling for the other mediators the specific indirect effect is significant.  

A confidence interval that straddles 0 suggests no difference (Hayes, 2017).  Consequently, 

parallel mediation models provided a more nuanced assessment (Kane & Ashbaugh, 2017) of the 
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process by which ACE affected wellbeing and PERMA, through the individual resilience factors 

as mediators.  

Mediation Terminology  (Preacher & Hayes, 2008; Warner, 2012)   

In the current study in each mediation model ACE scores were the predictor variable; 

total scores on the RSA – or in the parallel analyses, scores on its associated factors – were the 

mediator variables; and either overall wellbeing or a PERMA domain score was the outcome 

variable.  The path coefficients described below are unstandardized regression coefficients, 

which estimate the strength of the hypothesised associations between variables.  

Path a.  The effect of the predictor variable on the proposed mediator: The effect of 

ACEs on resilience. 

Path b.  The effect of the mediator on the outcome variable controlling for the effect of 

the predictor variable: The effect of resilience on wellbeing, controlling for ACEs.  

Direct effect (c').  The strength of the predictor variable’s independent effect on the 

outcome variable, when the mediator is included and controlled for in the model: The 

independent effect of ACEs on wellbeing, controlling for resilience: c' = c - ab.   

Indirect effect (aibi).  The product of path a x b, estimates the indirect effect of the 

predictor variable on the outcome variable through the proposed mediator.  The indirect effect of 

ACEs on wellbeing through resilience, specifically how much of the change in wellbeing, as 

ACEs increase, is due to resilience: a x b. 

Specific indirect effect (aibi).  In a parallel multiple mediator model the ‘specific’ 

indirect effect is the same as the indirect effect with the addition of controlling for all other 

mediators in the model: The effect of ACEs on wellbeing, through a resilience factor, whilst 

controlling for the other resilience factors: ai x bi.  
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Total effect (c).  The sum of the direct and indirect effects, which is the total relationship 

between the predictor variable and the outcome variable.  The total effect of ACEs on wellbeing: 

c = c' + ab. 
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Figure 3. Conceptual diagram of a parallel multiple mediator model (a), and simple mediation 
model (b), showing the direct and indirect effects of a predictor variable on an outcome variable.  
Note. X = predictor variable; Y = outcome variable; M = mediator; ai = effect of predictor 
variable on the mediator; bi = effects of the mediator variable on the outcome variable, 
controlling for the predictor variable; c' = direct effect of predictor variable on outcome variable, 
when controlling for all mediators in the model; c = total relationship between the predictor 
variable and the outcome variable; aibi = indirect effect of predictor variable on outcome 
variable through a mediator (model b), or specific indirect effect of predictor variable on 
outcome variable through a mediator, whilst controlling for all other mediators (model a). 
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Study One  

Prevalence of Adverse Childhood Experiences in a New Zealand Context 

Adverse childhood experiences became commonly referred to as ACEs following    

Felitti et al.’s (1998) seminal study examining the prevalence and impact of childhood abuse 

including: physical, emotional and sexual abuse, physical and emotional neglect, and household 

dysfunction such as parental separation, violence towards mother, household mental illness, 

substance abuse and incarcerated household member.  Over the last two decades their findings 

have been replicated (see reviews by Hughes, Lowey, Quigg, & Bellis, 2016; Zarse et al., 2019), 

but more recent research has identified the scale as being limited in its breadth of ACEs 

(Cronholm et al., 2015; Karatekin & Hill, 2018; Manyema et al., 2018; Mersky et al., 2017; 

Morrill et al., 2019; Wade et al., 2016, 2014).   

Childhood adversity has traditionally referred to individual experiences such as physical, 

emotional and sexual abuse, neglect, and environmental circumstances such as exposure to 

domestic violence, or a parent with a mental illness or substance abuse problem.  More recent 

conceptualisations of childhood adversity recognise the effects of experiences at the community 

level such as exposure to neighbourhood violence, or living below the poverty line (McLaughlin, 

2016).  Accordingly, contemporary measures of childhood adversity have integrated a broader 

range of experiences (Cronholm et al., 2015; Finkelhor et al., 2013, 2015; Mersky et al., 2017; 

Morrill et al., 2019).   

Finkelhor, Shattuck, Turner, and Hamby (2013, 2015) were responsible for creating one 

such measure, expanding the original ACE scale to include four community level adversities: 

peer isolation and rejection, peer victimisation, low socioeconomic status and exposure to 

community violence.  However, owing to their recent development, few studies have used the 
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newer proposed scales to explore the prevalence and interrelationships of an expanded set of 

adversities.  There are also no studies of a New Zealand sample using an expanded adverse 

childhood experiences (ACEs) scale, which is one focus of this study.  

Aims  

Finkelhor et al. (2013, 2015) developed the ACE-14 using a sample aged 10 to 17, 

however, ACEs may not have yet been encountered by their adolescent population.  The current 

study will, therefore, be one of the first to use the ACE-14 on a large sample of age appropriate 

participants, recalling experiences from the first 18 years of life.  The age limit of 35 was chosen 

because the memories and impacts of ACEs are likely to be more recent and salient than in older 

adults, thereby leaving the frailty of retrospective memory as less of a concern (Krosnick & 

Presser, 2010).  Inclusion of participants in older age groups could have increased the likelihood 

of recall bias and an increased rate of false negatives, leading to ACEs being underreported 

(Hardt & Rutter, 2004). 

The first aim of Study One was to examine the prevalence of an expanded set of ACEs, 

including those at the community level, in a large sample approximating the New Zealand 

population, and using a methodology sympathetic to the personal and often distressing 

experience of reporting childhood traumas.  The second aim was to investigate whether the 

additional four ACE items in Finkelhor et al.’s ( 2013, 2015) revised measure added to our 

understanding of the breadth of childhood traumas.  Consequently the study examines not only 

the frequency of ACE endorsed by the sample, but also whether, as hypothesised, ACE total 

scores based on the 14 item scale are significantly higher than those based on the original ten 

item scale.  Thirdly, the study sought to explore the relationship between gender and ACEs.  The 

aim was to examine any heterogeneity in ACE scores between female, male, and gender diverse 
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participants; in recognition that ACE research has traditionally only allowed participants to 

represent themselves as from the gender binary.  

Results 

Prevalence of Individual Adverse Childhood Experiences 

Figure 4 depicts the proportion of participants endorsing “yes” to each ACE, whilst   

Table 7 shows the frequency of these endorsements in the total sample.  Of the original ACE 

items a household member experiencing mental illness or attempting suicide was the most 

prevalent (40.8%), whilst emotional maltreatment was endorsed by much of the sample with one 

third of participants reporting emotional abuse (34.0%) and emotional neglect (31.0%).  More 

than one quarter endorsed parental loss (27.6%) and living with someone with a substance abuse 

problem (27.4%).  Other forms of abuse were less common with nearly one fifth of the sample 

experiencing physical abuse (19.3%) and just under one sixth of the sample experiencing sexual 

abuse (15.6%).  Physical neglect, mother treated violently, and incarcerated household member 

were less frequently endorsed.  

Three of the four additional ACEs were common in the sample.  Peer maltreatment was 

common with more than half the participants endorsing isolation and peer rejection (51.5%), and 

greater than one third of participants endorsing peer victimisation (36.7%).  One third of the 

sample had also experienced economic deprivation, with their household being very poor or 

relying on a benefit for a period of two years or more (32.9%).  Exposure to community violence 

was less widespread with 12.3% of the sample having lived in a neighbourhood considered 

dangerous, or where they saw people being assaulted.  Overall, the additional ACEs related to 

peer relationships, along with household mental illness, made up the top three ACEs in the 

sample.
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Table 7.  

Prevalence of Adverse Childhood Experiences (N = 1,266) 

Construct Frequency Percentage (%) 
Peer Isolation/ 
Rejection 652 51.5 

Household 
Mental Illness 

517 40.8 

Peer 
Victimisation 

464 36.7 

Emotional Abuse 431 34.0 

Low Socioeconomic 
Status 416 32.9 

Emotional Neglect 392 31.0 

Parental Loss 350 27.6 

Household 
Substance Abuse 

347 27.4 

Physical Abuse 244 19.3 

Sexual Abuse 198 15.6 

Exposure to 
Community Violence 156 12.3 

Mother Treated 
Violently 103 8.1 

Physical Neglect 101 8.0 

Incarcerated 
Household Member 55 4.3 

Total ACE Scores 

Table 8 displays descriptive statistics for ACE-10 and ACE-14 total scores. ACE-14 total 

scores ranged from 0 to 13, with a mean of 3.50 and a median of 3.00.  Conventionally, studies 

using the ACE scale have presented ACE frequency data as scores of 0, 1, 2, 3, or ≥4.  As shown 

in Figure 5, experiencing multiple ACEs was common.  Only 17.9% of the sample had not 
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experienced any ACEs, with over 82% of the sample having experienced one or more ACEs and 

43.2% having suffered four or more ACEs.  

 

 

 

 

 

 

 

 

 

 

 

 

Figure 5.  Frequency of total ACE scores in the sample for the ACE-10 and ACE-14 scales (%) 

 

Table 8.  

Descriptive Statistics for Total Scores of  ACE-10 and ACE-14 

(N = 1,266) 

     Statistic ACE-14 ACE-10 

Mean 3.50 2.16 
Median 3.00 2.00 
Standard Deviation 3.01 2.20 
Minimum 0 0 
Maximum 13.00 10.00 
Range 13.00 10.00 
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Utility of Additional ACE Items  

The utility of the additional four ACE items (community violence, isolation/peer 

rejection, peer victimisation and low socioeconomic status), in understanding the prevalence of 

ACEs in New Zealand was explored by analysing whether total scores based on ACE-14 were 

significantly different to total scores based on the 10 items that comprised the original ACE 

scale.  As shown in Table 8, the mean ACE-14 total score was 1.34 ACEs higher than the mean 

ACE-10 score.  In other words, on average participants reported at least one extra ACE when 

responding to the ACE-14 compared to the questions that comprised the original scale.  A 

paired-samples t-test was conducted, which found a significant difference between ACE-14 total 

scores and scores derived from the original ACE scale, t(1265) = 41.5, p < .001.  The difference 

between the ACE-10 and ACE-14 means corresponded to a large effect size, d = 0.61.  

Figure 5 illustrates the percentage of participants with ACE scores of 0, 1, 2, 3 or ≥4. 

Exclusion of the ACE-14’s additional four items increased the number of participants who had 

experienced zero ACEs from 17.9% to 29.5% of the sample, whilst those who had experienced 

four or more ACEs fell from 43.2% to 24.5% of the sample.  By excluding these four ACE items 

146 participants, or 11.6% of the sample, were not represented in the data as having experienced 

any childhood adversities.  Figure 6 displays the overlapping relationships between having no 

ACEs, exposure to ACEs from the original scale, exposure to the additional four ACE-14 items, 

or exposure to both.  The percentage of the sample who had only been exposed to either ACE-10 

items or the additional items from ACE-14 were almost the same (11.8% vs. 11.6% respectively), 

whilst the majority of the sample had experiences from both ACE-10 and ACE-14 (58.7%).  
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Figure 6. Overlapping exposure to ACE items from ACE-10 and the additional four items from 
ACE-14. Adapted from “Adverse childhood experiences: Expanding the concept of adversity,” 
P. Cronholm, C. Forke, R. Wade, M. Bair-Merritt, M. Davis, M. Harkins-Schwarz, L. Pachter 
and J. Fein, 2015, American Journal of Preventive Medicine, 49, (3), p.357. 

 

Exploring Gender Differences in Experiences of Childhood Adversity  

 
Table 9 displays the descriptive statistics for the prevalence of ACEs by gender.  Females 

had a higher mean ACE total score than males, but gender diverse peoples not only had a much 

higher mean total ACE score, but all participants had experienced a minimum of two ACEs.  A 

one-way between-groups analysis of variance was conducted to further explore the impact of 

gender on number of ACEs experienced, as measured by the ACE-14.  Normality checks and 

Levene’s test were carried out and the assumptions met.  There was a statistically significant 

difference between groups, F(2, 1263) = 16.49, p < .001.  The effect size calculated using omega 

squared was .15, which corresponded to a large effect, and indicated 15% of the variance in 

ACE-14 scores was due to gender.  Post-hoc comparisons using Hochberg’s GT2, chosen due to 

the magnitude of difference in sample sizes, revealed ACE-14 scores were significantly higher 
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for gender diverse participants compared to both males and females (p < .001), and female 

participants had significantly higher ACE scores than male participants (p < .001). 

The relationship between individual ACE categories and gender are displayed in Table 

10.  Variations in the prevalence of the types of ACEs experienced by the three gender categories 

was confirmed.  Compared to males, females experienced higher rates across all ACE categories, 

except exposure to community violence and peer victimisation.  Compared to both males and 

females, gender diverse participants had higher rates across all individual ACEs, except for 

mother treated violently.  Particularly high rates of peer isolation and rejection were found; 

though it was the most common ACE for all participants (females = 52.5%; males = 45.9%), this 

experience was especially pronounced amongst gender diverse participants (85.7%).  

Associations were explored using Pearson’s chi-square test of independence, which found 

significant relationships between gender and all ACEs at the p < .05 level, except for mother 

treated violently, incarcerated household member and peer victimisation.  However, Cramér’s V 

indicated the associations between gender and individual ACEs were weak.  

 

 

 

 

 

 

 

 

 

Table 9. 

Descriptive Statistics for ACE-14 Scores by Gender (N = 1,266) 

Statistic Female 
(n = 995) 

Male 
(n = 257) 

Gender 
Diverse 
(n = 14) 

Mean 3.60 2.87 7.07 

Median 3.00 2.00 7.50 

SD 3.01 2.85 3.01 

Minimum 0.00 0.00 2.00 

Maximum 13.00 12.00 10.00 

Range 13.00 12.00 8.00 
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Table 10. 

Prevalence and Differences in Adverse Childhood Experiences Between Gender Categories (N = 1,266) 

       
    Construct      Female 

 
Male 

 
 Gender Diverse 

 

 

 

 

 

 

 n = 995 % n = 257 %  n = 14 % χ2 Sig. φc 

Emotional Abuse 363 36.5 59 23.0 9 64.3 22.41 < .001 .133 

Physical Abuse  199 20.0 38 14.8 7 50.0 12.16 .002 .098 

Sexual Abuse 170 17.1 22 8.6 6 42.9 19.20 < .001 .123 

Emotional Neglect 327 32.9 55 21.4 10 71.4 23.40 < .001 .136 

Physical Neglect 81 8.1 14 5.4 6 42.9 25.48 < .001 .142 

Parental Loss 278 27.9 63 24.5 9 64.3 10.70 .005 .092 

Mother Treated 
Violently 

86 8.6 16 6.2 1 7.1 1.62 .446 .036 

Household  
Substance Abuse 

278 27.9 61 23.7 8 57.1 8.11 .017 .080 

Household  
Mental Illness 

436 43.8 73 28.4 8 57.1 21.64 < .001 .130 

Incarcerated 
Household Member 

46 4.6 7 2.7 2 14.3 5.14 .077 .064 

Peer  
Victimisation 

359 36.1 97 37.7 8 57.1 2.80 .246 .047 

Peer Isolation/ 
Rejection 

522 52.5 118 45.9 12 85.7 10.14 .006 .089 

Exposure to 
Community Violence 

110 11.1 42 16.3 4 28.6 8.74 .013 .083 

Low Socioeconomic 
Status 

334 33.6 73 28.4 9 64.3 8.81 .012 .083 

Note. χ2 = chi-square test of independence; φc = Cramer’s V; df = 2. 

 
Discussion 

The main aims of the current study were to explore the prevalence of ACEs in a New 

Zealand sample and to examine the utility of the additional four ACE items included in 

Finkelhor et al.’s (2013, 2015) revised ACE scale (ACE-14).  Findings from the current study 



THE ROOTS OF RESILIENCE 69 

revealed high rates of ACEs among a sample of 1,266 participants who grew up in New Zealand; 

consistent with previous reports on the prevalence of child abuse and household dysfunction in 

New Zealand (Clark et al., 2013; Duncanson et al., 2018; Fanslow et al., 2007; Kljakovic, Hunt, 

& Jose, 2015).  Multiple ACEs were very common in the study sample, and rates were similar to 

a Russian survey that found 84.6% of young adult students had experienced one or more ACEs 

(World Health Organization Regional Office for Europe, 2014).  Findings were also in line with 

other studies of adult populations that have used expanded ACE scales and found the prevalence 

of one or more ACEs to be very high, when including ACEs such as being spanked as a child; 

(Merrick et al., 2017), or chronic illness, unemployment and parental death  (Manyema, Norris, 

& Richter, 2018).  Although the rates of ACEs in the current study were consistent with studies 

using representative samples, it is important to note that in selected samples or special 

populations rates of ACEs are even higher (Bevan, 2017; Mersky et al., 2017; Stambaugh et al., 

2013).  

The expansion of the original ACE scale to include community level adverse experiences 

was endorsed.  The majority of participants experienced ACEs from both the ACE-10 and ACE-

14 scales, and the percentage of participants scoring four or more on the ACE-14 was almost 

halved when ACE total scores were calculated using the ACE-10.  This finding contributes to 

mounting support in the literature for the use of expanded measures to capture important and 

detrimental experiences not previously recorded by the ACE-10 (Cronholm et al., 2015; 

Karatekin & Hill, 2018; Lee et al., 2017; World Health Organisation, 2009).  In the current 

study, excluding the four additional ACEs would have equated to over 11% of the sample with 

ACEs just from ACE-14 being overlooked. This result corroborates Cronholm et al.’s (2015) 
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study, which found 13.9% of participants went unrecognised as having ACEs without additional 

items, including witnessing violence and bullying.  

In contrast to some other expanded ACE scale studies, the increase in the mean total 

score between ACE-10 and ACE-14 was much smaller.  A possible explanation for this 

inconsistency could be the fact that the other studies had larger inventories of ACE items in their 

expanded measures; for example 17 items (Mersky et al., 2017), 28 items (Morrill et al., 2019), 

and 33 items (Karatekin & Hill, 2018).  This explanation is further supported by the fact that, 

when both using just the ACE-10, the current study and Morrill et al. (2019) found a comparable 

mean total score.  Furthermore, Merrick et al. (2017), who used an ACE scale somewhat similar 

to the current study, in that it had been minimally expanded by only one item, found almost the 

same percentage increase as the current study, in those who had experienced one or more ACEs, 

on the ACE-10 versus their expanded scale.  Overall, the results of the current study indicate use 

of an expanded ACE scale is warranted and useful in its representation of a wider range of 

common childhood adversities.  

Additional aims were to explore gender differences in the frequency of ACEs.  Consistent 

with extant international research, females experienced a significantly higher number of ACEs 

than males (Baglivio & Epps, 2016; Baglivio et al., 2014; Cavanaugh et al., 2015; Dong et al., 

2003; Liu et al., 2013).  This was evident across all ACE categories except exposure to 

community violence, where males experienced higher rates than females, which is consistent 

with a recent study, who also called for its inclusion in the ACE scale (Lee et al., 2017).  Gender 

diverse respondents were found to have alarmingly high statistics, and experienced higher rates 

across all ACE items except mother treated violently.  This is in line with other findings that 

gender minorities are victims of very high rates of abuse and interpersonal violence (Gast et al., 
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2011a).  They also experienced higher rates across all ACE items except mother treated 

violently.  Peer victimisation, and peer isolation and rejection was the most common ACE for all 

genders, but were especially prevalent in the experiences of gender diverse people, which is in 

line with what has been found internationally (Grant et al., 2010).  Overall, the evidence from the 

current study suggests gender diverse peoples are at a much higher risk of experiencing 

cumulative childhood trauma than both females and males. 

The current study adds to the growing body of knowledge regarding the pervasiveness 

and typology of ACEs, including less researched adverse experiences occurring outside the 

home, such as bullying victimisation - a form of youth violence, and exposure to community 

violence.  The findings of the current study also supported the use of an expanded ACE scale, 

and provided the rationale for doing so in Study Two. 

Study Two 

 Resilience as a Mediator between Adverse Childhood Experiences and Wellbeing 

The literature on adverse childhood experiences (ACEs) as predictors of negative 

outcomes in adulthood is extensive with links found between various ACEs and physical health 

risk factors and disease (Felitti et al., 1998), internalising mental health and externalising 

behavioural problems (Han, Choi, & Jung, 2016; Moylan et al., 2010), psychological distress 

(Björkenstam et al., 2015), personality disorders (Raposo et al., 2014), psychosis (Bell, Foulds, 

Horwood, Mulder, & Boden, 2019), substance abuse (Bellis, Lowey, Leckenby, Hughes, & 

Harrison, 2014), higher rates of delinquency and criminality including violence (Topitzes et al., 

2012; Watts & McNulty, 2013; Widom & Maxfield, 2001), and a decreased likelihood of  

attaining important normative roles such as graduating from high school or gaining employment 

(Allwood & Widom, 2013).  Yet high ACE scores are not definitive of negative adult outcomes.  



THE ROOTS OF RESILIENCE 72 

Many people who experience numerous childhood adversities do not go on to experience the 

detrimental effects that might be expected (see Luthar, 2003; Masten, Best, & Garmezy, 1990; 

Werner, 1989).  However, relative to the extensive literature on negative outcomes associated 

with an accumulation of ACEs, little is known about the relationship between ACEs and 

wellbeing in adulthood, or the attributes of those that manage to overcome the odds stacked 

against them, and go on to experience high levels of wellbeing as adults despite early adversities.  

Accordingly, the current study sought to explore links between ACEs, wellbeing and resilience.   

Aims 

The aims of the study were as follows: 

1. Explore the effects of ACEs on wellbeing. 

2. Determine whether ACEs significantly affect all domains of wellbeing. 

3. Examine whether resilience was a mediator of the relationship between ACEs and 

wellbeing. 

4. Determine whether there were factors of resilience that were more influential as 

mediators of the relationship between ACEs and wellbeing.  

Results 

Descriptive Statistics  

Wellbeing.  Table 11 displays the descriptive statistics of the overall wellbeing scores and 

the five wellbeing domains: positive emotion, engagement, relationships, meaning and 

accomplishment (PERMA).  Among the PERMA subscales where possible scores ranged from 0 

to 10, and 10 indicated that the participant perceived themselves as having extremely high levels 

or optimally flourishing in that domain, participants scored highest on Relationships (M = 6.80) 

and lowest on Positive Emotion (M = 6.09 ).  Overall wellbeing scores ranged from 0.75 to 9.69, 
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again out of a possible 0 to 10, with 10 being the perception one is flourishing, or has maximum 

subjective wellbeing.  The mean was 6.46 (SD = 1 .49), with a median of 6.63.    

Table 11. 

Pearson Correlation Coefficients and Descriptive Statistics for ACE-14, PERMA-Profiler and RSA  

Variable 1 2 3 4 5 6 7 8 9 10 11 12 13 14 

1. ACE - -.31 -.17 -.31 -.21 -.23 -.30 -.26 -.15 -.10 -.17 -.52 -.35 -.41 

2.  P  - .61 .69 .71 .61 .89 .62 .51 .24 .43 .40 .54 .68 

3.  E   - .44 .59 .53 .74 .48 .41 .18 .33 .24 .35 .49 

4.  R    - .59 .48 .79 .46 .43 .24 .39 .44 .70 .67 

5.  M     - .71 .88 .61 .68 .35 .38 .32 .49 .68 

6.  A      - .78 .59 .60 .45 .29 .29 .40 .61 

7. WB       - .67 .64 .35 .45 .42 .61 .77 

8.  PS        - .59 .31 .46 .33 .44 .76 

9.  PF         - .38 .34 .26 .40 .69 

10. SS          - .08 .18 .21 .46 

11. SC           - .24 .48 .66 

12. FC            - .55 .68 

13. SR             - .79 

14. RS              - 

M 3.50 6.09 6.68 6.80 6.34 6.42 6.46 27.03 19.19 18.12 27.44 28.55 39.33 159.65 

SD 3.01 1.75 1.55 1.94 2.05 1.69 1.49 7.03 5.49 5.00 7.29 8.33 7.47 27.77 

Possible 
Range  0-14 0-10 0-10 0-10 0-10 0-10 0-10 6-42 4-28 4-28 6-42 6-42 7-49 33-231 

Range  13 10 9 9.67 10 9.67 8.94 36 24 24 36 36 42 157 

Note. P = positive emotion; E = engagement; R = relationships; M = meaning; A = accomplishment; WB = 
wellbeing; PS = perception of self; PF = planned future; SS = structured style; SC = social competence; FC = 
family cohesion; SR = social resources; RS = resilience 

* All correlations were significant at p < .01 (2-tailed) 
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Resilience.  Table 11 also displays the descriptive statistics of the six RSA factors: 

perception of self, perception of future, structured style, social competence, family cohesion and 

social resources.  Due to each factor having a different number of questions possible scores 

varied, and ranged from 4 to 28 for perception of future, up to 7 to 49 for social resources.  

Higher scores indicated the participant perceived themselves to have more of that resilience 

resource.  The total resilience scores of the sample ranged from 66 to 223 out of a possible 33 to 

231, with higher scores indicative of higher levels of resilience, or total resources to assist 

adaptation to psychosocial adversities.  The mean was 159.65 (SD = 27.77), with a median of 

162. 

Adverse Childhood Experiences. As previously outlined, Table 8 displays the 

descriptive statistics for the mean ACE scores.  Table 12 displays the frequency of total ACE 

scores.  In keeping with previous ACE studies, and to meet the assumption of linearity, these data 

are presented as ACE scores of 0, 1, 2, 3, or ≥4.  High rates of ACEs were found in the study; 

43.2% of the sample had experienced four or more, and only 17.9% had experienced no ACEs.  

 

 

 

 

 

 

Correlations between variables.  In preparation for further analyses, Pearson correlation 

coefficients were calculated to examine the magnitude and direction of the relationships between 

all model variables: ACEs, Wellbeing including the PERMA subscales, and Resilience including 

Table 12.  

Frequencies of Total ACE Scores (N = 1,266) 

Total ACE Score 0 1 2 3 ≥4   

n 226 188 165 140 547   

% 17.9 14.8 13.0 11.1 43.2   
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the RSA factors, which can be seen in Table 11.  The correlations were all significant at the         

p < .001 level, and all variables and subscales were correlated in the expected directions. 

Wellbeing correlated highly with resilience (r = .77); and ACEs correlated negatively with 

wellbeing (r = -.30), and resilience (r = -.41).  The correlation matrices also showed no 

multicollinearity, between the ACE-14, PERMA-Profiler, RSA or their associated subscales, 

where variables are very highly correlated at r = .90 and above (Tabacnick & Fidell, 2001).  

Regression of Adverse Childhood Experiences on Wellbeing  

Question 1:  Do ACEs affect wellbeing?   

To explore whether there was an effect of childhood adversities on current subjective 

wellbeing a simple regression was performed with wellbeing as the dependent variable and 

ACEs as the independent variable.  The model found ACE-14 was a significant predictor of 

wellbeing (F(1, 1264) = 127.572, p < .001), as shown in Table 13, with an R² of .092, indicating 

the model explained 9.2% of the shared variance.  That is, ACEs explained almost 10% of the 

variance in respondents’ scores on the PERMA-Profiler, indicating there were other factors 

impacting someone’s wellbeing, in conjunction with their experience of ACEs.  Table 13 also 

shows the main effect of the regression calculation, which showed every additional ACE was 

associated with a 0.287 decrease in the overall wellbeing score (where wellbeing ranged from     

0 – 10). 
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Table 13.  

Linear Regression Analyses Predicting Wellbeing Scales From ACE Score (N = 1,266) 

     Scale R² F B SE β t 95% CI 

Positive Emotion .097 135.146* -0.345 0.030 -0.311 -11.625* [-.403, -.287] 

Relationships .093 129.964* -0.376 0.033 -0.305 -11.400* [-.441, -.311] 

Meaning .042 55.344* -0.267 0.036 -0.205 -7.439* [-.337, -.197] 

Accomplishment .052 69.263* -0.244 0.029 -0.228 -8.322* [-.301, -.186] 

Overall Wellbeing .092 127.572* -0.287 0.025 -0.30. -11.295* [-.337, -.237] 

Note. CI = confidence interval. df for all = (1, 1264). 
* p < .001. 

  

 

Question 2:  Do ACEs significantly affect all domains of wellbeing?   

To explore the relationship between ACEs and the PERMA subscales, individual 

regression analyses were conducted with ACE as the independent variable and each PERMA 

subscale as a dependent variable.  Engagement was not included in the analyses due to its low 

Cronbach’s alpha (α = .61).  The main effects of the regression analyses are reported in Table 13.  

They show that each PERMA domain model achieved significance, with modest levels of 

variance in domain scores explained by the R², ranging from .042 to .097.   

Positive emotions were meaningfully affected with the total variance explained higher 

than the other PERMA domains (R² = .097).  An additional ACE decreased positive emotion by 

0.345, where scores ranged from 0 to 10.  Positive emotion was also the domain that on average 

participants had rated themselves the lowest on.  ACEs seemingly had a greater effect on 

relationships, with every additional ACE decreasing relationships by 0.376, but for the purposes 

of comparison, the variance explained by the model (R² = .093), was slightly less than the model 

explaining positive emotion.  Relationships were also the domain that, on average, participants 

had rated themselves most highly.  Overall, ACEs had a significant effect on all PERMA 
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domains.  However, the small variance in scores explained by the models (between 

approximately 4% and 10%) indicated there were other important contributors to PERMA, 

which should be considered to understand the relationship between wellbeing and childhood 

adversities. 

Simple Mediation Analyses 

Question 3:  Does resilience mediate the relationship between ACEs and wellbeing? 

Resilience.  In order to investigate resilience as a mediator of ACEs and wellbeing, the 

relationship between ACEs and resilience was first explored through simple regression.  The 

model established that ACE-14 was a significant predictor of resilience   (F(1, 1264) = 252.965, 

p < .001), with an R² of .167, indicating the model explained 16.7% of the variance in 

respondents’ scores on the Resilience Scale for Adults.  Path a on Figure 7 shows the main effect 

of the regression calculation, namely: a = -7.195, SE = 0.452, t = -15.905, p < .001,                

95% CI [-8.082, -6.307].  That is, for every additional ACE, resilience scores were diminished by 

7.195 (where resilience ranged from 33 to 231).  The b(i) path coefficients, displayed on Figure 7 

(for overall wellbeing) and Figure 8 (for the PERMA domains), were also significant.  They 

showed that controlling for ACEs, an increase in resilience improved overall wellbeing, and 

positive emotions, relationships, meaning and accomplishment.  

Overall wellbeing.  To explore the relationship between ACEs and wellbeing through 

resilience, a simple mediation model was created, with ACEs as the predictor variable, wellbeing 

as the outcome and resilience as the mediator, which can be seen in Figure 7.  The results 

indicated that with the addition of resilience the model was a significant predictor of wellbeing 

(F(2, 1263) = 909.985, p < .001).  The R² of .590 suggested the inclusion of resilience 
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significantly contributed to the explained variance, and the model was considerably better than 

the model predicting wellbeing from ACEs alone (R² = .092).   

 

 

Figure 7. Path coefficients for a simple mediation model predicting ACEs effects on overall 
wellbeing through resilience. 
Note. a = effect of ACEs on resilience; b = effects of resilience on PERMA controlling for ACEs; 
c' = direct effect of ACEs on PERMA controlling for resilience; c = total relationship between 
ACEs and wellbeing; ab = indirect effect of ACEs on PERMA through resilience. 
* p < .001. † = 95% Boot strapped confidence interval that does not cross 0, indicating a 
significant mediation effect. 
 

As seen in Figure 7, when controlling for ACEs, resilience predicted increased wellbeing 

(b = 0.042, p < .001).  Also, with the addition of resilience to the model, the direct or 

independent effect of ACEs no longer contributed significantly to the estimation of wellbeing (c' 

= 0.012, p = .506), when resilience was controlled for.  Taken together with the consideration 

that ACEs had correlated significantly with wellbeing, it suggests resilience resources had 

explained much of the shared variance between ACEs and wellbeing. 

 A 95% confidence interval based on boot strapping of 10,000 samples (95% BsCI) 

estimated that the indirect effect (ab = -0.299) was significant as it was entirely below zero        
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[-0.337, -0.261], and resilience was a mediator of the relationship between ACEs and wellbeing.  

That is, for every increase in ACEs a .299 decrease in wellbeing is predicted through the negative 

effects of ACEs on resilience.  There was little evidence ACEs had much of an effect 

independent of their effect on wellbeing through resilience.  

Due to the discrepant scales of measurement between the RSA and the PERMA-Profiler, 

the unstandardised coefficient of b = 0.042 was converted in to the standardised coefficient,       

β = 0.774, p < .001, to interpret using the measurement scale of wellbeing, what the significant 

unique contribution of resilience to the model explaining wellbeing was, whilst controlling for 

ACEs.  An increase in resilience by 1 SD (27.77), increased wellbeing by 0.774 SD.  Using the 

standard deviations from Table 11, when the variance explained by ACEs was controlled for, a 

27.77 increase in RSA score (where scores ranged from 33 to 231), increased wellbeing scores 

by 1.15 (where wellbeing scores ranged from 0 to 10).  

To further explore patterns of mediation by disaggregating wellbeing in to its PERMA 

domains, four further models were tested with positive emotions, relationships, meaning, and 

accomplishment as the outcome variables.  Figure 8 show the unstandardized coefficients for the 

modelled mediation relationships between ACEs, resilience, and positive emotions, relationships, 

meaning, and accomplishment.  As can be seen, the a pathway (-7.195) from ACEs to resilience 

is the same for all PERMA wellbeing domains.  The bi and c'i (direct) pathways are also 

displayed, along with the indirect effects (a ibi), which sit atop the wellbeing domain they pertain 

to.  The c path is not displayed on the figure but they are the same as the main effect of the 

regression models discussed in Question 2, and can be seen as the unstandardised coefficient B in 

Table 13.  
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Figure 8. Path coefficients for four simple mediation models predicting ACEs effects on the 
wellbeing domains positive emotion, relationships, meaning, and accomplishment (PERMA), 
through resilience. 
Note. Accomp. = Accomplishment. a = effect of ACEs on resilience; b i = effect of resilience on 
the PERMA domain, controlling for ACEs; c'i = direct effect of ACEs on the PERMA domain, 
controlling for resilience; abi = indirect effect of ACEs on PERMA through resilience.  
* p < .001. † = 95% Boot strapped confidence interval that does not cross 0, indicating a 
significant mediation effect. 
 
 

Positive emotion.  The model predicting positive emotion from ACEs through resilience 

was significant, F(2, 1263) = 541.642, p < .001, and the R² of .462 suggested the model predicted 

46.2% of the explained variance in positive emotion scores, a substantial increase from R² = .097 

or 9.7% in the model without resilience.  While the total effect was significant                           

(c1 = -0.345, p < .001), the direct, or independent effect, of ACEs on relationships was not 

significant when resilience was controlled for (c'1 = -0.045, p = .074).  Resilience served to 

weaken the ACEs coefficient, suggesting resilience explained some of the shared variance 

between ACEs and positive emotion.  Controlling for ACEs, resilience also increased positive 

emotion (b1 = 0.042, p < .001), and was a mediator of the relationship between ACEs and 
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positive emotion (a1b1 = -0.300, 95% BsCI = -0.342, -0.260), as shown by the percentile boot 

strapped confidence interval which does not cross zero.  

Relationships.  The model predicting relationships from ACEs through resilience was 

significant, F(2, 1263) = 508.366, p < .001, and again showed the contribution of resilience 

substantially increased the variance explained by the model from R² = .093 to R² = .446.  The 

total effect was significant (c2 = -0.376, p < .001), but the direct effect of ACEs on relationships, 

when resilience was controlled for, was not (c'2 = -0.049, p = .084), suggesting ACEs did not 

contribute significantly to relationships when resilience was controlled for.  Resilience also 

predicted relationships controlling for ACEs (b2 = 0.045, p < .001) and was a mediator between 

ACEs and relationships (a2b2 = -0.327, 95% BsCI = -0.373, -0.283).  

Meaning.  The model predicting meaning from ACEs through resilience was significant 

F(2, 1263) = 558.028, p < .001, R² = .469, and accounted for much more of the variance in 

wellbeing scores than the model with just ACEs (R² .042).  The total effect was significant         

(c3 = -0.267, p < .001); and in this domain, when resilience was controlled for, so was the direct 

effect (c'3 = 0.114, p < .001), which suggested that those who differ by one ACE but are equally 

resilient, are estimated to have 0.11 higher meaning scores.  Resilience predicted meaning 

controlling for ACEs (b3 = 0.053, p < .001), and there was also an indirect effect of ACEs on 

meaning (a3b3 = -0.381, 95% BsCI = -0.435, -0.329), with an increase in ACE score predicting a 

decrease in meaning through the effects of ACEs on resilience.  Taken together these results 

appear to show that overall ACEs decreased meaning, but when resilience was controlled for, 

ACEs independently increased meaning; but resilience also had an indirect effect, with ACEs 

decreasing resilience, which in turn decreased meaning, possibly due to competitive mediation. 
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Accomplishment.  The model predicting accomplishment from ACEs through resilience 

was significant, F(2, 1263) = 389.772, p < .001, and the R² of .382 showed the model predicted a 

sizeable amount of the variance in accomplishment scores, compared to the model without 

resilience (R² = .052).  The total effect was significant (c4 = -0.244 p < .001), but the direct effect 

was not (c'4 = 0.031, p = .233), suggesting ACEs did not significantly contribute to 

accomplishment when resilience was controlled for.  Resilience predicted accomplishment 

controlling for ACEs (b4 = 0.038, p < .001), and was a mediator the relationship between ACEs 

and accomplishment (a4b4 = -0.275, 95% BsCI = -0.313, -0.237).  

Overall, the addition of resilience to the models predicting PERMA considerably 

improved the explained variance.  When wellbeing was disaggregated into its constituent parts, 

resilience appeared to similarly mediate the relationships between the PERMA domains and 

ACEs.  There was also evidence that overall, ACEs exerted very little direct or independent 

effects on wellbeing, when resilience was added in to the model and controlled for.  

Parallel Multiple Mediator Analyses 

Question 4:  Which factors of resilience are stronger mediators of the relationship 

between ACEs and wellbeing? 

Individual parallel mediation analyses were conducted for the five domains of wellbeing 

(overall wellbeing, positive emotion, relationships, meaning and accomplishment), with ACEs as 

the predictor variable and the six factors of resilience (perception of self, perception of future, 

structured style, social competence, family cohesion and social resources) as mediators.  The aim 

was to determine whether the specific indirect effects of ACEs on wellbeing, or PERMA, were 

present through all six resilience factors, and the relative strength of each when controlling for all 

other factors of resilience.  Figures 8 to 12 show the parallel mediator models and the 
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unstandardised coefficient pathways for a i and bi, along with the total effects (ci), direct effects 

(c'i), and indirect effects (aibi), which are presented atop or below the resilience factor they relate 

to.  The direct effects in Figures 9 to 13 are slightly different from those seen in the simple 

mediation models in Figure 8, as there are now different mediators entered in the model (one 

combined mediator versus six separated mediators), which account for a different proportion of 

the total effect, and in some cases perhaps accounts for the direct effect of ACEs reaching 

significance.  

Factors of resilience.  The ai path unstandardised coefficients were the same in each 

parallel mediation, and are presented on the models in Figures 9 to 13.  They showed that ACEs 

significantly negatively predicted all six resilience factors at the p < .001 level.  As shown, ACEs 

had the greatest effect on family cohesion (a5 = -2.739), with an increase in one ACE, on 

average, decreasing family cohesion by 2.739, where family cohesion scores ranged from 6 to 

42.  Social resources (a6 = -1.645) and perception of self (a1 = -1.161) were the next most 

affected by ACEs, and structured style was the least affected (a3 = -0.32).  

The bi, path coefficients are shown on each model in Figures 9 to 13, which show the 

effect of each resilience factor on wellbeing, or PERMA, controlling for ACEs.  Of note, family 

cohesion was only significant in predicting positive emotion (b5 = 0.013, p = .023).  Perception 

of future, perception of self and social resources were consistently the best at increasing 

wellbeing, across all the models, when ACEs were controlled for. 

Wellbeing.  The model for the parallel mediation analysis of the relationship between 

ACEs and wellbeing, through the six resilience factors can be seen in Figure 9.  There was a 

direct effect of ACEs on wellbeing (c' = -0.040, p = .032), and holding the other mediators 

constant there were specific indirect effects through perception of self (a1b1 = -0.076, 95% BsCI 
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= -0.096, -0.058), perception of future (a2b2 = -0.041; 95% BsCI = -0.057, -0.025), structured 

style (a3b3 = -0.007, 95% BsCI = -0.013, -0.003), and social competence (a4b4 = -0.008, 95% 

BSCI = -0.015, -0.001); but not through family cohesion (a5b5 = -0.019), as its 95% BsCI 

included zero [-0.042, 0.003].  Social resources had the strongest specific indirect effect        

(a6b6 = -0.096, 95% BsCI = -0.116, -0.076) on the relationship between ACEs and wellbeing.  

Overall, a conclusion was supported that, controlling for the other mediators in the model, social 

resources and perception of self were strongest in their unique abilities to mediate the 

relationship between ACEs and wellbeing. 

Positive Emotion.  Figure 10 displays the relationship between ACEs and positive 

emotion through resilience.  There was a significant direct effect (c' = -0.081, p = .002), and 

whilst controlling for the other resilience factors, there were specific indirect effects on positive 

emotion through perception of future (a2b2 = -0.028; 95% BsCI = -0.043, -0.016), social 

competence (a4b4 = -0.016, 95% BSCI = -0.028, -0.006), family cohesion (a5b5 = -0.034; 95% 

BsCI = -0.068; -0.003), and social resources (a6b6 = -0.086; 95% BsCI = -0.112, -0.061); but not 

structured style (a3b3 = -0.001, 95% BsCI = -0.006, 0.005).  Perception of self (a1b1 = -0.99, 95% 

BsCI = -0.125, -0.074) appeared to have the strongest indirect effect.  
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Figure 9. Path coefficients for a parallel multiple mediation model predicting ACEs effects on 
overall wellbeing, through the six factors of resilience. 
Note. ai = effect of ACEs on the resilience factor; bi = effects of the resilience factor on 
wellbeing, controlling for ACEs; c' = direct effect of ACEs on wellbeing, when controlling for all 
resilience factors in the model; c = total relationship between ACEs and wellbeing; a ibi = 
specific indirect effect of ACEs on wellbeing through a factor of resilience, whilst controlling for 
all other resilience factors. 
* p < .001. † = 95% Boot strapped confidence interval does not cross 0, indicating a significant 
mediation effect. 
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Figure 10.  Path coefficients for a parallel multiple mediation model predicting ACEs effects on 
positive emotion, through the six factors of resilience. 
Note. ai = effect of ACEs on the resilience factor; bi = effects of the resilience factor on positive 
emotion, controlling for ACEs; c' = direct effect of ACEs on positive emotion, when controlling 
for all resilience factors in the model; c = total relationship between ACEs and positive emotion; 
aibi = specific indirect effect of ACEs on positive emotion through a factor of resilience, whilst 
controlling for all other resilience factors. 
* p < .001. † = 95% Boot strapped confidence interval does not cross 0, indicating a significant 
mediation effect. 
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Relationships.  The association between ACEs and relationships through resilience 

factors is displayed in Figure 11.  The direct effect of ACEs on relationships was not significant 

when resilience factors were controlled for (c' = -0.047, p = .096).  Controlling for the other 

mediating factors, there were specific indirect effects through perception of self (a1b1 = -0.037, 

95% BsCI = -0.058, -0.019), perception of future (a2b2 = -0.020; 95% BsCI = -0.034, -0.008) and 

social resources (a6b6 = -0.237; 95% BsCI = -0.278, -0.198), which showed a particularly strong 

indirect effect compared to others in the model. 

Meaning.  The relationship between ACEs and meaning through resilience factors is 

displayed in Figure 12.  There was no evidence that ACEs affected meaning when the 

mechanisms through all resilience factors were accounted for (c' = 0.008, p = .766).  Specific 

indirect effects of ACEs on meaning were found through perception of self (a1b1 = -0.079, 95% 

BsCI = -0.103, -0.057), perception of future (a2b2 = -0.086, 95% BsCI = -0.120, -0.055), 

structured style (a3b3 = -0.009, 95% BsCI = -0.018, -0.003), and social resources (a6b6 = -0.081, 

95% BsCI = -0.110, -0.054).  

Accomplishment.  Figure 13 displays the relationship of ACEs to accomplishment 

through resilience.  When controlling for resilience factors the direct effect of ACEs on 

accomplishment was significant (c' = -0.058, p = .021).  There were also specific indirect effects 

of ACEs on accomplishment through the resilience factors perception of self (a1b1 = -0.083, 95% 

BsCI = -0.108, -0.060), perception of future (a2b2 = -0.049, 95% BsCI = -0.069, -0.030), 

structured style (a3b3 = -0.025, 95% BsCI = -0.039, -0.011), and social resources (a6b6 = -0.034, 

95% BsCI = -0.058, -0.011). 
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Figure 11. Path coefficients for a parallel multiple mediation model predicting ACEs effects on 
relationships, through the six factors of resilience. 
Note. ai = effect of ACEs on the resilience factor; bi = effects of the resilience factor on 
relationships, controlling for ACEs; c' = direct effect of ACEs on relationships, when controlling 
for all resilience factors in the model; c = total relationship between ACEs and relationships;   
aibi = specific indirect effect of ACEs on relationships through a factor of resilience, whilst 
controlling for all other resilience factors. 
* p < .001. † = 95% Boot strapped confidence interval does not cross 0, indicating a significant 
mediation effect. 
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Figure 12.  Path coefficients for a parallel multiple mediation model predicting ACEs effects on 
meaning, through the six factors of resilience. 
Note. ai = effect of ACEs on the resilience factor; bi = effects of the resilience factor on 
meaning, controlling for ACEs; c' = direct effect of ACEs on meaning, when controlling for all 
resilience factors in the model; c = total relationship between ACEs and meaning; aibi = specific 
indirect effect of ACEs on meaning through a factor of resilience, whilst controlling for all other 
resilience factors. 
* p < .001. † = 95% Boot strapped confidence interval does not cross 0, indicating a significant 
mediation effect. 
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Figure 13.  Path coefficients for a parallel multiple mediation model predicting ACEs effects on 
accomplishment, through the six factors of resilience. 
Note. ai = effect of ACEs on the resilience factor; bi = effects of the resilience factor on 
accomplishment, controlling for ACEs; c' = direct effect of ACEs on accomplishment, when 
controlling for all resilience factors in the model; c = total relationship between ACEs and 
accomplishment; aibi = specific indirect effect of ACEs on accomplishment through a factor of 
resilience, whilst controlling for all other resilience factors. 
* p < .001. † = 95% Boot strapped confidence interval does not cross 0, indicating a significant 
mediation effect. 
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Discussion  

The current study found that Adverse Childhood Experiences had a significant and 

negative effect on wellbeing, as was expected given the previously discussed literature on ACEs 

and negative outcomes, including diminished wellbeing in adulthood (Hughes et al., 2016; 

Mosley-Johnson et al., 2018).  Consideration of the PERMA domains showed similar results.  

Engagement was not included in the analyses due to the low reliability of its scale, but ACEs 

significantly predicted decreased wellbeing across the domains of positive emotion, 

relationships, meaning and accomplishment.  Relationships and positive emotions were the most 

affected by ACEs as evidenced by the explained variance of their models.  However, overall, the 

variances explained by the models predicting wellbeing and PERMA from ACEs were small, 

providing the impetus to explore the contribution of resilience in promoting wellbeing in adults 

with experiences of childhood maltreatment. 

 Consistent with literature suggesting that resilience acted as both a significant buffer and 

conduit in the relationship between ACEs and wellbeing (Hughes et al., 2018; Logan-Greene et 

al., 2014), inclusion of resilience in the model explained substantially more of the variance in 

wellbeing scores – approximately 60% from the 10% predicted by ACEs alone. There was no 

evidence of an independent effect of ACEs when its effect on overall wellbeing through 

decreased resilience was accounted for.  Resilience was negatively affected by childhood 

adversity; consistent with other studies that have observed a negative relationship between early 

adversity and adult resilience (Topitzes et al., 2013).  Controlling for ACEs, increasing resilience 

improved wellbeing significantly.  

Resilience was found to be a significant mediator of both overall wellbeing and the 

PERMA domains.  Across the models there was a consistent pattern that showed perception of 
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self, perception of future and social resources as particularly important resilience resources, as 

they had the strongest indirect effects on the relationships between ACEs, wellbeing and the 

PERMA domains.  Structured style and social competence showed significant but much weaker 

effects, and did not seem to be as salient for wellbeing, nor were they as heavily affected by 

ACEs.  Family cohesion was diminished the most by increasing ACEs, and did not appear to 

improve wellbeing even when controlling for ACEs.  This parallels a study that showed people 

with ACEs had decreased family support, increased discord, and that these relationships 

mediated the relationship between ACEs and mental health disorders (McLafferty et al., 2018).  

Overall, when resilience was considered as a whole there was very little evidence of a significant 

relationship between ACEs and wellbeing over and above their relationship through resilience, 

and when resilience was separated in to its constituent factors, there was good evidence that 

perception of self, perception of future, and social resources were the most important resources 

for influencing the relationship between ACEs, wellbeing and PERMA.  

Summary of Empirical Findings 

In a move away from deficit focused research on adverse childhood experiences (ACEs), 

and following implications from previous literature that ACEs though prevalent, need not 

predetermine destiny, this research sought to contribute to the positive psychology literature by 

investigating the prevalence of child maltreatment, and its relationship with resilience and 

wellbeing.  Two studies were conducted using data from respondents to an anonymous online 

questionnaire. 

The first study aimed to investigate the prevalence of ACEs in a large New Zealand 

sample.  Secondly, the study utilised a revised ACE scale, which incorporated a wider range of 

experiences, to explore whether they added significantly to our understanding of the breadth of 
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childhood trauma.  Lastly the relationship between gender and ACEs was explored.  Limitations 

of previous ACE research regarding underreporting due to the sensitive nature of the 

questionnaire were addressed using an anonymous study design.  The study was also one of the 

first to use the revised ACE scale on a sample of age appropriate participants, aged 18 to 35, who 

recalled experiences from their first 18 year of life. 

The second study aimed to investigate the relationship between ACEs and wellbeing, 

utilising the revised ACE scale, and a contemporary and comprehensive measure of wellbeing 

that had not been used before to measure the association between childhood adversity, and 

wellbeing in adulthood.  Limitations identified in the literature regarding proximal versus distal 

effects on wellbeing were addressed via the exploration of childhood events in relation to adult 

outcomes.  Secondly, the study aimed to explore how potential negative trajectories from ACEs 

to low wellbeing in adulthood could be interrupted, through the examination of resilience as a 

hypothesised mediator of the association between ACEs and wellbeing in young adulthood.  

Lastly, the study investigated whether there were factors of resilience that were more influential 

as mediators of that relationship. The analysis of individual wellbeing and resilience factors was 

in line with the theoretical constructs of wellbeing as multidimensional, and resilience as being 

comprised of protective resources.  

This research used three contemporary scales that have not been used widely in their 

respective fields.  ACEs were measured with Finkelhor et al.’s (2013, 2015) 14-item measure 

capturing community level ACEs such as peer isolation and rejection, peer victimisation, low 

socioeconomic status and exposure to community violence, in addition to the 10 conventional 

ACEs, which include abuse, neglect and household dysfunction.  Wellbeing was measured using 

the multidimensional PERMA-Profiler (Butler & Kern, 2016), which encompassed positive 
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emotions, engagement, relationships, meaning and accomplishment.  Finally, resilience was 

evaluated with the Resilience Scale for Adults (Friborg et al., 2003; Hjemdal et al., 2001), where 

resilience was comprised of six factors relating to personal attributes, relationships and external 

support systems.  

Study One 

Utilisation of the expanded ACE scale was supported. The high prevalence of ACEs in 

the study’s 18 to 35 year old age bracket is consistent with Logan-Greene, Green, Nurius, and  

Longhi (2014), who found compared to those 65 and older, 18 to 35 year olds were considerably 

more likely to report experiencing one or more ACEs, and were up to four times more likely to 

report five or more.  They also found the typology of ACEs endorsed differed across time 

periods, for example 18 to 35 year olds were more likely to experience family mental illness, 

divorced parents and an incarcerated family member, than those aged 65 to 79.  These 

differences across cohorts, could perhaps help explain to some degree why contrary to 

expectations, based on previous reports of the pervasiveness of family violence and child abuse 

in New Zealand (Clark et al., 2013; Duncanson et al., 2018; Fanslow & Robinson, 2004; 

Fanslow et al., 2007), the predominant ACEs in the current study were isolation and peer 

rejection, household member with a mental illness or suicide attempt, and peer victimisation, and 

it is important to note that two of these three ACEs came from the revised ACE-14 scale.  In fact, 

physical abuse was indicated by under 10% of the sample.  This could perhaps be in part to the 

use of reasonable force to correct a child being removed from the Crimes Act in 2007.  This 

notion is supported by a study that found students’ reports of being physically harmed by another 

person dropped from 41.1% in 2001, to 28.6% in 2007 (Adolescent Health Research Group, 
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2013), and other reports that public support for physical punishment is steadily declining (Wood, 

2013). 

Perhaps illustrative further of a changing prevalence in categories of ACEs over time, and 

supporting the common finding of a household member with a mental illness in the current 

study, is a report that there has been a 73% increase in mental health services being accessed in 

New Zealand, over the last decade (Ministry of Health, 2019a).  The rate of household mental 

illness in the sample was more than double what was found in the original ACE study (Center for 

Disease Control and Prevention, 2019), but was consistent with Finkelhor et al.’s (2015) study 

that found household mental illness to be the most common ACE.  It is also in line with other 

studies that found high rates of household mental illness (Karatekin & Hill, 2018). For example, 

it has been estimated that between 46.6%  to 83% of New Zealanders will experience a mental 

health disorder at some time in their lives (Oakley-Browne et al., 2006; Schaefer et al., 2017). 

Over half the sample reported isolation and peer rejection, and over one third had been 

victimised by their peers.  These findings are in line with data from the Harvard Second 

Generation Study of Development, which found being bullied was endorsed most frequently, 

using an expanded ACE scale (Morrill et al., 2019); and another study which found feeling 

socially isolated growing up and peer victimisation, were also the first and third most common 

adverse experiences (Karatekin & Hill, 2018).  It is also supported by two New Zealand studies 

which found more than one third of high school students self-reported being bullied and more 

than a quarter reported perpetrating bullying over the previous month (Kljakovic et al., 2015); 

whilst an online self-report found 47% of  15 year old secondary students had been bullied 

sometimes or often in the school year assessed (Marsh, McGee, Nada-Raja, & Williams, 2010).   

These studies, along with the current study, are somewhat illustrative of reports that New 
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Zealand has some of the highest rates of bullying in the developed world (New Zealand Press 

Association, 2009; Petrie, 2009).  By international comparison these are elevated rates, 

particularly compared to Scandinavian countries that report lower prevalence of bullying and 

victimisation and which also have national programmes to address bullying behaviours (Craig et 

al., 2009). 

Corresponding with the possible changing nature of ACEs across age cohorts (Logan-

Greene et al., 2014), it’s plausible the high prevalence of peer victimisation could be explained in 

part by the development and popularity of mobile phones and the internet, which can allow 

unprecedented access to victims outside the school grounds.  This idea is perhaps reflected in a 

study that found todays parents are particularly concerned about bullying, misuse of the internet 

and social media (Paterson et al., 2018).  The ease of access that technology provides 

perpetrators is supported by Kljajovic et al. (2015) who found bullying by text message was the 

most common form of bullying, followed by bullying at school.  It’s plausible that overall 

incidences of bullying and harassment may actually be higher in those currently aged under 18, 

than they were for the over 18 participants of the current study.  

  A third of the sample in the current study had experiences of poverty before the age of 

18, which supports inclusion of low socioeconomic status as an ACE indicator.  However, from 

1988 to 2017 there has been an increase in households spending more than 30% of their income 

on housing; with a greater gap seen between those on higher and those on lower incomes in 

2017, compared to 1994 (Duncanson et al., 2018), when the oldest participants in the sample 

were aged 10.  It’s possible that although there is a high percentage of participants reporting low 

socioeconomic status in the current study, the prevalence of poverty in those currently aged 

under 18 is in fact even higher than it was for those in the current sample. 
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 Rates of ACEs were very high in gender diverse participants, which is in keeping with 

studies that found gender non-conforming children were at a higher risk of physical, sexual and 

psychological abuse (Roberts et al., 2012); and that gender diverse people are subjected to high 

rates of harassment, and both physical and sexual assault in educational settings, and in the home 

(Grant et al., 2010).  Females also experienced higher rates of ACEs than males, apart from 

exposure to community violence and peer victimisation, which are expanded ACEs that relate to 

physical aggression within peer groups and in the community, suggesting young men are more 

likely to experience or witness physical violence in these settings than women are.  Men’s 

increased exposure to aggression in the community is supported by another expanded ACE 

study, which found that ACEs in men, including witnessing violence and bullying, were 

underestimated when using the conventional ACE scale (Cronholm et al., 2015).  

Study Two 

As was implicated by the extensive literature on ACEs and a multitude of undesirable 

outcomes, ACE scores negatively predicted overall wellbeing, which was also consistent with 

other recent studies of childhood adversities and wellbeing (e.g. Bellis et al., 2017; Bellis, 

Lowey, Leckenby, Hughes, & Harrison, 2014; Mc Elroy & Hevey, 2014; Mosley-Johnson et al., 

2018).  The model predicting wellbeing from ACEs explained approximately 10% of the 

variance in wellbeing scores, but as discussed the literature on resilience and wellbeing is 

disadvantaged by the lack of consensus on their definitions.  Although this explained variance is 

consistent with a number of studies, results are not directly comparable due to their 

operationalisation of wellbeing and/or inclusion of other variables in their models predicting 

wellbeing from ACEs (Logan-Greene et al., 2014; Mc Elroy & Hevey, 2014).  For example, 

Nurius et al. (2015) found ACEs predicted 10% of the explained variance in wellbeing, although 
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wellbeing was measured based on cognitive dimensions only.  Other studies have found similar 

variance explained in models predicting wellbeing from ACEs, but results are also not directly 

comparable, due to their diverse operationalisation of wellbeing, and inclusion of other variables 

in their models (Logan-Greene et al., 2014; Mc Elroy & Hevey, 2014).  One study that seemingly 

offered a comparative opportunity had used a measure of wellbeing that did not include 

relationships (Mc Elroy & Hevey, 2014), precluding its ability to be compared with the current 

study, where relationships were essential to the understanding of wellbeing. 

There are also varied determinations of what constitutes an ACE, as illustrated by recent 

studies using expanded ACE scales (Finkelhor et al., 2015; Karatekin & Hill, 2018; Mersky et 

al., 2017), and indeed the current study.  Comparisons across the literature are therefore 

constrained by the tendency of different researchers to combine different types of early 

victimisations, resilience resources or wellbeing domains in to indices of their making.  There 

were no appropriate studies with which to directly compare the current study’s findings, 

particularly as all three measures were relatively untested or unused as yet.   

The model predicting relationships explained the most variance in scores, approximately 

10%, consistent with the ACE scales emphasis on peer relationships and attachment figures, and 

what is known regarding the influence of early attachments on adult adjustment (Cooke et al., 

2019; Raudino, Fergusson, & Horwood, 2013; M. Wright et al., 2009).  Whilst the current 

study’s results were in the expected direction and in keeping with other studies, it is clear ACEs 

alone had only a small influence, encouraging the consideration of other variables associated 

with adult wellbeing, such as resilience.  

ACEs better predicted resilience than they did wellbeing, with a higher percentage of 

variance explained (17%).  Increasing ACEs was associated with less resilience, consistent with 
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other studies (Hughes et al., 2018), and the dose-response literature on ACEs and negative 

outcomes (Anda et al., 2006; Bellis et al., 2014; Edwards et al., 2003; Hughes et al., 2017).  

Similarly to wellbeing, the inconsistent definition and measurement of resilience across the 

literature prevents much direct comparison of the findings, with other studies that align with the 

current study’s conceptualisation, often defining resilience as attainment of normative 

developmental roles following adversity (DuMont et al., 2007; Topitzes et al., 2013).  This 

definition is at odds with the resourced process approach of the current study, which was in 

keeping with the definition of resilience offered by Windle (2011) in their concept analysis. 

Disaggregation of resilience showed significant negative effects of ACEs on the six 

factors of resilience, which was supported by other studies, who have measured childhood 

adversity and elements of resilience (Bellis et al., 2013; Hughes et al., 2018; McLafferty et al., 

2018; Topitzes et al., 2013).  Perhaps understandably, family cohesion was the most effected by 

ACEs, which is somewhat supported consistent with another study which found those with ACEs 

experienced more family discord (McLafferty et al., 2018).  A review also identified parental 

factors commonly found in cohesive families, and as crucial resilience resources for youth, such 

as parental support, monitoring and communication skills, which can be noticeably absent in 

high ACE families (Zolkoski & Bullock, 2012).  Although resilience is conceptualised as a 

dynamic process of the individual’s interactions and adaptations to their environment, of all the 

resilience factors, family cohesion is likely to be the most stable and least amenable to change by 

the individual.  

Interestingly, family cohesion did not have a significant effect on wellbeing, when 

controlling for ACEs.  A study by Olsson et al. (2013), looking at wellbeing in adulthood, 

showed that the strong predictive effects of a disadvantaged family environment on social 
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connectedness and academic outcomes in childhood and adolescence, did not persist in to 

adulthood, and had a small effect on adult wellbeing.  The finding suggests that although the 

early family environment is centrally important to child and adolescent development, there are 

counterbalancing factors that can become more important as someone develops.  It is plausible 

that in the current study where the sample age range was 18 to 35, arguably a time when social 

relationships become more important, the effects of family cohesion on wellbeing were not as 

important as social resources, for example.  

The role of resilience resources as mediators between ACEs and wellbeing was consistent 

with the model of developmental adaptation by Martin and Martin (2002).  Resilience appeared 

to similarly mediate the relationships between ACEs and the PERMA domains.  In keeping with 

Seligman’s (2011) Wellbeing theory, these findings support the importance of considering 

wellbeing holistically, with all domains contributing important elements that promote overall 

wellbeing or flourishing.  Again, a consistent pattern was found across models, where social 

resources, perception of self, and perception of future reliably showed they were strongest in 

their unique abilities to mediate the relationship between ACEs and wellbeing, including all 

domains of PERMA.  These findings suggest these three resilience resources are likely more 

important in promoting wellbeing than the others, and are discussed further in relation to the 

literature in the following sections. 

Social resources.  What is apparent in the current study is that relationships are 

fundamental at multiple levels of development and are a central mechanism through which both 

positive and negative outcomes are facilitated.  Seligman (2011) asserted there was little in life 

that is positive and solitary, with most highlights of people’s lives taking place around other 

people.  He framed this using social neuroscientist John Cacioppo’s argument that “loneliness is 
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such a disabling condition that it compels the belief that the pursuit of relationships is a rock-

bottom fundamental to human well-being” (Seligman, 2011, p.21).  The ACE literature had also 

suggested social support was an important mediator of the relationship between ACEs and 

negative outcomes (Bellis et al., 2017; Hill et al., 2010; McLafferty et al., 2018; Nurius et al., 

2012).   

Standing in agreement in the current study, social support showed itself to be a 

particularly strong mediator of ACEs and relationships, in comparison to the magnitude of other 

effects across the models, suggesting social resources are likely to be particularly salient in the 

study’s 18 to 35 year old age group.  It makes sense that in young adulthood social resources was 

the resilience factor by which ACEs affected wellbeing the most, as it is a developmental period 

where relationships are particularly important, as dependence on family diminishes, people leave 

home, go to university or enter the workforce.  The university setting, for example, provides 

opportunities and capacity for the individual to build resilience, particularly social resources, in 

those who might be at greater risk of lower wellbeing.  In those with a high number of ACEs, 

who are therefore likely to have less cohesive families, some distance from family may even be 

beneficial (Werner, 1997).  Conversely, distance from family without an associated increase in 

social resources could have a detrimental effect as one’s resilience resources are diminished 

(Kazantzis & Flett, 2006).  One study that showed the continuous presence of at least one trusted 

adult can mitigate the effects of high ACEs on wellbeing (Bellis et al., 2017); and a close bond 

with a supportive and stable adult promotes resilience in childhood (Werner, 1997) and into 

adulthood (Bellis et al., 2017; DuMont et al., 2007). 

These findings were also consistent with Nurius et al. (2015) who showed that people 

with resilience resources such as a high sense of community exhibited similar levels of 
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psychological wellness across lower to high levels of ACEs; again suggesting promoting 

interpersonal cohesiveness outside of the family system is one way of ameliorating the effects of 

maltreatment on wellbeing.  Conversely, there is good support in the literature for the ongoing 

negative effects of damaging peer relationships; the most prevalent ACEs in the current study.  

The effects can sustain from childhood up to 50 years later, with these effects seen not just in the 

quantity and quality of relationships of adults, but also in their perceptions of their own 

wellbeing and life satisfaction (Takizawa et al., 2014).  

The positive effects of external supports systems can be seen amongst populations where 

there are often high levels of ACEs and family relationships are often particularly complex.  For 

example, the Circles of Support and Accountability, where volunteers support men with sex 

offence convictions, who have minimal or no social support, to reintegrate, have been found to 

be effective at reducing recidivism (Duwe, 2013; Wilson, Picheca, & Prinzo, 2007). 

Correspondingly, Chanfreau et al. (2008) found it was not just positive familial relationships that 

had an effect on wellbeing, but also social interactions among neighbours; and suggested there 

was good evidence to support neighbourhood renewal schemes. 

Overall findings regarding social resources were consistent with extant literature.  ACEs 

particularly negative effect on the PERMA domain of relationships, through their negative 

effects on social resources, fits with previous findings that those with ACEs are less likely to 

have robust social networks (Karatekin & Ahluwalia, 2016; McLafferty et al., 2018; Nurius et 

al., 2015), with those with higher ACE counts reporting less supportive relationships both in 

childhood and adulthood (Hughes et al., 2018).  Perhaps the ‘antidote’ to ACEs effect on the 

relationships domain should therefore be a proliferation of positive relationships and increased 

social resources, which is supported by Chanfreau et al. (2008) who endorsed relationships as a 
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vital aspect of wellbeing, finding those with higher wellbeing have more positive relationships 

and feel more supported.  It is suggested that relationships are also the domain of wellbeing most 

easily pursued and attained by the individual, as it is more tangible compared to engagement and 

meaning for example.  

Perception of self.  Perception of self was another resilience factor strongly mediating 

the negative relationship between ACEs and wellbeing.  This was consistent with studies looking 

at the effects of abuse on the perception of self and psychological distress  (M. Wright et al., 

2009), and Werner’s (1997) finding that high self-esteem was a characteristic of resilient young 

adults.  Undoubtedly early experiences and family are fundamental in building self-esteem and 

self-efficacy.  Emotional abuse was actually the fourth most prevalent ACE in the current study.  

It is an ACE associated with anxiety and depression, a relationship mediated by maladaptive 

schemas (M. Wright et al., 2009); suggesting experiences likely to damage the perception of the 

self and decrease wellbeing were common amongst the study sample.   

Perception of future.  In young adults with ACEs, a lack of resilience has been in part 

indicated by a lack of future expectations (Topitzes et al., 2013), which likely has ongoing effects 

on wellbeing and the associated positive outcomes that come with a perception of hope, such as 

endeavours to improve one’s circumstances.  In fact, when controlling for the effects of ACEs, 

perception of future made the biggest independent contribution to increasing overall wellbeing, 

and the PERMA domains of meaning and accomplishment; proposing that expectations about 

one’s future should be considered a vital mechanism for change.  

Limitations  

Interpreting the results of this study requires acknowledgement of its limitations, which 

include an overrepresentation of female (78.6%), New Zealand European (86.41%), and student 
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participants (38.3%). In a meta-analysis, Stoltenborgh et al. (2015) identified that child 

maltreatment research was concentrated in countries with Western cultures.  Given New Zealand 

is a highly multicultural society, it was hoped the current study could have recruited a more 

diverse sample, although the representation of Māori in the sample was in proportion to the 

population.  The high percentage of university students possibly has implications for the 

findings, as they are a population understood to have higher levels of stress and rates of 

psychological distress, and to be sensitive to changes in their support systems whilst at university 

(Karatekin & Ahluwalia, 2016; Kazantzis & Flett, 2006).   

Perhaps more importantly, the sample was self-selected, meaning that 18 to 35 year olds 

with an interest in research or childhood adversities might have been more inclined to take part.  

Moreover, individuals worst affected by childhood traumas were likely not represented in the 

sample, for example the prison population where 75% of women incarcerated report sexual 

and/or family violence (Bevan, 2017).  

Mediation analyses is most often used to evaluate causal pathways in longitudinal data.  

The use of cross-sectional data means there was an assumption that the temporal sequence of the 

variables was correct, so it is impossible to infer causation, and the estimation of the mediation 

effects are therefore correlational in nature (Hayes, 2017).  Wellbeing and resilience were 

measured at the same time despite the theoretical hypothesis that resilience processes predicates 

wellbeing, and it’s possible that the hypothesised relationship explored in the study is of a 

different nature, for example resilience and wellbeing may be better represented in parallel with 

each other, rather than in the series mediation models of the current study.   

Also, given resilience has been determined to be a process, cross-sectional analysis of a 

singular assessment only provides a snapshot and longitudinal data would be required to 
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establish a causal temporal sequence and infer causation (Zimmerman & Arunkumar, 1994).  

Although there was no evidence of multicollinearity during statistical analyses (Tabacnick & 

Fidell, 2001), there remains the possibility of some overlap amongst variables, for example the 

PERMA domain of relationships and the resilience factors of family cohesion and social 

resources. 

The cross-sectional study design also makes it difficult to draw conclusions from the data 

regarding the prevalence and nature of ACE exposure in those aged under 18 in New Zealand 

today, who are potentially growing up in quite a different societal landscape than those in the 

current sample aged 35, for example.  The ACE scales also do not record severity or frequency 

of ACE exposure, and one participant’s experience of an ACE “often or very often” may be 

interpreted and reported quite differently to that of another.  

Correspondingly, the effects of ACEs are also idiosyncratic, with the long term effects 

likely to be different depending on not only frequency and severity of the experiences, but also 

one’s resilience resources, and whether the body perceives these experiences as toxic stress, 

engaging in chronic hyperarousal or having an elevated stress response.  These physical response 

differences across individuals are likely to contribute to quite different outcomes, suggesting 

severity and frequency of ACEs is an important element to be included when attempting to 

understand pathways from ACEs to resilience and wellbeing in adulthood.  

The data were based on retrospective self-reports of sensitive and traumatic experiences, 

adding the possibility of not only recall bias, but a reluctance to disclose.  Attempts were made to 

minimise the likelihood of underreporting using anonymity, which has been found to generate 

more valid data by reducing socially motivated misreporting via the reduction of respondent 

discomfort, and the negation of concerns regarding disclosure (Krumpal, 2013).  The evidence 
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for recall bias is mixed.  In some studies the recall of readily operationalised ACEs has shown 

acceptable psychometric properties, and there is more likely to be underreporting of adversities 

(Hardt & Rutter, 2004; Reuben et al., 2016).  Others find no bias in retrospective recall (Hardt, 

Vellaisamy, & Schoon, 2010), and some find inconsistencies over time in the reporting of ACEs 

(Colman et al., 2016).  

Another source of potential bias in the data is, the finding how you feel at the moment 

you are asked determines 70% of how much life satisfaction you report, whilst less than 30% is 

how well you actually judge your life to be going (Veenhoven, 2009).  Given the sensitive nature 

of the ACE questionnaire and the possible negative effects on subjective wellbeing by their 

recall, these questions were placed last to minimise their effect on participants’ current mood and 

reporting of wellbeing (Krosnick & Presser, 2010).   

Despite the updating of the ACE scale to include further categories of adverse 

experiences, some items remain old fashioned, for example its conceptualisation of family 

violence.  The ACE-10 and ACE-14 scales refer to violence perpetrated against a mother or 

stepmother, when between 6% to 14% of men report experiencing physical violence at the hands 

of a partner (Australian Bureau of Statistics, 2017; Niolon et al., 2017).  It is, therefore, likely the 

prevalence of family violence is underreported in the data.  However, the decision was made to 

retain the original item for comparative purposes, which was in line with Finkelhor et al.’s 

(2015) rationale for doing the same.  The item relating to parental loss was nevertheless updated 

to explicitly include parental death, to address the limitation regarding the characterisation of this 

item as just separation or divorce (Felitti et al., 1998), an experience that is no longer considered 

as stigmatising as it once was.  This was supported by Finkelhor et al. (2013, 2015) who reported 
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the item was not a significant predictor of mental health problems, and also updated it to include 

“loss via abandonment or other reason.”  

Similarly, there is an abundance of literature on different types of childhood adversities 

with this study using a scale that addressed only 14 of them.  Finkelhor et al.’s (2013) initial 

development study found other items both worthy of inclusion and replacement in a revised ACE 

scale.  The current study is limited therefore by those items that were included in the ACE-14, 

although they were also the items most predictive of negative outcomes in Finkelhor et al.’s 

study.  Also, in light of Finkelhor et al.’s (2013, 2015) findings, some items from the ACE-10 

may not be making any unique contributions to prediction models. 

Finally, this study sought to be more inclusive and reduce the invisibility of gender 

minorities in research by including ‘gender diverse’ as a gender category.  Acknowledgement of 

non-binary participants has been lacking in previous ACE research, where studies have only 

allowed participants to categorise themselves using binary gender options.  However, it is also 

acknowledged that broadly categorising gender diverse peoples as such, does not allow for a 

nuanced understanding of the prevalence of ACEs in transgender and other gender minority 

populations.   

Implications 

Expanding the concept of adversity.   The findings of this study have a number of 

implications for practice, policy and research.  Firstly, a wider range of ACEs should be 

routinely explored in the consideration of childhood adversities and their ongoing effects, as 

indicated by the prevalence of the expanded ACEs in this study.  Exclusion of the additional four 

items could function to minimise our understanding of the prevalence of childhood adversity in 

New Zealand.  There is a danger that by not expanding the widely used ACE-10 scale, those who 
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still have significantly damaging community level experiences may be overlooked, leading to 

missed opportunities for intervention to prevent negative outcomes.  Expanding the concept of 

adversity has important implications for cumulative trauma research and treatment when 

considering the dose-response effect and the severity of outcomes found in those with four or 

more ACEs, such as negative physical and mental health outcomes and risk behaviours (Anda et 

al., 2006; Felitti et al., 1998; Hughes et al., 2017). 

Previous ACE studies have not accounted for the additional adversities included in this 

study, suggesting a person previously considered to have one ACE, may in fact have had a score 

of five if they endorsed all four additional items.  A score of four or above would put them in a 

higher risk category for multiple negative outcomes, but to date these participants would have 

been excluded by research considering the relationship between childhood adversities and mental 

and physical health problems.  Secondly, ACEs have been illustrated to be very common in New 

Zealand, indicating more needs to be done to address the high percentage of people who 

endorsed any ACES but particularly those with scores of four and above.  Population level 

intervention should be considered.  

Prevention and intervention for common ACEs.   Household mental illness, peer 

victimisation, emotional abuse, and peer isolation and rejection were found to be very common 

in New Zealand.  Wider acknowledgement of their prevalence, and concerted efforts regarding 

prevention and intervention of these ACEs should be prioritised.  Taking a social ecology 

approach to building resilience and promoting wellbeing seems advisable.  For example targeting 

bullying and peer victimisation through schools, which could include social media training for 

helping children to keep themselves safe online and on their phones, given that is where bullying 

is now predominantly taking place.  Evidence supporting intervention for peer victimisation can 
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be found by looking at the low rates of bullying in countries with national anti-bullying 

programmes (Craig et al., 2009).   

Correspondingly, the prevalence of negative peer relationships in the sample provides 

one possible explanation for relationships appearing to be the PERMA domain most influenced 

in young adulthood by ACEs; that is, disrupted and persecutory peer relationships in childhood 

and adolescence set trajectories and reduce capacity and skills to engage in positive peer 

relationships in young adulthood. For instance, maltreated children are less likely to be socially 

competent (Dubowitz et al., 2016), have difficulty feeling close to others in adulthood (Bellis et 

al., 2013), whilst peer social skills in adolescence mediates the relationship between child 

maltreatment and adult male violence (Topitzes et al., 2012). These findings suggest supporting 

young people who have been mistreated, and in many cases, may not have had pro-social 

relationships modelled to them within their families, to develop the skills to attain such 

relationships may be one key to preventing the development of antisocial relationships and 

offending behaviours in those who may be at high risk due to their early environments.  

Interventions could include peer mentoring or social skills training both in schools in childhood 

or in the community, to promote the development of social resources and improved perception of 

self and future, in particular.  

The finding that household mental illness or suicide attempt was the second most 

common ACE has a number of important ramifications for both policy and practice, particularly 

in a New Zealand context.  In 2017/2018, 8.6% of the population had experienced high or very 

high levels of psychological distress in the past four weeks (Ministry of Health, 2019b), the 

suicide rate was the highest since 1999, and every year 20,000 people attempted to take their 

own lives (Paterson et al., 2018).  Despite the high incidence of mental health problems in New 
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Zealand and a 73% increase in services being accessed over the last decade, funding has only 

increased by 40% (Ministry of Health, 2019a).  The recent mental health inquiry in New Zealand 

recommended that specialist services, currently catering to the 3.6% of the population who can 

gain access, were expanded to support 20% of the population over the next five years (Paterson 

et al., 2018).  The prevalence of mental illness or a suicide attempt by a family member in the 

early life of the participants in this study certainly indicates that this access target is long 

overdue.  

Neither the prevalence of ACEs nor the effects of intergenerational trauma can be denied, 

and this research offers some indication of ACE pervasiveness, and supports a better 

understanding of the scale of the problem, in order to effect changes in ACE prevention and 

intervention.  Whilst the vernacular of the general public includes such declarations as ‘violence 

begets violence’, or the ‘cycle of poverty’, a true grasp of the intergenerational reach of ACEs 

may not be well understood by many.  As a result of their own ACEs, parents can unwittingly or 

otherwise effect childhood trauma and adversities on to their children.   

Currently social services are often only available to people once they reach a certain level 

of severity, and these people are then generally treated with medication and individual therapy, 

disregarding the broader social factors that help maintain wellness and support recovery 

(Paterson et al., 2018).  This model of community care, by the same token, disregards the current 

and after effects that parental illness and household dysfunction can have on any children in the 

home, potentially perpetuating ACEs and their effects intergenerationally.  For example, another 

study by Hughes et al. (2016),  found that of all the conventional ACEs, growing up in a 

household with someone affected by mental illness had one of the most independent 

relationships with markers of low mental wellbeing.  Children growing up in households with 
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multiple ACEs also have a higher risk of psychological distress and high levels of stress in 

adulthood (Manyema et al., 2018).  They also experience psychosocial maladjustment, including 

depressive symptoms and major depressive disorders, which may be associated with having lived 

with a mentally ill or suicidal parent (Barboza, 2018). These findings seem to imply that these 

parents may have been unavailable to parent their children psychologically or emotionally 

(Mordoch & Hall, 2008).  What follows can be a perpetuating cycle of ACEs and negative 

outcomes, requiring intervention.   

Whilst there is increasing understanding on the need for more provision of services that 

can support those who suffer with mental illness, the above findings perhaps suggests support for 

family members should also be considered to more widely target and reduce negative future 

outcomes. It is a suggestion that also fits with the current research’s findings regarding the 

particularly negative effects of ACEs on family cohesion and the importance of social resources, 

which include those external to the family, in promoting wellbeing; particularly in those who 

may have damaged family relationships due to the intergenerational ramifications of living with 

someone with a mental illness and/or other ACEs (Yule et al., 2019).  Changes could include a 

shift in focus, and the allocation of resources to support the children of people with mental 

illness or other difficulties. 

Trauma informed care and screening for ACEs.  The corresponding implications for 

service providers, that come with understanding just how prevalent a wide range of ACEs are, 

could include operating from a wider perspective when utilising a trauma informed care 

approach to treatment and recovery.  The findings of this study also suggests that in appropriate 

settings screening for expanded ACEs as a risk assessment tool could be a useful routine 

practice.  That is, only if the service has the resources to address disclosures that require 
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intervention, and practitioners are mindful of the responsibilities they have to respond 

meaningfully to those who may disclose abuse (Finkelhor, 2018).   

The majority of the research sample were students, a population who are especially 

engaged in forming and sustaining new relationships outside of the family – that is, building their 

resilience resources.  However, it is also a time that can be very stressful with university students 

experiencing increased stressors, and thus likely in need of more social support.  One study 

found number of ACEs predicted feeling more stressed and less supported, and that all three 

variables were related to worse mental health after controlling for each other (Karatekin & 

Ahluwalia, 2016).  The authors also suggested screening for ACEs in those who seek support for 

high stress, so as to identify other contributors to the current problem.  Screening for ACEs could 

also identify students at risk of developing increased stress, and stress related interventions and 

increased support could be provided to high ACE students.   

The findings of the current study also suggest that the assessment of resilience resources 

already present in those with high ACEs could be important in the development of treatment or 

intervention plans, with those resources able to be built upon to improve psychological distress 

and wellbeing.  As part of a trauma informed care approach, resilience building groups could be 

offered more routinely in services with high numbers of individuals affected by trauma, such as 

mental health services or prisons.  Topitzes et al. (2012) suggested services for adolescent and 

adult offenders should include routine assessment of ACEs, which would aid in trauma informed 

care and rehabilitation of those who have encountered the criminal justice system.  Corrective 

experiences via therapeutic relationship processes could also be a priority, for those whose 

traumatic early relationships have damaged their ability to develop resilience via a positive 

perceptions of self and future, or by developing and maintaining stable and secure relationships. 
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Therapeutic interventions that focus on disrupting maladaptive schemas could be particularly 

beneficial in building resilience and promoting wellbeing in those with high ACEs.  

Linking early adversity to adult wellbeing.   Hughes et al. (2016) noted that despite 

finding more ACEs were associated with lower mental wellbeing and life satisfaction scores, 

existing wellbeing studies have focussed on the links between adult mental wellbeing and current 

circumstances with little acknowledgement of the prevalence and impact of historical childhood 

adversities in those with low adult wellbeing.   

The current study’s finding regarding the negative effects of ACEs on wellbeing 

supported a call to include both current circumstances and historical experiences, such as 

childhood adversity, when exploring relationships to wellbeing in the present (Hughes et al., 

2016; Martin & Martin, 2002).  Evidence from neurobiology points to the cascading effects of 

the chronic stress response, elicited by cumulative childhood trauma on the developing brain, 

and the subsequent increased risks for an abundance of negative outcomes, such as ill health, 

high stress, substance abuse, aggressive behaviour, and psychological distress; (Anda et al., 

2006; Bucci et al., 2016), all in fact manifestations of ACEs negative effects on wellbeing in 

adulthood, suggesting the impossibility of ignoring early experiences.    

Understanding how wellbeing is affected by early life experiences, can help inform 

interventions aimed at promoting lives where people consider themselves to be flourishing.  For 

instance, ACEs had a significant negative effect on positive emotions, and there is also a strong 

graded relationship between ACEs and the utilisation of psychotropic medicine such as 

antidepressants and anxiolytics (Anda et al., 2007).  Viewing wellbeing as being a product of 

current functioning alone might mean the use of psychotropic medication, to improve wellbeing, 

is discerned to be a consequence of recent events and the subsequent low wellbeing or negative 
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emotions experienced.  It is a position that ignores the significant effects of a trauma history, 

which may have been a driving factor in the pathway to low mental wellbeing and the need for 

medication, potentially precluding therapeutic intervention from being directed toward the 

historical factors that often need be addressed for wellbeing to fully be realised in the present. 

A social ecological approach to resilience and wellbeing.   Resilience mediated the 

relationship between ACEs and wellbeing which is important as it suggests despite childhood 

adversities, negative outcomes are not predetermined, and the effects of childhood trauma on 

wellbeing in adulthood can be mitigated by increasing resilience.  It also shows the significance 

of dynamic protective factors such as resilience resources in ensuring positive outcomes.  These 

ideas are illustrated in Martin and Martin’s (2002) developmental model of adaptation, where 

positive early experiences might function to promote resilience resources, which in turn 

positively affect developmental outcomes such as wellbeing.  The model in fact illustrates a 

number of places or levels where intervention could occur to change the trajectory of someone’s 

functioning in adulthood.  From a social ecology perspective, these interventions could take 

place within the individual, family unit, or community, and at different stages of development.   

The findings regarding the mediation between early trauma and young adult wellbeing provides 

evidence for making resilience a focal point of intervention, and the impetus for increased 

resources that focus on building resilience in young people; which is in line with previous 

research which has suggested leveraging resilience resources is one way to protect against the 

negative effects of childhood adversities on wellbeing (Nurius et al., 2015).    

The individual.   There is evidence to show different factors are more salient for realising 

resilience in children with ACEs, versus those who have none.  Individual characteristics 

including the perception of self  are more explanatory of resilient functioning in maltreated 
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children, whilst relationships were more important for children with no ACEs (Cicchetti & 

Rogosch, 1997).  This fits with Ungar’s (2012) proposal that the goodness of fit of the meso 

system surrounding an individual predicts positive growth in suboptimal conditions.  In this case, 

high ACE children are more likely to have relationship or attachment difficulties, and are less 

able to rely on their families for support, so it makes sense that individual characteristics like 

perception of self are more important, and perhaps more accessible to them, for developing their 

resilience resources.   

The current research showed ACEs did have a significant effect on perception of self, 

which taken together with its specific indirect effect on wellbeing, suggests building self-esteem 

and self-efficacy in adolescents and young adults who have been maltreated could be a 

particularly important avenue for promoting enduring wellbeing, a suggestion supported by 

Werner (1997).  Intervening on the perception of self in adolescence and young adulthood, to 

encourage ongoing wellbeing, makes sense developmentally. On average, after remaining stable 

from ages 11 to 15, self-esteem subtly improves over the life-course, peaking at age 60; but there 

was in fact a strong increase from ages 15 to 30 (Orth et al., 2018).   

It seems believable the period after adolescence and high school is a time where one’s 

self-concept may have the opportunity to develop without as much negative influence from 

previous peers and/or family, as young adults move away and/or become less exposed to ACEs 

they may have been subjected to, such as peer victimisation or dysfunction and abuse within the 

family household.  Removal from exposure to ongoing ACEs could allow positive self-

perceptions to flourish in the right context, with ongoing benefits to wellbeing, including 

tempering the effects of the ACEs that may have damaged one’s self-concept initially.  Similarly, 

disconnection from family and old friends as one moves in to adulthood is likely to have less of 
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an impact on one’s wellbeing if they have a strong and positive perception of the self as they face 

new challenges, so it makes sense this resilience resource was found to be so important in the 

current study. 

Most non-resilient adolescents remain so in adulthood (DuMont et al., 2007; Topitzes et 

al., 2013), suggesting that equipping young people with the skills and knowledge to build 

resilience early, before the influx of increased stressors in young adulthood, would be more 

advantageous and successful than waiting until adulthood.  Maladaptive coping strategies utilised 

to cope with ACEs are beginning to develop, but are also more amenable to change during the 

adolescent developmental period.  Intervention at this age would not only reduce negative 

outcomes from ACEs and increase wellbeing, but these effects are probably more likely to 

maintain in to adulthood.  In fact, educating children to be their own therapists and to actively 

engage in building and maintaining their own resilience has flow on effects for the individual, 

their families, and even the community services that often end up managing the long term 

consequences of childhood trauma and a lack of wellbeing.   

Schools.   The prevalence of ACEs before the age of 18 in the sample and the mediating 

relationship through resilience on adult wellbeing, suggests interventions such as resilience 

building programmes for school aged children and adolescents, could have the biggest impact.  

Similarly, programmes targeting the prevalence of common community ACEs such as peer 

victimisation and isolation and rejection are warranted within schools, as these are ACEs a 

school has some authority over and should minimise the occurrence and effects of.  The current 

study suggests programmes that address bullying and build interpersonal relationships, the 

perception of self, and the perception of future would be the most important for promoting 

resilience in young people, and these are all able to be targeted within the academic environment. 
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Topitzes et al. (2013) suggested that social skill development with identity formation and future 

orientation were important targets for working with adolescents with ACEs, to support adaptive 

functioning and resilience going in to adulthood. Similarly, Bethell et al. (2014) found high rates 

of school engagement in those who had ACEs but demonstrated resilience, and suggested 

building resilience in children aged six to 17 could ameliorate the negative impacts of ACEs.  

The significance of social resources in the current study also suggests that utilizing peer support 

models in schools could be one way of effectively promoting wellbeing.   

Effective programmes have been implemented elsewhere, for example a trauma informed 

programme called “Resilient Futures” implemented by the Wellbeing and Resilience Centre in 

South Australia in schools and youth centres, aimed to improve wellbeing for vulnerable young 

people aged 16 to 20 through resilience training and mentoring.  Early evaluations suggested 

young people experienced improved self-regulation and awareness, confidence, positivity, and 

transferring of the skills in to their lives outside of the education setting; and the programme was 

more effective for young people who had lower levels of wellbeing or higher levels of 

psychological distress (Community Matters Pty Ltd, 2018).  It was a result consistent with a 

longitudinal study of an intervention for those at high risk for future conduct problems, which 

found that at ages nine to 11, the programme had a significant effect on preventing psychiatric 

disorders and antisocial behaviours, but only among those who were at highest risk (Bierman et 

al., 2004).  These studies suggest that these programmes are most effective for those that need 

them most, which is where screening for ACEs and resilience resources could also be useful.  

 Studies that have shown educational attainment and support from a continuous trusted 

adult can mitigate the effect of ACEs on achievement and wellbeing (Bellis et al., 2017; 

Hardcastle et al., 2018) also point to the potential of educators to act as important social 
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resources to promote not only education but wellbeing in adolescents through to young 

adulthood.  These relationships should not be underestimated, given that other than their 

families, educators are arguably in contact with those at high risk of negative outcomes the most, 

whose families of origin may be unable to provide them with the supports or positive role 

modelling they need (Yule et al., 2019). 

Flow on effects of building supportive relationships and other important resilience 

resources such as positive perception of self and future, could also mean those with high ACEs 

who are at high risk of leaving school with no qualifications are more likely to graduate, and gain 

higher education and/or employment (Hardcastle et al., 2018; Liu et al., 2013).  Increased 

opportunities such as these, which can be undermined by childhood maltreatment, can promote 

wellbeing in adulthood (Topitzes et al., 2013).  Schools also provide settings whereby the 

wellbeing domains of accomplishment and meaning can be fostered by a trusted adults (Werner, 

1997).  Other research has however shown that those with high ACEs tend to report less 

supportive childhood relationships with professionals such as teachers or health care workers 

(Hughes et al., 2018).  Resourcing and supporting teachers to the benefit of their high ACE 

students could be one strategy to decrease risk factors for low wellbeing that has a reach across 

entire populations, and should be considered by governments looking to promote wellbeing in 

their countries. 

Community.   The importance of social resources for wellbeing in the current study 

parallels the increasing recognition that poor social connectedness can be severely impacted by 

ACEs (Bellis et al., 2013).  Increasing social and community support in populations who are at 

risk of experiencing high levels of stress or depression, due to their experience of ACEs, or who 

are just generally disconnected from those around them, could be one way to develop or maintain 



THE ROOTS OF RESILIENCE 119 

resilience and promote wellbeing.  Increasing connectedness within communities could occur via 

community gardening schemes, investment in public parks, spaces, artistic and cultural events, 

hobbies and interest groups, market days, volunteering, as well as increased awareness and effort 

to ensure that the vulnerable in the community, such as the elderly and the disabled, remain 

engaged and supported within their local community.  

Policy.     Developing resilience and wellbeing are not exercises that are only beneficial 

to the traumatised and dysfunctional, rather they have benefits for all, which could also flow 

though society, supporting the notion of implementing resilience building programmes across the 

board.  As Huppert (2009) stated, we should be aiming to enhance wellbeing, and we should be 

doing this at a population level.  In the current socio-political climate where the pursuit of 

wellbeing has recently moved high on the agenda for many including: individuals, educators, 

employers, client-facing services, and even governments, the results from this study supported 

focussing on developing resilience to enhance wellbeing.  Eight benefits to measuring wellbeing 

in the population were proposed by Michaelson et al. (2009), such as identification of domains 

within the individual and communities that would benefit from improving their personal or 

collective wellbeing, and increasing understanding about how best to target policies and 

interventions that promote flourishing within a person or subgroup; for example those with a 

history of childhood trauma who might be expected to languish in life.  

Although other countries such as the United Kingdom already measured the national rate 

of wellbeing (Office for National Statistics, 2019), New Zealand was the first government to 

implement a so called “Wellbeing Budget” in 2019; with a view to promoting wellbeing and 

measuring the success of the country by performance against a set of wellbeing indicators, rather 

than solely against the economic and fiscal outlook (The Treasury, 2018).  The state of South 
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Australia has also taken the measurement of wellbeing further, implementing interventions 

across the state, based on Seligman’s (2011) PERMA domains, and opening The Wellbeing and 

Resilience Centre.  Intent on becoming the “State of Wellbeing, they have had particular success 

in the domains of relationships, positive emotions and meaning (Iasiello et al., 2017).   

The current study’s findings regarding the prevalence of ACEs and resilience’s mediating 

relationship with ACEs and wellbeing, provide important information regarding where 

governments might ascribe funding for wellbeing and resilience interventions.  Investing in 

programmes that target common ACEs and promote wellbeing will have long term benefits to 

individuals, and should have downstream effects on families, communities, society, and even 

productivity, including preventing cycles of violence and decreasing the prevalence of ACEs in 

the next generation.  Improving government’s response to low levels of wellbeing is also high on 

the agenda for the general public, with a poll in the United Kingdom finding that 81% of adults 

believed the government’s primary role should be directing policy to pursue happiness rather 

than wealth (Easton, 2006). 

Future Research  

Finkelhor et al.’s (2013, 2015) findings regarding the lack of predictive ability and 

significance of some of the original ACE items, initially illustrated the need for a renewed 

measure of cumulative childhood adversity.  The findings of the current study suggest any future 

research on ACEs should use an expanded ACE scale, and the use of the ACE-14 is warranted 

over the original ACE scale, to attempt a more accurate measure of any population.  However, as 

further research uncovers additional important childhood adversities, these too should be 

incorporated in to any scale used to assess cumulative trauma, and dose-response relationships.  

Future research could therefore focus on the construction of a robust ACE scale, with items that 
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sufficiently reflect the breadth of negative experiences of all those under the age 18 is needed.  

Similarly, re-evaluation of the family violence construct in ACE scales needs to take place, with 

a move away from contextualising it as a problem solely experienced by women.  

The current study’s findings regarding the prevalence of ACEs in gender diverse 

participants, and the present dearth of research for this population, illustrates an important gap to 

be addressed; particularly given the vulnerability of this population, as indicated by the  high 

number of ACEs experienced by gender diverse people in the current study.  Similarly, in a 

multicultural country such as New Zealand, future research should try and incorporate more 

participants from minority ethnicities. 

From the current study inferences can only be drawn regarding the 18 to 35 year old age 

group of the sample, where, as might be expected at this stage of development, relationships are 

key.  It also seems likely in other phases of life wellbeing might become more or less affected by 

childhood experiences, or different domains may become more or less important to maintaining 

overall wellbeing.  It’s plausible the negative effects of ACEs are more pronounced in the 18 to 

35 year old age bracket, as these young adults are closer in time to their negative experiences.  

Support for this idea comes from a study that found compared to older age groups, 18 to 35 year 

olds daily mental health was more effected by their ACEs, whilst in older adults physical health 

was more effected (Logan-Greene et al., 2014). However, the effects of ACEs on older adults 

should not be discounted with Ege et al. (2015) showing repeated ACEs were associated with 

depression in adults aged over 60.  Future research could explore the relationships between 

ACEs, resilience and wellbeing longitudinally and across different age cohorts.  

Resilience and wellbeing have been identified as being dynamic with the ability to 

fluctuate over time and circumstance, which suggests they can be gained but also lost.  Future 
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research could develop a better understanding of what maintains resilience, with longitudinal 

studies better able to assess what factors may contribute to its fluctuations.  Understanding how 

resilience and wellbeing fluctuates at different life stages will also enable appropriate supports 

and interventions to be provided as available resources and needs change over time. 

Conclusion  

In summary this research was possibly the first to use Finkelhor et al.’s (2015) revised 

ACE scale on a large sample, with a methodology conducive to the sharing of sensitive 

information.  It also tested the significance of the difference in ACE scores calculated via the 

ACE-14 or the ACE-10, and explored gender differences in the experiences of childhood 

adversities.  High rates of ACEs were identified, particularly among participants who identified 

as gender diverse.  The utility of the additional ACE-14 items were confirmed via the presence 

of three expanded ACEs in the top five most common ACEs. Exclusion of these ACEs 

underestimated the true prevalence of adversity in the study sample.  

The prevalence of ACEs in the sample illustrated further the importance of the second 

study’s aims; that is understanding how you might promote wellbeing in those who have suffered 

early adversity.  The significant effect of ACEs on wellbeing was mediated by their relationship 

with resilience.  Although some independent effects of ACEs were found, the findings 

underscored that there are specific dynamic resilience resources that are not only affected more 

severely by ACEs, but also have stronger relationships with wellbeing when ACEs are controlled 

for.  These associations suggest that if these resources are harnessed and promoted in an effective 

and appropriate manner, there is much hope for flourishing in those most severely abused. 
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Appendix B: Participant Information Sheet 

 
The Roots of Resilience: Thriving After Tough Times 
 
Participant Information Sheet 

Thank you for your interest in this research. 

Researcher: Jessie Mee is from Auckland and has lived in New Zealand, Aotearoa for 

most of her life. She is a clinical psychology student conducting this research as part of 

her Doctoral degree, under the supervision of Dr. Gwenda Willis at the University of 

Auckland.  

What is this research about: This study is investigating how people’s negative early 

experiences have effected their wellbeing as adults, and the role of resilience.  It is hoped 

this research can inform the way we understand how adverse childhood experiences 

affect adults, in the hope of providing information on what areas of life are more negatively 

affected, and what resilience processes can improve those negative outcomes, so as to 

target future interventions and treatments to those areas.  

The following questionnaire includes questions about events that may have occurred in 

your childhood or adolescence, your resources to cope with life’s difficulties, and your 

current level of wellbeing, as well as some basic demographic questions. It will take 

approximately 10 – 15 minutes to complete. 

Anonymity and confidentiality: All information in the questionnaire will be collected 

anonymously and will remain de-identified. No identifying information, including IP 

addresses will be collected to ensure complete anonymity. You have the right to withdraw 

from this research up until you submit this survey; this is because the questionnaires 

cannot be retrieved after submission as no identifying information is collected.  

Risks: There are no anticipated risks to participating in this research, however contact 

information for various organisations where support is available will be provided at the 

end of the questionnaire, should you find participation in this survey negatively impacts 

you.  
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Prize draw: As a token of our appreciation for taking part in this study, at the end of the 

survey you can choose to be entered in to the draw to win one of ten $100 Countdown 

vouchers. We hope to have at least 400 participants. Please note that if you choose to be 

entered in to the draw your email will be collected and stored separately from your 

questionnaire data in order to preserve both your anonymity and confidentiality. 

Research findings: The findings from this research will be published as a Doctoral thesis 

and may be published in academic journals and presented at national and international 

conferences. A summary of results may be posted on the Advancing Sexual Abuse 

Prevention (ASAP) Research Group website (www.asap.auckland.ac.nz). These will be 

de-identified findings, meaning they will remain anonymous. 

If you have further questions, please do not hesitate to get in contact with the: 

Researcher: 
Jessie Mee  

jmee005@aucklanduni.ac.nz 

School of Psychology 

The University of Auckland 

Private Bag 92019 

Auckland 1142 

 

Supervisor:                                                               
Dr. Gwenda Willis                                                      

g.willis@auckland.ac.nz             

09 373-7599 ext. 84395                            

School of Psychology           

The University of Auckland                                        

Private Bag 92019                                                      

Auckland 1142                                                            
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Head of School: 
Assoc. Prof. Will Hayward 

w.hayward@auckland.ac.nz 

09 373-7599 ext. 88516 

School of Psychology           

The University of Auckland                                        

Private Bag 92019                                                      

Auckland 1142                                                            

 

For any queries regarding ethical concerns you may contact:  
The Chair, The University of Auckland Human Participants Ethics Committee 

The University of Auckland, Research Office,  

ro-ethics@auckland.ac.nz  

09 373-7599 ext. 83711 

Private Bag 92019 

Auckland 1142.  

Approved by the University of Auckland Human Participants Ethics Committee on 10th 

January 2017 for three years, Reference Number 018403 

Thank you again for your participation in this research. If you would like to proceed, please 

click the “consent and proceed” button below.  This indicates that you have read and 

understood the information on this screen and consent to taking part in this research.  
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