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Background
The long-term cumulative impact of exposure to childhood
adversity is well documented. There is an increasing body of
literature examining protective factors following childhood
adversity. However, no known reviews have summarised studies
examining protective factors for broad psychosocial outcomes
following childhood adversity.

Aims
To summarise the current evidence from longitudinal studies of
protective factors for adult psychosocial outcomes following
cumulative exposure to childhood adversity.

Method
We conducted a formal systematic review of studies
that were longitudinal; were published in a peer-reviewed
journal; examined social, environmental or psychological factors
that were measured following a cumulative measure of
childhood adversity; and resulted in more positive adult
psychosocial outcomes.

Results
A total of 28 studies from 23 cohorts were included. Because of
significant heterogeneity and conceptual differences in the final
sample of articles, a meta-analysis was not conducted. The
narrative review identified that social support is a protective
factor specifically for mental health outcomes following child-
hood adversity. Findings also suggest that aspects of education
are protective factors to adult socioeconomic, mental health and
social outcomes following childhood adversity. Personality

factors were protective for a variety of outcomes, particularly
mental health. The personality factors were too various to
summarise into meaningful combined effects. Overall GRADE
quality assessments were low and very low, although these
scoresmostly reflect that all observational studies are low quality
by default.

Conclusions
These findings support strategies that improve connection and
access to education following childhood adversity exposure.
Further research is needed for the roles of personality and dis-
positional factors, romantic relationship factors and the com-
bined influences of multiple protective factors.

Keywords
Childhood experience; psychosocial interventions; clinical out-
comemeasures; social functioning; trauma- and stressor-related
disorders.
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Childhood adversity

Childhood adversity refers to experiences that pose a threat to a child’s
physical or psychological well-being. Childhood adversity is common,
with over half of children in Western societies having experienced at
least one type of adversity.1–3 Childhood adversity is the focus of
growing multidisciplinary interest, and it is therefore necessary to be
clear about its definition. Childhood adversity is an inclusive term,
and encompasses childhood maltreatment,4 childhood trauma5 and
adverse childhood experiences (ACEs).6 Childhood adversity refers
to a broad range of factors, including abuse, household dysfunction,
social problems, financial hardship and parent instability or mental
health problems.7,8 Exposures to childhood adversity are highly inter-
related, and themore adversity a child has experienced, the higher their
risks of experiencing further adversities.9 The effects of these exposures
accumulate in a dose-dependent pattern, so that with every added
exposure of adversity that a child experiences, the worse their predicted
outcomes are. Researchers studying childhood adversity now widely
agree that effects vary based on the number of adversities that an indi-
vidual experiences over childhood, rather than the nature or intensity
of the adversities.5,6

There is an increasing body of literature describing the deleteri-
ous outcomes that follow cumulative childhood adversity exposure.
A systematic review by Hughes et al10 summarises the wide-reach-
ing health outcomes, including poor self-rated health, cancer, heart

disease, respiratory disease, mental ill health and substance misuse.
It also describes the strong association with social factors such as
interpersonal and self-directed violence. Childhood adversity is
therefore an area for great concern, given its cumulative effects on
such a wide array of domains of adult functioning. Consequently,
research has turned to identifying protective factors that reduce
the burden of childhood adversity.

Protective factors

Protective factors following childhood adversity exposure can be
considered within the wider domain of resilience. The study of
resilience aims to identify determinants of positive adaptation fol-
lowing exposure to adversity.11 There are many ways of defining
resilience.12,13 Historically, it has been considered a stable trait
that describes those who flourish despite adversity, and who could
therefore be considered somewhat ‘invulnerable’ to life’s stresses.
This definition has since evolved to view resilience as a process of
positive adaptation, involving the dynamic interaction between
the individual and their environment.13 The theoretical underpin-
nings of resilience are complex, and can be applied differently in dif-
ferent fields. Two components are key to operationalising the
process of resilience: adversity and positive adaptation.

The present systematic review seeks to summarise protective
factors that have been found to promote positive adaptation

BJPsych Open (2023)
9, e197, 1–11. doi: 10.1192/bjo.2023.561

1
https://doi.org/10.1192/bjo.2023.561 Published online by Cambridge University Press

http://creativecommons.org/licenses/by-nc-nd/4.0
http://creativecommons.org/licenses/by-nc-nd/4.0
http://crossmark.crossref.org/dialog?doi=https://doi.org/10.1192/bjo.2023.561&domain=pdf
https://doi.org/10.1192/bjo.2023.561


following cumulative childhood adversity. There has been a consid-
erable increase in literature in this area in the 25 years since the
seminal ACEs study6 that described the cumulative effects of child-
hood adversity. Despite increased knowledge and interest in the
pathways through which the accumulation of childhood adversity
confers vulnerability to negative adult outcomes, no known
reviews have systematically examined the literature on protective
factors that may decouple the relationship between cumulative
childhood adversity and negative adult outcomes.

Prior research

Two prior reviews have summarised protective factors following
childhood adversity. Aafjes-Van Doorn et al14 summarised cogni-
tive factors that either increased or decreased risk for adult psycho-
pathology. Importantly, they noted that not all individuals who
experience multiple childhood adversities develop psychopath-
ology. This review highlights key risk and protective mechanisms
by which childhood adversity is related to adult psychopathology.
However, this review only includes cognitive protective factors,
and excludes environmental factors that are important for identify-
ing targets for intervention. The systematic review by Fritz et al15

investigated protective factors between childhood adversity and
psychopathology. They found a range of protective factors at indi-
vidual, family and community levels. This review indicates the
broad range of protective factors for psychopathology outcomes fol-
lowing cumulative childhood adversity, although outcomes were
restricted to those aged 13–24 years, as opposed to adulthood.

There have also been various systematic reviews investigating
protective factors between cumulative childhood adversity and
physical health outcomes,10,16–19 and this area is well reported on.
There is, however, a lack of review examining protective factors
following cumulative childhood adversity for the broad variety of
adult outcomes beyond physical health, and specifically early
psychopathology.

Present study

The present study aims to address these gaps by systematically
reviewing the literature on protective factors for psychosocial
adult outcomes following cumulative childhood adversity. This
review will focus on protective factors for cumulative childhood
adversity exposure rather than the individual effects of specific
adversities, and we have defined cumulative childhood adversity
as exposures in multiple domains. The scope of the present study
is to identify factors associated with positive adaptation following
adversity, therefore we will include only protective factors measured
after adversity. This review takes a broad approach to build on find-
ings from previous research, recognising that the likely protective
factors will fall into the physical, social, environmental or psycho-
logical domains.20 The pathways to physical health outcomes have
been well researched and reviewed, whereas the psychosocial seque-
lae of cumulative childhood adversity have not, and for this reason,
physical health or biological mediators and outcomes are omitted
from this review.10,16–19 This systematic review aims to identify
social, psychological and environmental variables that act as pro-
tective factors, leading to positive adaptation to psychosocial out-
comes in adulthood following cumulative exposure to childhood
adversity.

Method

This review was performed following the Preferred Reporting Items
for Systematic Reviews and Meta-Analysis (PRISMA; see
Supplementary Appendix 5 available at https://doi.org/10.1192/

bjo.2023.56121), and the protocol is registered with the
International Prospective Register of Systematic Reviews
(PROSPERO; identifier CRD42021237510). As this review is con-
cerned with observational studies, to ensure rigor, the Meta-
Analysis of Observational Studies in Epidemiology (MOOSE)
guidelines were followed.22 Because of concerns about heterogeneity
in the final articles, the meta-analysis was abandoned. Reflecting
this change in direction, there are amendments to the registered
protocol. A full breakdown is provided in Supplementary
Appendix 1.

Search strategy

In conjunction with a research librarian, investigators electronic-
ally searched Medline, PsycINFO, Scopus andWeb of Science, on
11 February 2021. Details of the databases and search strategies
for each database are presented in Supplementary Appendix
2. There was no limit set on start date. The search strategy was
designed to find longitudinal studies examining childhood
adversity and adulthood outcomes. In addition, investigators
reviewed reference lists of included papers. The search was
rerun on 9 August 2022, to identify additional potentially rele-
vant studies.

Search strategies were designed to find peer-reviewed, longitu-
dinal investigations of intervening factors that were social, environ-
mental or psychological, measured following cumulative childhood
adversity, which resulted in positive adaptation in adult outcomes
that were social, psychological, occupational or related to mental
health and well-being. Cumulative childhood adversity was
defined as exposure to more than one domain of adverse experience
before 10 years of age. Because of the number of studies investigat-
ing abuse exposure, psychological, emotional, physical and sexual
abuse were considered to be one domain, with neglect as a separate
domain. The full inclusion and exclusion criteria are presented in
Table 1.

Eligibility criteria

There were some amendments to the proposed eligibility criteria,
most of which were determined after an initial screen of ten
percent of abstracts. These can be found in Supplementary
Appendix 1.

We included studies that assessed childhood adversity cumu-
latively, with a valid measure (such as the ACE score),6 and inves-
tigated an intervening factor (such as a mediator or moderator)
that was social, environmental or psychological. This factor must
have conferred statistically significant change on the pathway
from cumulative childhood adversity toward a more favourable
adult outcome, representing positive adaptation. In other words,
factors could have had a negative relationship with an unfavour-
able outcome, or a positive relationship with a favourable
outcome. The favourability of the outcome was as defined by the
authors as being beneficial to social, psychological or occupational
functioning or mental health and well-being in adulthood. If it was
not defined by the authors, two reviewers (M.B. and G.W.) inde-
pendently judged favourability, any disagreements were discussed
and a third reviewer (G.N.-H.) was available for the final decision.
We included only studies reporting a statistic (such as an odds
ratio or other measure of effect size) that compared the outcomes
of groups based on exposure to an intervening factor, the possible
protective factor, following cumulative childhood adversity. No
restrictions on the year or location of publication were specified;
however, only English language abstracts were able to be screened.
A full list of inclusion and exclusion criteria can be found in
Table 1.
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Evidence acquisition

Literature search results were uploaded to Covidence (version 2.0;
Veritas Health Innovation, Melbourne, Australia; see www.covidence.
org), a software package designed for screening of resources for
systematic reviews.23 Two investigators (M.B. and G.W.) independ-
ently screened the titles and abstracts against the inclusion criteria
(Table 1). All possible studies were acquired and read in full by
two authors (M.B. and G.W.) to ensure that they met the inclusion
criteria. Any articles for which there were conflicts were discussed,
and conclusions were determined by consensus.

Data extraction

Data were double extracted, first by author M.B. (on 1 November
2021 for first screen and 15 September 2022 for the rerun screen)
and then by investigators Z.M. and G.N.-H. It was checked for con-
sistency by author G.W. The data extracted included details of the
study, participants, adversity, protective factor and outcomes and
potential conflicts of the authors. The full list of data extracted is
presented in Table 2.

Evidence synthesis

The initial electronic search identified 2025 potentially relevant arti-
cles after excluding duplicates. Figure 1 illustrates a flowchart of the
article selection, following PRISMA guidelines. The initial search
identified 22 papers to include in the review. The second search
identified 450 potentially relevant articles, of which six further
studies were included in the review. After reviewing study criteria,
a total of 28 articles describing 23 cohorts were kept for inclusion.

If more than one finding in a paper met the criteria for the
review, only one finding from each study was reported. The
finding reported was chosen based on relevance to other studies
(so as to find patterns in protective factors) by consensus, and fol-
lowing that, effect size. If a study reported one finding that fit into
a grouping and one that did not, we chose the result that fit the

Table 1 Hierarchy of inclusion and exclusion criteria

Category Inclusion Exclusion

1. Language Main body of article in English language Non-English language or only abstract in English
2. Population

studied
Humans Animal models

3. Publication
type

Peer reviewed, original evidence Review; abstract; editorial; letter; commentary; not peer reviewed;
working paper; conference abstract, proceeding or paper;
systematic review; meta-analysis; dissertation

4. Study design Longitudinal (prospective or retrospective), quantitative data, within
one individual

Cross-sectional, randomised controlled trial; simulation modelling or
qualitative data; one wave of a longitudinal study; compressed
longitudinal study; not within one individual

5. Analysis Formal analysis of intervening factors (e.g. Baron and Kenny’s causal
steps of mediation, structural equation modelling) or significance
tests of mediation (e.g. Sobel test, bootstrapping)

Informal or not validated analysis of intervening factors

6. Outcome
measure

Measure related to social, psychological or occupational functioning,
or mental health and well-being measured after age 18 years

Physical health or other non-relevant outcome, measured only
before age 18 years

7. Predictor
measure

Cumulative measure of childhood adversity concerning the period
before age 10 years (can be measured retrospectively)

Only one adversity measured, concerned a time period only after
age 10 years, dichotomous variable of any versus no adversity,
only cumulative abuse

8. Intervening
factors

Measure of a social, environmental or psychological factor that is not
a formal intervention programme concerning the period after the
predictor measure and before the outcome measure

Factor not related to social, environmental or psychological
processes; intervening factor is a formal intervention
programme; concerning the period only before the predictor;
measured only after the outcome

9. Comparison
groups

Compares groups based on levels of intervening factor Does not compare groups based on levels of intervening factor

10. Results Intervening factor is responsible for a statistically significant more
favourable outcome (as described by the study’s authors) when
present compared with when not (e.g. decreases likelihood for
less favourable outcome, or increases likelihood for more
favourable outcome)

Intervening factor is responsible for a less favourable outcome when
present (e.g. increases likelihood for less favourable outcome, or
decreases likelihood for more favourable outcome); result not
statistically significant

Table 2 Fields for data extraction

Category Field

Study details Author(s)
Year of study
Year of publication
Journal name
Geographic location of study

Methods Study type (retrospective or
prospective)

Population
Recruitment methods
Measure of adversity
Age adversity was measured
Measure of mediator
Age mediator was measured
Measure of outcome
Age outcome was measured
Methods for avoiding confounding
Statistical analyses

Results Number of participants
Proportion of males and females
Length of time from first to last

measurement
Attrition rates and/or exclusions after

entry
Number exposed to each level of

adversity
Number exposed to mediator
Number not exposed to mediator
Number exposed to mediator with the

outcome
Number exposed to mediator without

the outcome
Number with the outcome
Number without the outcome
Measures of association
Measure of comparison between

groups
Funding and conflicts of interests Funding sources

Conflicts of interest
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groupings even if the other had a larger effect. If results fitted into
more than one grouping, the result with the largest effect size was
chosen. If a paper did not report a finding that fit into categories
with other papers, it was reported on its own.

Plans for meta-analysis were developed a priori and can be
found in the PROSPERO protocol (identifier CRD42021237510).
It was decided not to proceed with the meta-analysis. The papers
included in the review had underlying conceptual differences in
approach (in terms of reasoning of the research and statistical jus-
tifications), and were very heterogeneous. For these reasons it was
not considered appropriate to meta-analyse even by using statistical
approaches to manage some of the heterogeneity.

Risk-of-bias assessment

All included studies were evaluated independently by two reviewers
(M.B. and G.W.), using the Methodological Standards for
Epidemiological Research (MASTER) tool.24 Any disagreements
were resolved by discussion, and a third reviewer was consulted
(G.N.-H.) if consensus could not be reached.

TheMASTER tool provides an approach to assessing risk of bias
in individual studies that is flexible in its application.24 As most risk-
of-bias tools are designed for randomised controlled trials, they did

not fit well with this systematic review design.25 The MASTER tool
is a list of 36 methodological safeguards assessing seven domains
relating to minimising bias in research studies. The domains are
as follows: equal recruitment (items 1–4), equal retention (items
5–9), equal ascertainment (items 10–16), equal implementation
(items 17–22), equal prognosis (items 23–28), sufficient analysis
(items 29–31) and temporal precedence (items 32–36). For each
paper, reviewers judged whether each of the safeguards had been
met. The result for an individual paper is a score between 0 and
36, based on the number of safeguards met. The MASTER score
is designed to be a comparative tool between papers, and there is
no defined score where risk of bias is determined as ‘high’ or
‘low’. A full list of the MASTER safeguards and interpretations for
the present study are supplied in Supplementary Appendix 3.

Quality of evidence assessment

The strength of the review’s outcome was measured with the
Grading of Recommendations, Assessment, Development, and
Evaluations (GRADE) checklist.26–28 This checklist provides cer-
tainty ratings that the results of the study are similar to the true
effect (very low, low, moderate and high). Observational studies
begin on ‘low’ score and are down-rated down based on five

Records identified from
databases (n = 8909) 

Records removed before screening:
Duplicate records removed
(n = 6434)  

Records screened
(n = 2475)

Records excluded
(n = 2276) 

Reports assessed for eligibility
(n = 199)

Reports excluded:
Predictor did not meet criteria (n = 64)
Study was not longitudinal (n = 34)
Result was not statistically significant
or resulted in a less favourable
outcome (n = 22)
Study did not analyse intervening
factors (n = 14)
Intervening factor did not meet criteria
(n = 14)
No original evidence was presented
(n = 10)
Outcome did not meet criteria (n = 7)
Paper was a repeat of another text
(n = 5)
Paper was not in English (n = 1)         

Studies included in review
(n = 28) 

Identification of studies via databases  
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Fig. 1 Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) flow chart of systematic literature search.
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categories of outcome quality: risk of bias, imprecision, inconsist-
ency, indirectness and publication bias. The quality of the
outcome can be up-rated if there is a very large magnitude of
effect, a dose-response gradient or when residual confounding is
likely to decrease rather than increase the magnitude of the
effect.27 As the GRADE system is subjective, criteria were applied
by discussion among all three reviewers (M.B., G.W. and G.N.-H.).
Quality of evidence assessments were only performed for domains
containing more than one paper (excluding the domain for multiple
protective factors, because of the high heterogeneity between the
measures).

Results

Study selection

Figure 1 illustrates the study selection process. The initial search
yielded 2025 papers after duplicates were removed. The second
screen identified a further 450 papers. After the title and abstract
screening, 2276 papers were excluded, leaving 199 papers for full-
text screening. This resulted in 28 studies of 23 cohorts, to be
included in the final review. The reasons for exclusion are detailed
in Fig. 1. The most common reason for exclusion was that the pre-
dictor did not meet criteria (i.e. their measure of adversity was not
valid, not cumulative, did not concern the period before 10 years of
age, etc.). All observed protective effects are presented in an acyclic
graph in Supplementary Appendix 6.

Study characteristics

In total, 230 161 individuals were included in the analysis. Studies
were published between 2008 and 2022, and were conducted in
the USA (17 studies), China (two studies), Norway (two studies),
Canada (two studies), Sweden (two studies), The Netherlands
(two studies) and the UK (one study). Nine studies prospectively
measured childhood adversity (36.4%), and 18 studies retrospect-
ively measured childhood adversity (63.6%). Sample sizes ranged
from 108 to 96 399. Study characteristics are summarised in
Tables 3–6.

Measures of cumulative childhood adversity

The most commonmeasures of childhood adversity were variations
on the ACE questionnaire,6 followed by the Childhood Trauma
Questionnaire (CTQ).28 The main difference between these mea-
sures is that the CTQ assesses childhood physical, sexual and emo-
tional abuse and physical and emotional neglect, whereas the ACE
measure assesses these factors as well as other indicators of adversity
in the home.6,29 Both are well used and widely validated. Other mea-
sures of childhood adversity were generally latent variables con-
structed from various experiences of adversity in childhood, and
are comparable to the ACE questionnaire and the CTQ.30

Outcomes

The outcomes for each paper can be seen in Tables 3–6. All out-
comes were measured after 18 years of age, and most papers mea-
sured outcomes in young to middle adulthood, although some
were measured as late as 7531,32 or 80 years of age33 and one
study reported an age range up to 100 years.34 The most common
outcomes were related to mental health (ten papers), namely symp-
toms of depression (six papers), but also more general measures of
mental health (two papers), anxiety (one paper), psychological dis-
tress (two papers) and psychiatric care utilisation (one paper). There
was one paper that measured hyperarousal symptoms related to
post-traumatic stress and one measure of post-traumatic stress
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Table 4 Details of included studies examining education as a mediator

Author(s) Year Location
Duration
of study

Direction of childhood
adversity/first observation
(age in years)

Analytic
sample (N)

Definition of
childhood adversity Protective factor Outcome

Statistic of indirect
effect Indirect effect size

MASTER
score

Education as a mediator; GRADE score: very low
Almquist and
Brännström39

2018 Sweden 55 years Prospective, 0 (birth) 12 995 Family-related
circumstances

Educational
attainment

Adult adversity Percentage reduction
of odds ratio

38.4% (male);
36% (female)

18

Augustyn et al40 2019 USA 17 years Prospective, 14 816 Maltreatment
victimisation

High school drop-
out

Maltreatment
perpetration

Hazard risks (95% CI);
% mediated

1.31 (1.15–1.50); 38% 16

Björkenstam
et al41

2016 Sweden 24 years Prospective, 0 (birth) 96 399 Household
dysfunction

School
performance

Psychiatric care
utilisation

Z-score (95% CI) 0.047 (0.043–0.051) 19

Chen et al33 2022 China 1 year Retrospective, mean 58 11 639 ACEs Educational
attainment

Depression Indirect effect
estimate (s.e.);
% mediated

0.026 (0.004); 8.94% 16

Fernandez
et al42

2015 USA 10 years Retrospective, mean 14–18 8901 Childhood
victimisation
events

Highest level of
education

Occupational
prestige

Beta (s.e.) −0.835 (0.054) 19

Lin and Chen43 2021 China 4 years Retrospective, >45 9109 Childhood
circumstances

Educational
attainment

Cognitive
function

R2 0.551 16

Pinto Pereira
et al44

2017 UK 45 years Prospective, 0 (birth) 8076 Nonsexual abuse Cognitive ability Financial
insecurity

Odds ratio (95% CI) 1.57 (1.08–2.27) 18

Sheikh45 2018 Norway 7 years Retrospective, mean 54.69 4530 Childhood adversity Educational
attainment

Psychological
distress

Beta (95% CI) 0.03 (0.01–0.05) 15

MASTER, Methodological Standards for Epidemiological Research; GRADE, Grading of Recommendations, Assessment, Development, and Evaluations; ACE, adverse childhood experience.

Table 5 Details of included studies examining personality and dispositional factors as a mediator

Author(s) Year Location
Duration
of study

Direction of childhood
adversity/first observation
(age in years)

Analytic
sample (N)

Definition of childhood
adversity Protective factor Outcome

Statistic of indirect
effect

Indirect effect
size

MASTER
score

Personality and dispositional factors as mediator; GRADE score: very low
Brumley
et al46

2017 USA 14 years Prospective, mean 15.93 14 800 ACEs Expectations for
the future

Violent behaviour Beta (s.e.) 0.05 (0.01) 16

Chen et al47 2021 USA 3 months Retrospective, mean 33.1 108 Cumulative childhood
maltreatment

Dispositional
optimism

PTSD symptom
severity

Indirect effect size
(s.e.); R2

0.056 (0.029);
0.111

17

Kim et al48 2022 USA 15 years Prospective, mean 15.28 10 702 Child maltreatment Self-esteem Depressive
symptoms

Standardised
estimates (s.e.)

0.019 (0.003) 20

Lee et al49 2016 Canada Does not
state

Retrospective, mean 27 3319 ACEs Mastery Mental health Point estimate
(95% CI)

−0.01 (−0.02 to
−0.01)

16

Maas et al50 2019 The Netherlands 3 years Retrospective, mean 51.79 4911 Stressful life events Self-awareness Hyperarousal
symptoms

Beta (s.e.) −0.10 (0.03) 17

Pos et al51 2016 The Netherlands 6 years Retrospective, 16–50 163 Childhood trauma Openness to
experience

Life events Beta (95% CI); %
mediated

0.15 (0.02–0.41);
11%

17

Rollins and
Crandall52

2021 USA 10 years Prospective, mean 11.3 489 ACEs Self-regulation Anxiety Z-score (P-value) 2.788 (P < 0.01) 21

MASTER, Methodological Standards for Epidemiological Research; GRADE, Grading of Recommendations, Assessment, Development, and Evaluations; ACE, adverse childhood experience; PTSD, post-traumatic stress disorder.
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disorder symptoms in general. There were two papers each studying
the following outcome domains: general adversity, violent behav-
iour/maltreatment, socioeconomic outcomes and relationship out-
comes. Two papers also looked at cognitive health, and both had
similar measures of attention, processing speed and memory.

Protective factors

All papers studied relationships by usingmediation analysis. Studies
were grouped into domains based on the protective factor. The
domains were social support (seven papers), factors related to edu-
cation and academic competence (eight papers), personality and
dispositional factors (eight papers), factors related to romantic rela-
tionships (two papers) and scores of multiple protective factors (two
papers). There were two papers that had protective factors that did
not fit into coherent domains (socioeconomic stability, adolescent
adjustment). The characteristics of each study are presented in
Tables 3–6.

Social support

The study characteristics for papers examining social support as a
protective factor are presented in Table 3. All papers reported beta
coefficients that ranged from 0.0024 to 0.49. All studies were retro-
spective, with data collected on childhood adversity when partici-
pants were adults (18–69.3 years of age). Six of the seven studies
looked at the effect of social support on outcomes related to
mental health, most commonly depressive symptoms. All these
papers used different measures for childhood adversity, social
support and mental health; however, they are similar enough
that this is likely to be a real effect. One paper examined social
support as a protective factor between childhood adversity and
cognitive health.

Of the papers examining mental health outcomes, there was
variability in the focus of social support measures. Although two
studies found that general social support was effective,36,37 two
studies found that social support from families was particularly
effective.31,35 Three studies examined the quality and quantity of
social support. Lee et al32 found that it was the quantity of
support (i.e. the network size) that was effective, whereas Lyu and
Agrigoroaei31 found that quality of social support (i.e. the self-
rated feeling of being supported) was most effective. Sheikh38 exam-
ined self-rated quality and quantity of social support together, and
found that this had a stronger effect than either type on its own.
Thomas et al,34 who measured cognitive health outcomes, used a
measure of combined social support from a spouse, children,
other family and friends.

Factors related to education and academic competence

The study characteristics for papers examining factors related to
education and academic competence as a protective factor are pre-
sented in Table 4. Effect sizes were presented as odds ratios or beta
coefficients. Four of the eight studies examined childhood adversity
prospectively, with three measuring this from birth.

Two studies measured educational attainment or highest level of
education as a protective factor.39,42,43,45 Björkenstam et al41 exam-
ined school performance, and Pinto Pereira et al44 examined cogni-
tive ability. Augustyn et al40 examined the likelihood of dropping
out of high school. Chen et al33 examined years of school attainment.

Each study found that education or academic competence was
an effective protective factor for a different outcome from cumula-
tive childhood adversity. Three studies found that education was a
protective factor for mental health outcomes following childhood
adversity: it was protective for psychiatric care utilisation in the
study by Björkenstam et al,41 for psychological distress in the
study by Sheikh,45 and for symptoms of depression in the study
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by Chen et al.33 Two studies found that education was a protective
factor for occupational/financial outcomes from childhood adver-
sity, namely occupational prestige42 and financial insecurity.44

Augustyn et al40 found that education was a protective factor for
maltreatment perpetration. Almquist and Brännström39 found
that education was a protective factor for reducing an adult adver-
sity score, which included social assistance recipiency, unemploy-
ment and mental health. Lin and Chen43 found that education
was a protective factor for cognitive health outcomes following
childhood adversity.

Personality and dispositional factors

The study characteristics for papers examining personality and dis-
positional factors as protective factors following childhood adversity
are presented in Table 5. Three papers measured childhood adver-
sity prospectively, and the others were retrospective.

Effective protective factors were expectations for the future,46

mastery,49 self-awareness,50 openness to experience,51 dispositional
optimism,47 self-esteem48 and self-regulation.52 These factors were
found to be protective factors for violent behaviour,46 mental
health,47–49,52 hyperarousal symptoms50 and life events,51following
childhood adversity.

The group of papers demonstrates that many intrapersonal
factors act as buffers to the effects of cumulative childhood adver-
sity. Self-awareness and mastery were protective factors for
mental health symptoms. Expectations for the future, which
included both expectations of attending college and expectations
of being killed by age 21 years, was a protective factor for violent
behaviour following childhood adversity. Openness to experience
mitigated life events following childhood adversity.

Romantic functioning

Two papers found that factors related to romantic relationships
mitigated the effects of cumulative childhood adversity on adult-
hood relationships. Labella et al53 found that romantic competence
was a protective factor for adult supportive parenting following
childhood adversity. Vaillancourt-Morel et al54 found that relation-
ship intimacy was a protective factor for relationship satisfaction
following childhood adversity.

Latent variables of multiple protective factors

Banyard et al55 and Giovanelli et al56 both found that latent scores of
multiple protective factors mitigated outcomes associated with
childhood adversity. In the paper by Banyard et al,55 the latent vari-
able of protective resources included personal income, satisfaction
with friends and family life, participation in social activities and
self-esteem. This variable acted as a protective factor against
mental health outcomes in adulthood following childhood adver-
sity. In the paper by Giovanelli et al,56 the latent variable of protect-
ive resources included cognitive advantage, family support, school
support, motivational advantage, school commitment, student
expectations of college attendance and social adjustment. This vari-
able acted as a protective factor against the impact on occupational
prestige following childhood adversity.

Other protective factors

Curtis et al57 found that socioeconomic instability mediated the
relationship between childhood adversity and respect-based mascu-
line ideology. Although socioeconomic instability confers a less
favourable change in the outcome (i.e. decreased respect-basedmas-
culine ideology, as defined by the authors), it was judged that the
measure, if inversely scored, would reflect socioeconomic stability.
Therefore, this paper demonstrates that socioeconomic stability is

associated with a minimised effect of childhood adversity on
respect-based masculine ideology. Wickrama and Noh58 found
that adolescent adjustment was a protective factor for educational
attainment following childhood adversity.

Risk of bias in studies

Scores on the MASTER tool for each study are presented in Tables
3–6. The median score was 17, with an interquartile range of
2. There were many items that were irrelevant to the papers in
our review, and so were scored as ‘unmet’; examples of such items
are items 13–16, which relate to study blinding. All items that
were not applicable to any paper in the review can be seen in the
full list of safeguards and our interpretations in Supplementary
Appendix 3. This process revealed that although the MASTER
tool is adaptable to different study designs, there are many aspects
that are not applicable to observational studies.

Quality of evidence

Scores on the GRADE for each domain are presented in Tables 3–6,
and the full breakdown is supplied in Supplementary Appendix
4. The GRADE checklist was applied to the four domains containing
more than one paper: social support, education, personality and dis-
positional factors, and romantic relationship factors. The two
papers examining multiple protective factors were deemed too dif-
ferent to combine into one certainty assessment. All assessed
domains were deemed to have very low quality of evidence on the
GRADE checklist.

Discussion

The aim of this systematic review was to identify, synthesise and
critically appraise studies that have found protective factors for
adult outcomes following cumulative childhood adversity. This is
the first systematic review to examine protective factors following
cumulative childhood adversity for any outcomes that are social,
occupational, psychological or related to mental health and well-
being. We found that social support, education, and personality
and dispositional factors were clear domains of protective factors.
Further research is needed to examine the protective role of roman-
tic relationships and how multiple protective factors may act
together to promote positive adaptation following cumulative child-
hood adversity.

The clearest pattern that emerged from the literature was that
social support is a protective factor for mental health outcomes fol-
lowing cumulative childhood adversity. This finding is consistent
with the wider literature detailing the protective role of social
support for mental health, particularly in adolescence and young
adulthood.59 This developmental period has been identified both
as a time with increased importance of social connection, and as a
sensitive period for the development of internalising disorders, par-
ticularly for those who have experienced adversity in childhood.60

Therefore, during this sensitive period, the stable role of friends
and familymay protect against the development of internalising dis-
orders. This finding suggests the opportunity for preventative pro-
grammes enhancing social support in adolescence. The evidence for
social support as a protective factor in this review was deemed to be
of very low quality, so wemust interpret this with caution. However,
this review supports the existing literature and suggests the need for
further, high-quality research into social support’s protective role
for mental health outcomes following cumulative childhood adver-
sity. It is interesting that we did not find social support to be a pro-
tective factor for other outcomes, although there is some evidence
for this in cross-sectional papers.61,62 More longitudinal research
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is needed to test whether social support could also be an area for
intervention for other outcomes in addition to mental health.

Education and academic factors also emerged as a domain of
protective factors for mental health, socioeconomic and offending
outcomes following cumulative childhood adversity, as well as
general adversity. These findings are consistent with, and extend,
extant literature describing the protective role of education for dis-
advantaged young people, and its role in minimising health inequal-
ities.63,64 There are many potential avenues through which
education could promote positive adaptation, and research in this
area has turned to delineating the specific contributions that differ-
ent aspects of education provide. For example, performing well at
school and graduating may enhance self-esteem and self-efficacy,
which are influential in pursuing higher education or challenging
and prestigious jobs. There is also some research to suggest that
the socioemotional adjustment to a classroom environment can
have benefits f-or adult mental health, smoking and drug use.63

This is an area that has great potential for future research in eluci-
dating some of these finer details and potential areas for
intervention.

Another domain of protective factors that emerged in this
review were personality and dispositional factors, which are well-
established as important drivers of positive adaptation following
childhood adversity. Personality is especially influential because
there tends to be high similarity between adulthood and childhood
personality,65 so the effects seen in the included studies likely
describe the differences in responses to adversity based on person-
ality, rather than a protective effect necessarily. Personality itself is
also likely shaped by childhood adversity, as it emerges from an
interaction of temperamental factors with environmental effects.
Therefore, although we selected for papers that measured protective
factors specifically after childhood adversity exposure (and not
during), these intrapersonal protective factors may describe person-
ality processes interacting with exposures to childhood adversity
during and after exposure. There is established literature detailing
the roles of self-awareness, openness, optimism and self-mastery
in children who have relatively good outcomes after experiencing
traumatic situations.66,67 Although this finding is informative as
to which individuals may be more or less affected by adversity, it
is less relevant in the pragmatic approach of pursuing amenable
factors to inform wider social policy or community interventions.

Strengths and limitations

This review has provided a comprehensive summary of the current
literature on protective factors following exposure to cumulative
childhood adversity. The research on this topic is diverse and multi-
disciplinary, and it has required summary for some time. This
review gives a backdrop for future positivistic research into strat-
egies to reduce the long-term burden of childhood adversity.

Because of the multidisciplinary interest in this area, there was
large heterogeneity in the description and measurement of child-
hood adversity and protective factors. This was found both in the
studies included in the present study, and in the wider body of lit-
erature. This heterogeneity resulted in some key limitations. First,
we could not perform meta-analysis, as this requires a reasonable
degree of similarity (e.g. in how variables are measured). Despite
this, it was important to perform a narrative synthesis of the area,
and we found valuable groupings of protective factors following
childhood adversity. These can be considered targets for future
research and review. Second, the heterogeneity required care to be
taken in designing eligibility criteria that was both necessarily and
sufficiently inclusive. Criteria were chosen to balance reducing het-
erogeneity enough to generate meaningful findings while still being
inclusive of a wide body of research. Even with narrower criteria, the

large amount of heterogeneity confirms a need toward more unified
research on long-term outcomes of childhood adversity.

The use of different measurement tools in this review has
limited the ability to compare papers. This was the case for measures
of childhood adversity, mediators and outcomes. All of the included
studies were longitudinal cohort studies, many of which were mea-
sured from birth. These types of studies rely on measurement stan-
dards at the time of data collection. Therefore, it is difficult for these
studies to have consistency in what they measure. In any case, it is
clear that there is a need for established norms in choosing mea-
sures, so that comparison of effects may be possible in the future.

A final limitation of this review is that the quality of evidence for
every category, as ascertained by the GRADE assessment, was very
low. However, in the GRADE assessment, observational studies
start on a ‘low’ score, and marking upward is rare. Further marks
down were most prominently because of inconsistency, based on
the inability to meta-analyse any of the groups. The findings of
this review must therefore be taken in consideration of the very
low quality of evidence. The quality assessment can be considered
a finding in itself, and suggests that observational studies need to
aim for a higher quality to achieve the same level of certainty as
experimental research. GRADE criteria to improve certainty are a
large magnitude of effect, a dose-response gradient and control
for confounding.

Implications

It must be noted that none of the studies in this review demonstrate
causative effects, and it is not possible to say that enhancing these
factors would lead to reduced burden, or why these factors are asso-
ciated with lower burden. However, these studies point to potential
targets for developing interventive or preventative strategies. These
can be applied to the contexts of clinical practice, policy change and
future research.

In terms of clinical practice, there is a prevalent population who
are experiencing mental health difficulties as a result of adversity in
childhood. This review supports interventions for this population
that target enhancing social support systems, as well as ‘resilient’
traits such as self-esteem, mastery, optimism or self-regulation.

For policy, this review demonstrates that investment in educa-
tion may be an important tool to reduce disparities for children
who have experienced adversity. Although education is widely
known to reduce disparities for disadvantaged children, it may
also reduce many unseen disparities for children with high levels
of adversity exposure who may not be classed as ‘disadvantaged’.

Finally, this review suggests that much future research is needed
to address the limitations in the area of protective factors following
adversity. This research should focus on a unified approach, and
calls for this are not new.68,69 This could be achieved through use
of inclusive measurement of exposures to childhood adversity,
and childhood adversity scores that include all possible exposures.
Additionally, a more unified approach would result from amultidis-
ciplinary forum, recognising that this is a topic of importance to
many disciplines.

In conclusion, the experience of adversity in childhood is a sig-
nificant risk factor for poor adult psychosocial outcomes, and heigh-
tened exposure to adversity enhances the likelihood and breadth of
these outcomes. However, increasingly, research demonstrates that
cumulative childhood adversity does not deterministically lead to an
adverse adulthood. This review provides an overview of the current
literature on protective factors following cumulative childhood
adversity exposure. The findings suggest that increased social con-
nection may be related to improvements in adult mental health out-
comes, education has wide-reaching benefits and supporting
resilient personality traits early appears to have long-term positive
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effects. These are all important areas to consider in further research,
and provide clear and feasible targets for researchers and policy
makers to consider. This review highlights the importance of a
more unified approach to support future analytic review.
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