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Résumé

Contexte. Les expériences adverses vécues pendant I’enfance (ACEs) sont courantes et
sont associées a une détérioration de la santé mentale. Toutefois, moins est connu sur la capacité
des facteurs de protection a atténuer ces effets au début de 1’age adulte. Objectifs. Cette étude
visait a examiner les liens entre les ACEs et les symptomes d’anxiété et de dépression, ainsi qu’a
tester le r6le modérateur de I’autocompassion, des expériences bienveillantes a I’enfance (BCEs)
et le soutien social. Participants et contexte. 2 470 ¢tudiants de premier cycle (M = 19,26 ans ;
E=1,59 ; 69,66 % de femmes), recrutés par I’intermédiaire du Systéme intégré de participation a
la recherche de I’Université d’Ottawa, ont participé a une étude par sondage en ligne. Méthode.
Les participants ont répondu a des questionnaires sur les ACEs, les symptomes d’anxiété et de
dépression, les BCEs, 1’autocompassion et le soutien social. Résultats. La modélisation par
équations structurelles a montré que les ACEs étaient associées a des niveaux plus élevés de
symptomes anxieux et dépressifs (B = 0,30; = 0,35, respectivement). L'autocompassion était
associée a une diminution des symptomes dépressif (f = —0,42) et d'anxiété (f = —0,50), et le
soutien social était associé a une diminution des symptomes dépressifs (B = —0,12), tandis que les
BCE ne présentaient qu'une variabilité limitée. Contrairement aux hypothéses ni
I’autocompassion ni le soutien social ont modéré le lien entre les ACEs et les symptomes
d’intériorisation. Conclusion. Les facteurs de protection sont associés a de meilleurs résultats en
maticre de santé mentale, ce qui correspond a un modele d’effets additifs plutdt qu’a un modele
d’effets modérateurs.

Mots-clés: Expériences adverses a l’enfance, santé mentale, jeunes adultes,

autocompassion, soutien social, expériences bienveillantes a [’enfance



Abstract

Background. Adverse childhood experiences (ACEs) are prevalent and have been
consistently associated with poorer mental health outcomes. However, less is known about
whether protective factors buffer these effects during emerging adulthood. Objectives. This
study sought to examine the association between ACEs and symptoms of anxiety and depression
and to test whether self-compassion, benevolent childhood experiences (BCEs), and social
support moderated these associations. In addition, we investigated whether these associations
varied across sociodemographic groups. Participants and Setting. 2,470 undergraduate students
(M =19.26 years old; SD = 1.59; 69.66% women) participated in an online survey-based study.
Participants were recruited through the Integrated System of Participation in Research at the
University of Ottawa. Method. Participants completed measures of ACEs, anxiety and
depression symptoms, BCEs, self-compassion, and social support. Results. Structural equation
modeling showed that ACEs were associated with higher anxiety (f =.30, p <.001) and
depressive symptoms (B = .35, p <.001). Self-compassion was associated with lower depression
(B=-.42, p <.001) and anxiety symptoms ( =—.50, p <.001), and social support was
associated with lower depression symptom levels (and f =—.12, p <.001), whereas BCEs
showed limited variability. Contrary to our buffering hypotheses, neither self-compassion nor
social support moderated the association between ACEs and internalizing symptoms. Multigroup
analyses indicated that the associations between ACEs and mental health outcomes did not differ
across gender, ethnocultural background, or socioeconomic status. Conclusion. Protective
factors are associated with better mental health outcomes, consistent with additive rather than
buffering pattern of effects.

Keywords: Adverse childhood experiences, mental health, emerging adults, self-

compassion, social support, benevolent childhood experiences
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Chapitre 1. Introduction

1.1 Expériences précoces et trajectoires développementales

Le développement tout au long de la vie est profondément influencé par les expériences
vécues pendant I’enfance (Shonkoff & Phillips, 2000). Les écrits scientifiques, tant en
psychologie du développement qu’en psychopathologie, indiquent clairement que 1’enfance
représente une période particulierement sensible au cours de laquelle les influences
environnementales peuvent avoir des conséquences durables sur le fonctionnement
psychologique, social et biologique (Cicchetti, 2016 ; Nelson III et al., 2007). Au cours de cette
période, les enfants dépendent fortement de leurs environnements de soins et de leurs milieux
sociaux pour satisfaire leurs besoins émotionnels, cognitifs et physiques (Lobo et al., 2026). Des
environnements soutenants et bienveillants peuvent favoriser un développement sain et un
fonctionnement adaptatif, tandis que des expériences adverses peuvent perturber les processus
développementaux et accroitre la vulnérabilité a des difficultés ultérieures de santé physique et
mentale, notamment [’anxiété, la dépression, une régulation émotionnelle altérée et des
perceptions de soi inadaptées (Luby et al., 2024 ; Masten, 2014a).

La théorie des systemes écologiques (Bronfenbrenner, 1979) constitue un cadre central
pour comprendre comment les environnements précoces influencent le développement. Ce
modele congoit le développement humain comme s’inscrivant au sein de multiples systemes
environnementaux interconnectés, allant des contextes immeédiats, tels que les relations
familiales et les environnements scolaires, aux structures sociétales plus larges et aux influences
culturelles. Le développement est donc compris comme le résultat d’interactions dynamiques
entre les individus et leur environnement au fil du temps. Dans cette perspective écologique,
I’exposition des enfants a des expériences a la fois de risque et de protection s’inscrit dans un
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réseau de contextes sociaux qui, collectivement, faconnent les trajectoires développementales
(Bronfenbrenner, 1979). Ainsi, les expériences vécues au sein de la famille, des groupes de pairs,
de I’école et de la communauté peuvent soit favoriser, soit entraver des trajectoires de
développement saines (Bronfenbrenner, 1979 ; Shonkoff et al., 2021). Par conséquent, pour
comprendre les conséquences a long terme des expériences précoces, il faut examiner non
seulement les caractéristiques individuelles, mais aussi les environnements sociaux plus larges
dans lesquels le développement se déroule. Dans ce cadre théorique, une attention particuliére a
été accordée au role de I’adversité a I’enfance dans le fagonnement des trajectoires de

développement et a son influence sur la santé et le bien-étre a long terme (Shu et al., 2025).

1.2 Expériences adverses a ’enfance

L’un des cadres conceptuels les plus influents pour 1’étude des difficultés rencontrées
pendant I’enfance est celui des expériences adverses vécues pendant I’enfance, communément
désignées par leur abréviation anglaise « ACEs » (adverse childhood experiences). Ce cadre
conceptuel trouve son origine dans 1’étude menée par Vincent Felitti et ses collégues a la fin des
années 1990 (Felitti et al., 1998), qui s’est penché sur le lien entre I’adversité vécue durant
I’enfance et les problemes de santé a I’age adulte. Cette étude a démontré que I’exposition a des
expériences négatives durant I’enfance, notamment diverses formes de violence (physique,
sexuelle et émotionnelle), la négligence (physique et émotionnelle) et les difficultés familiales
(séparation des parents, incarcération, problémes de santé¢ mentale, consommation de substances
par un membre de la famille ou violence entre les parents), était fortement associée a un large

¢ventail de conséquences négatives sur la santé physique et mentale a 1’age adulte.
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Depuis I’étude initiale de Felitti, un vaste corpus de recherche en constante expansion a
mis en évidence la prévalence généralisée des expériences adverses vécues pendant 1’enfance au
sein de diverses populations. En effet, 60,1 % de la population mondiale aurait vécu au moins un
ACE, avec des prévalences encore plus élevées dans certains groupes (p.ex., 82,6 % chez les
personnes ayant un faible revenu ; Madigan et al., 2023). Ainsi, les ACEs sont désormais
largement reconnues comme un enjeu majeur de santé publique (Anda et al., 2010 ; Tonmyr et
al., 2020 ; Vanaelst et al., 2012), compte tenu de leur prévalence et de leur lien avec de
nombreuses conséquences néfastes tout au long de la vie. Les écrits scientifiques montrent
systématiquement que I’exposition aux ACEs est liée a des risques accrus de troubles de santé
mentale, notamment I’anxiété, la dépression et les troubles li€s a la consommation de substances,
ainsi qu’a des problémes de santé physique (Hughes et al., 2017).

Il est important de noter que les recherches ont également démontré que 1’influence des
ACEs est cumulative selon le nombre d’ ACEs auxquels une personne est exposée (Tan & Mao,
2023 ; Webster, 2022). Plutot que de se limiter aux effets d’expériences adverses isolées, les
résultats sur le développement sont influencés par I’accumulation de multiples facteurs de stress
au fil du temps. Dans le cadre du risque cumulatif, la probabilité de résultats négatifs augmente a
mesure que les individus vivent un plus grand nombre d’ACEs (Hughes et al., 2017). Cette
relation dose-réponse met en évidence comment une exposition répétée ou chronique a
I’adversité peut aggraver les risques liés au développement et accroitre la vulnérabilité a des
difficultés psychologiques et physiques ultérieures.

Cependant, bien que la recherche sur les ACEs ait considérablement fait progresser la
compréhension des conséquences a long terme de I’adversité vécue tot dans la vie, elle a

¢galement été critiquée pour s’étre principalement concentrée sur les déficits et les risques (Ellis
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et al., 2022a ; Meléndez Guevara et al., 2024). Les chercheurs soulignent ainsi la nécessité
d’accorder une plus grande attention aux mécanismes par lesquels 1’adversité influence le
développement, ainsi qu’aux facteurs susceptibles de favoriser la résilience et I’adaptation

positive malgré I’adversité précoce (Masten, 2014b).

1.3 Mécanismes développementaux reliant ’adversité et la santé mentale

Une question centrale en psychologie comportementale concerne les mécanismes par
lesquels I’adversité vécue pendant 1’enfance contribue a 1’apparition ultérieure de troubles de
santé mentale. Plutot que d’exercer un effet direct et uniforme, on considere que les ACEs
influencent de multiples processus développementaux dans les domaines biologique,
psychologique et social (Ellis et al., 2022a). Ces processus, a leur tour, fagonnent la vulnérabilité
ou la résilience des individus face aux troubles de santé mentale au fil du temps.

L’un des principaux mécanismes implique des perturbations dans la régulation du stress.
L’exposition a un stress chronique ou imprévisible pendant 1’enfance peut modifier la facon dont
les individus pergoivent le stress et y réagissent plus tard dans leur vie (Gunnar & Quevedo,
2007). En effet, les personnes exposées a I’adversité peuvent devenir plus sensibles aux facteurs
de stress, percevoir les situations comme plus menagantes ou éprouver davantage de difficulté a
revenir a un état normal aprés des événements stressants. Au fil du temps, ces schémas peuvent
contribuer a une réactivité émotionnelle accrue et a un risque plus élevé de développer des
troubles intériorisés tels que 1’anxiété et la dépression (McLaughlin & Sheridan, 2016a).

Outre la régulation du stress, les difficultés rencontrées dans I’enfance jouent un role
déterminant dans le développement socio-émotionnel. Les relations précoces avec les donneurs

de soins sont fondamentales pour le développement de la sécurité d’attachement et des capacités
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de régulation (Bowlby, 1969 ; Mikulincer & Shaver, 2012). Selon la théorie de I’attachement
(Bowlby, 1969), des soins constants et attentifs favorisent le développement d’un attachement
sécurisant, ce qui facilite une régulation émotionnelle efficace et un fonctionnement
interpersonnel adaptatif (Mikulincer & Shaver, 2007). A I’inverse, des expériences négatives
telles que la négligence, la maltraitance ou des soins incohérents peuvent perturber ces
processus, entrainant des schémas d’attachement insécurisant et des difficultés a réguler les
émotions (Cicchetti & Toth, 2005). Ces perturbations relationnelles précoces peuvent persister
aux stades de développement ultérieurs, augmentant la vulnérabilité a la détresse psychologique.

Les processus cognitifs constituent également un mécanisme important reliant I’adversité
aux conséquences sur la santé mentale. Les personnes exposées a I’adversité peuvent développer
des croyances inadaptées a leur propre sujet, a I’égard des autres et du monde, telles que des
attentes de rejet, de la méfiance ou de I’autocritique (Pilkington et al., 2021). Ces schémas
cognitifs peuvent influencer la maniere dont les individus interprétent et réagissent aux
expériences ultérieures, orientant souvent leur attention vers les menaces ou les informations
négatives (McLaughlin et al., 2019). De tels schémas peuvent contribuer au développement et au
maintien de symptdmes d’intériorisation, en particulier dans des contextes impliquant du stress
ou de I’incertitude (Lu et al., 2026 ; Pilkington et al., 2021 ; Zhao et al., 2022).

Dans I’ensemble, ces mécanismes soulignent que 1’impact des difficultés vécues pendant
I’enfance est multiforme, influencant les processus émotionnels, relationnels et cognitifs qui se
déroulent tout au long du développement (Cicchetti, 2016). Cependant, ces trajectoires ne sont
pas fixées a I’avance. Les individus peuvent suivre des parcours développementaux variés selon

la présence de facteurs de protection qui favorisent 1’adaptation et la résilience (Masten, 2014b).
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Dans cette optique, les effets de 1’adversité dépendent non seulement de la présence de
facteurs de risque, mais aussi de la disponibilité de ressources favorisant 1’adaptation (Shonkoff
et al., 2012). Les facteurs de protection peuvent interrompre ou atténuer les mécanismes décrits
ci-dessus en favorisant une régulation émotionnelle plus efficace, en encourageant des processus
cognitifs adaptatifs et en offrant des contextes relationnels qui favorisent 1’adaptation et le bien-
étre psychologique (Luthar et al., 2000). A ce titre, ils jouent un role crucial pour déterminer si

I’adversité précoce se traduit par des difficultés de santé mentale a long terme.

1.4 Facteurs de protection et atténuation du stress

Les mod¢les théoriques du stress, de I’adaptation et de la résilience fournissent des
informations importantes sur la maniére dont les facteurs de protection peuvent atténuer les
conséquences psychologiques de 1’adversité en influengant les processus d’évaluation du stress
et les différentes formes d’adaptation (Cohen & Wills, 1985; Masten, 2014a, 2014b). Ces cadres
théoriques suggerent que I’'impact des expériences négatives vécues pendant I’enfance n’est pas
immuable, mais qu’il peut étre influencé par la présence de ressources qui déterminent la fagon
dont les individus interprétent, régulent et réagissent au stress (Masten, 2014b). Conformément a
cette perspective, les facteurs de protection peuvent agir a plusieurs niveaux d’influence,
notamment dans les domaines interpersonnels, intrapersonnel et développemental.

Au niveau interpersonnel, I’un des cadres théoriques les plus étudiés est le modele de
soutien social comme tampon contre le stress (Stress-Buffering Model of Social Support; Cohen
& Wills, 1985). Ce modele postule que le soutien social atténue les effets négatifs du stress en
influengant a la fois 1’évaluation du stress et les processus d’adaptation. Plus précisément, les

personnes qui percoivent un niveau plus élevé de soutien disponible peuvent interpréter les
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situations stressantes comme moins menagantes et se sentir plus capables de relever les défis,
sachant qu’elles peuvent compter sur leurs proches (Evans et al., 2013). Le soutien social percu
peut également apporter un réconfort émotionnel, une aide pratique et des occasions de mobiliser
des stratégies d’adaptation adaptées, réduisant ainsi la détresse psychologique (Cheong et al.,
2017 ; Yeo et al., 2025). Ce cadre est particulierement pertinent dans un contexte d’adversité, car
le fait de se sentir soutenu peut compenser certaines ruptures relationnelles antérieures et
favoriser un sentiment de sécurité et d’appartenance (Mikulincer & Shaver, 2007, 2012, 2020).

Au niveau intrapersonnel, I’autocompassion constitue un autre facteur de protection
important susceptible d’influencer les réactions face a 1’adversité (Neft, 2003). S’ inspirant des
travaux théoriques de Kristin Neff, I’autocompassion est définie comme une maniére de se traiter
avec bienveillance, de reconnaitre ses propres expériences comme faisant partie de la condition
humaine partagée et de maintenir une conscience équilibrée de ses émotions (Neff, 2003).
Théoriquement, 1I’autocompassion peut atténuer les effets du stress en réduisant 1’autocritique
inadaptée et en favorisant des stratégies adaptatives de régulation émotionnelle (Neff & Germer,
2013). Les personnes faisant preuve d’une grande autocompassion sont plus susceptibles de
réagir aux difficultés avec compréhension plutot qu’avec jugement, ce qui peut atténuer
I’intensité et la durée des états émotionnels négatifs (Neff & Germer, 2013). Dans le contexte
d’adversité précoce, I’autocompassion peut revétir une importance particuliére, car les personnes
exposées a des ACEs sont plus susceptibles de développer des tendances a 1’auto-évaluation
sévere et des difficultés a réguler leurs émotions (Cloitre et al., 2019). Ainsi, I’autocompassion
peut étre conceptualisée comme une ressource de régulation interne qui atténue 1’influence

psychologique du stress.
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Sur le plan développemental, un mouvement de recherche ancré dans les forces
s’intéresse de plus en plus au role des expériences positives vécues pendant I’enfance, souvent
désignées sous le terme d’« expériences bienveillantes a 1’enfance » (benevolent childhood
experiences ; BCEs). Ce cadre théorique souligne que les expériences positives et favorables
vécues pendant I’enfance, comme le fait d’entretenir des relations sécurisantes avec des adultes
au sein de la famille €élargie ou méme a 1’école ou dans le voisinage, de se sentir valorisé ou de
bénéficier d’un environnement stable, peuvent coexister avec 1’adversité et contribuer a soutenir
une trajectoire développementale plus positive (Narayan et al., 2021). Sur le plan théorique, les
BCEs sont souvent comprises a travers un modele compensatoire selon lequel les expériences
positives compensent ou atténuent les effets négatifs des expériences défavorables (Han et al.,
2023). Plut6t que de représenter simplement 1’absence d’adversité, les BCEs refletent la présence
d’environnements bienveillants et favorables qui favorisent le développement de compétences
d’adaptation, telles que la régulation des émotions, la confiance en autrui et un sentiment de
sécurité (Crouch et al., 2019). Les BCEs peuvent donc fournir des ressources psychologiques
durables auxquelles les individus peuvent puiser plus tard dans leur vie lorsqu’ils sont confrontés
au stress.

Il est important de noter que ces trois facteurs de protection, a savoir le soutien social
percu, I’autocompassion et les BCEs, constituent des mécanismes complémentaires qui agissent
a des niveaux d’influence distincts, mais interconnectés. Le soutien social percu refléte 1’acces a
des ressources relationnelles externes, 1’autocompassion refléte des processus de régulation
internes, et les BCEs reflétent des atouts de développement antérieurs qui fagonnent 1’adaptation
ultérieure. Ensemble, ces facteurs s’inscrivent dans des cadres écologiques axés sur la résilience

(Bronfenbrenner, 1979 ; Luthar et al., 2000), qui soulignent que I’adaptation positive a la suite
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d’une adversité est soutenue par des ressources ancrées au sein des individus, de leurs relations et
de leur historique développemental.

Comprendre comment ces facteurs de protection agissent, tant individuellement qu’en
combinaison, peut éclairer les mécanismes par lesquels les individus s’adaptent a I’adversité. Le
choix de ces facteurs spécifiques repose sur leur pertinence a plusieurs niveaux de
fonctionnement, englobant les ressources externes, internes et liées au développement qui sont
théoriquement associées a la résilience. L’¢tude de ces mécanismes est particulierement
pertinente pour identifier des cibles potentielles d’intervention, car certaines de ces ressources,
telles que I’autocompassion et le soutien social, peuvent étre renforcées tot dans le

développement, favorisant ainsi la résilience et le bien-étre psychologique.

1.5 L’4ge adulte émergent comme contexte développemental

Pour comprendre les conséquences a long terme des difficultés vécues durant I’enfance, il
faut tenir compte des contextes développementaux dans lesquels elles peuvent se manifester.
L’age adulte émergent, une étape qui s’étend généralement de la fin de I’adolescence jusqu’a la
fin de la vingtaine (Arnett, 2000), constitue une période développementale particulierement
importante.

L’age adulte émergent se caractérise par des transitions significatives dans le
développement de I’identité, les roles sociaux et les responsabilités de la vie (Arnett, 2000). Au
cours de cette période, les individus connaissent souvent des changements dans les contextes
éducatif, professionnel et relationnel, tout en apprenant a gérer une indépendance croissante par

rapport a leur milieu familial (Arnett, 2000). Bien que cette étape du développement offre
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d’importantes occasions d’exploration et de croissance personnelle, elle est également associée a
une vulnérabilité psychologique accrue.

En effet, les taux de troubles de santé mentale de type intériorisé, notamment les
symptomes d’anxiété et de dépression, augmentent souvent au cours de 1’age adulte émergent
(Auerbach et al., 2018). Plusieurs facteurs peuvent contribuer a cette vulnérabilité, notamment
les pressions scolaires, le stress financier, 1’évolution des relations sociales et de couple ainsi que
I’incertitude quant a 1’orientation future de la vie (Copeland et al., 2025; Yeo et al., 2025). Pour
de nombreuses personnes, cette période développementale coincide également avec le début des
études postsecondaires. Or, les étudiants universitaires sont une population particulierement
vulnérable aux troubles de santé mentale, puisque plusieurs sont confrontés a de nouvelles
exigences scolaires, a de nouveaux environnements sociaux et a de nouvelles sources de stress
(Dufty, 2023).

Compte tenu de ces défis, le début de 1’age adulte représente une période particulierement
importante pour examiner les conséquences sur la santé mentale des expériences vécues plus tot
dans la vie. Les personnes qui ont connu des épreuves pendant I’enfance peuvent faire face a des
défis supplémentaires lors de ces transitions de développement, ce qui peut accroitre leur

vulnérabilité aux difficultés psychologiques.

1.6 Lacunes dans la littérature existante

Malgré I’abondance des travaux de recherche consacrés aux expériences adverses vécues
pendant I’enfance et a leurs conséquences, plusieurs lacunes importantes subsistent dans la
littérature. Premierement, une grande partie de la littérature sur les ACEs a historiquement

adopté une perspective axée sur les déficits, mettant I’accent sur les risques et les conséquences
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négatives associés a I’adversité pendant 1’enfance (Ellis et al., 2022a ; Meléndez Guevara et al.,
2024). Bien que cette approche ait été essentielle pour identifier les impacts a long terme de
I’adversité, elle a souvent négligé les facteurs susceptibles de favoriser la résilience et
I’adaptation positive.

Deuxiémement, relativement peu d’études ont examiné simultanément plusieurs facteurs
de protection, en particulier ceux qui agissent a différents niveaux écologiques (Latham et al.,
2023). La prise en compte des facteurs de protection dans les domaines de I’environnement
développemental, de la sphére intrapersonnelle et de la sphére interpersonnelle pourrait permettre
de mieux comprendre comment les processus de résilience se déroulent a la suite d’une épreuve.

Troisiémement, bien que le début de 1’age adulte représente une période de
développement importante caractérisée par des transitions importantes et une vulnérabilité accrue
aux troubles de santé mentale, relativement peu d’études se sont spécifiquement concentrées sur
les populations d’étudiants universitaires pour examiner 1’interaction entre 1’adversité durant
I’enfance, les facteurs de protection et le bien-étre psychologique (Irshad & Lone, 2025). Cette
lacune est notable étant donné que les étudiants universitaires sont souvent confrontés a des
stresseurs académiques, sociaux et financiers accrus, qui peuvent interagir avec des expériences
défavorables antérieures pour faconner les résultats en matiere de santé mentale (Copeland et al.,
2025).

Enfin, les écrits scientifiques mettent de plus en plus en évidence que tant I’exposition a
I’adversité que les conséquences sur la santé mentale peuvent varier selon les groupes
sociodémographiques (Canady et al., 2024 ; LaBrenz et al., 2020). Effectivement, certaines
¢tudes faisant état de différences dans la prévalence de types spécifiques d’adversité ainsi que de

variations dans la force des associations entre 1’adversité et les conséquences psychologiques.
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Cependant, il n’est pas clair si les facteurs de protection operent de la méme manicre dans ces
groupes ou si certaines ressources peuvent étre particulierement bénéfiques pour des populations
spécifiques. Combler ces lacunes pourrait contribuer a une compréhension plus nuancée des
processus par lesquels les individus s’adaptent a I’adversité et éclairer les interventions visant a

promouvoir la santé¢ mentale chez les jeunes adultes.

1.7 Présentation générale du mémoire

Le présent mémoire vise a contribuer au corpus scientifique croissant portant sur les
I’identification de facteurs susceptibles d’atténuer les conséquences de I’adversité vécue pendant
I’enfance. S’appuyant sur des cadres théoriques écologiques et sur la littérature relative aux
facteurs de protection, ce mémoire examine le réle de plusieurs facteurs protecteurs susceptibles
d’atténuer 1’association entre les expériences adverses vécues pendant 1’enfance et les
conséquences sur la santé mentale au début de I’age adulte. Plus précisément, mon étude
examine les roles modérateurs potentiels de 1’autocompassion, du soutien social pergu et des
expériences bienveillantes vécues pendant I’enfance dans le lien entre les ACEs et les
symptomes d’anxiété et de dépression chez les étudiants universitaires. Ces facteurs constituent
des ressources complémentaires agissant a travers les niveaux d’influence développemental,
intrapersonnel et interpersonnel. L’étude explore également si ces associations opérent de fagon
similaire pour différents groupes sociodémographiques.

En examinant ces facteurs de protection dans le contexte du début de 1’dge adulte et en
explorant les variations potentielles entre les groupes sociodémographiques, ce mémoire vise a
approfondir la compréhension des processus susceptibles de favoriser une adaptation

psychologique positive chez les personnes exposées a 1’adversité pendant 1’enfance.
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Adverse Childhood Experiences and Mental Health in Emerging Adults: The Role of

Protective Factors

Adverse childhood experiences (ACEs) are defined as potentially traumatic events,
including various forms of violence (physical, sexual, and emotional), neglect (physical and
emotional), and family challenges (parental separation, incarceration, mental health problems,
substance use by a family member, or interparental violence) occurring before the age of 18
(Felitti et al., 1998). According to a national report by Children First Canada, ACEs represent
one of the ten most significant threats to the well-being of Canadian children (Children First
Canada, 2021).

Recent meta-analytical studies indicate that ACEs are highly prevalent worldwide, both
when assessed during childhood/adolescence and retrospectively in adulthood. Indeed, a recent
meta-analysis of 65 studies indicated that 58% of children and adolescents have experienced at
least one adverse experience (Madigan et al., 2024), while another meta-analysis of 206 studies
indicated that 60% of adults have experienced at least one adverse experience during their
childhood (Madigan et al., 2023). The high prevalence of ACEs is concerning, given their lasting
effects on both physical (e.g., smoking, substance use, heart disease) and mental health (Hughes
et al., 2017), and even academic success, with some studies linking ACEs exposure to increased
likelihood of academic failure and dropout (Gresham & Karatekin, 2023; Lecy & Osteen, 2022).
Given the ramifications of ACEs, it is important to consider protective factors that buffer against
their effects and support well-being. Yet, these factors remain rarely examined, with research
often operating from a deficit-based perspective.

The current study sought to examine how three potential protective factors, namely,

benevolent childhood experiences (BCEs), self-compassion, and social support, may buffer the
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association between ACEs and mental health difficulties, including symptoms of anxiety and
depression, during emerging adulthood. This developmental period is particularly important
because it involves significant psychological, social, and role transitions and represents a time of
heightened vulnerability for the onset or exacerbation of internalizing mental health problems
(Copeland et al., 2025). Additionally, we considered whether buffering effects were consistent
across sociodemographic groups given known differences in ACEs exposure and mental health
outcomes across gender, ethnocultural background, and socioeconomic status (SES) (Madigan et

al., 2023; Schilling et al., 2007; Wheeler et al., 2019).

Emerging Adulthood and Mental Health

Emerging adults represent a particularly relevant population for examining the mental
health consequences of early life adversity. It is characterized by heightened vulnerability for the
onset or exacerbation of internalizing mental health problems, increased exposure to academic,
social, and financial stressors (Copeland et al., 2025; Yeo et al., 2025). This developmental
period is also marked by major changes in social relationships, including a gradual shift from
reliance on family support toward greater dependence on peers and romantic partners, which
requires adaptation to new sources and forms of support (Arnett, 2000). These relational
transitions may further challenge students’ adaptive capacity, particularly when support networks
are unstable or still developing.

Within this group, undergraduate students may be particularly vulnerable to mental health
difficulties, with evidence suggesting that students are more likely to experience common mental
health problems compared to their non-student peers of the same age (Dufty, 2023; McCloud et
al., 2023; Paz & Evans, 2023). This vulnerability may be further increased for racialized

students, who are more likely to encounter additional stressors within academic contexts, such as
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experiences of racism and microaggressions, which constitute significant sources of stress and
may increase vulnerability to mental health problems (Bravo et al., 2023; Farber et al., 2021).
Together, these factors support the relevance of focusing on a university student population and

examining sociodemographic differences in mental health outcomes.

Ramifications of Adverse Childhood Experiences

One factor that contributes to shaping mental health is exposure to ACEs, which has been
consistently associated with increased risk for internalizing disorders (e.g., anxiety, depression)
in adulthood (Chapman et al., 2004; Craig et al., 2023; Kalmakis & Chandler, 2015). This
association appears to follow a dose-response pattern, wherein the number of ACEs is directly
proportional to the risk of negative long-term psychological outcomes (Tan & Mao, 2023). In
other words, the more people are exposed to adverse experiences, the higher the risk to their
mental health, such as developing anxiety or depression.

The impacts of ACEs can be observed early during adulthood, including in emerging
adulthood and post-secondary student samples. For example, studies have shown that university
students with a history of ACEs are more likely to experience a worsening of mental health
symptoms, such as anxiety and depression, over the course of a post-secondary semester
(Karatekin, 2018). In this study, Karatekin (2018) identified the current number of stressors
experienced by students as a potential mechanism mediating the association between ACEs and
mental health outcomes. Students with higher ACEs exposure reported experiencing a greater
number of academic and social stressors, leading to poorer mental health functioning. Other
research has similarly shown that students who experience adversity prior to college are at
greater risk for psychological and physical health difficulties during the transition to college and

across their first semester (Filipkowski et al., 2016). Additionally, the dose-response relationship
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also appears true for university students, as Watt et al. (2019) found that students who
experienced four or more ACEs were at greater risk of experiencing depression and anxiety
compared to the students who had not lived these experiences. Consistent findings across
multiple studies suggest that ACEs are among the determinants of mental health and lower
quality of life in university populations (Davies et al., 2022; Kaloeti et al., 2018), supporting the
need to examine this population in particular. Given the ramifications of ACEs on mental health,
it is important to consider factors that may promote mental health and protect against poor

mental health outcomes among university students who experienced adversity during childhood.

Potential Protective Factors

While some studies have examined potential buffering factors, ACEs research
often remains deficit-based, with few studies examining protective factors, which are essential to
prevention and intervention efforts. This gap is particularly relevant among university students,
who represent a particularly vulnerable population for mental health difficulties (Duffy, 2023).
Many factors may potentially buffer the negative effects of ACEs on mental health, and these
protective factors can operate across multiple ecological levels (Bronfenbrenner, 1979),
reflecting resources that support adaptation with developmental, interpersonal, and broader social
contexts. Some of these resources may be modifiable, making them especially relevant for
prevention and intervention.

Accordingly, the present study focused on three protective factors that represent
complementary resources operating at distinct levels of influence: self-compassion (an
intrapersonal regulatory resource, which involves responding to personal distress with kindness
rather than self-criticism; Neff, 2003), perceived social support (an interpersonal resource

involving the belief that help and care are available when needed; Thoits, 1995), and BCEs (a
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developmental resource reflecting early experiences of safety, support, and belonging; Narayan
et al., 2018). Although conceptually distinct, each has been associated with lower levels of
internalizing symptoms (e.g., Cheong et al., 2017; Narayan et al., 2018; Neft & McGehee, 2009)
and may lessen the extent to which early adversity translates into later mental health difficulties
by influencing emotion regulation, stress appraisal, and access to coping resources. Each of these
factors may be relevant to ACEs through different protective mechanisms.

Self-compassion may be particularly relevant for individuals with ACEs, who often
experience increased emotion dysregulation and self-critical internal processes following early
adversity (Cloitre et al., 2019). By promoting kindness toward oneself during distress, self-
compassion may act as a compensatory mechanism and thereby contribute to reduced mental
health difficulties (Cloitre et al., 2019). Empirical research supports this idea, for example,
showing that self-compassion partially mediated the relationship between ACEs and anxiety
symptoms among adolescents (Chi et al., 2023). Perceived social support may also help mitigate
the mental health impact of ACEs. Importantly, perceived social support, rather than actual
received support, has been shown to be more strongly associated with mental health outcomes
(Yeo et al., 2025). Having higher levels of perceived social support may help one’s ability to
cope with the effects of ACEs, notably by being able to reach out to others and receive support in
moments of need or stress. Studies have shown that greater perceived social support is associated
with reduced depressive symptoms in adulthood among people who have experienced ACEs
(Cheong et al., 2017; Thoits, 1995). Lastly, BCEs may also represent an important protective
factor against the mental health consequences of ACEs. BCEs could operate by lessening the
long-term negative effects of adversity on psychological well-being, as one would also be able to

rely on skills developed through positive experiences (Crouch et al., 2018). Crouch et al. (2018)
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found that the association between ACEs and mental distress was significantly lessened among
participants who reported BCEs. Such findings suggest that BCEs can buffer the long-term
negative impact of ACEs on mental health outcomes by fostering stability and nurturing
relationships. Together, these findings suggest that protective factors may emerge from multiple
domains of functioning. Notably, whereas BCEs reflect earlier developmental assets, self-
compassion and social support represent more proximal resources that can be targeted through
intervention during emerging adulthood, underscoring their relevance for prevention and mental

health promotion in university populations.

Variations in Adverse Childhood Experiences Across Groups

Although ACEs are prevalent in the general population, certain groups are at greater risk
of experiencing them. A large meta-analysis conducted by Madigan et al. (2023) based on over
500 000 participants found that the prevalence of ACEs was higher in people with lower income
and those belonging to minority groups. Similarly, gender differences are observed with respect
to mental health outcomes, with female students reporting higher depression and anxiety
symptoms (Pigart et al., 2025).

Research also suggests differences in the association between ACEs and mental health
outcomes across sociodemographic groups. For example, stronger associations between abuse-
related ACEs and depressive symptoms have been observed among Hispanic participants
compared to other ethnocultural groups (Canady et al., 2024). Similarly, another study found a
significant interaction between ACEs and ethnocultural background for mental health outcomes,
indicating that higher ACEs scores may be more strongly associated with poorer mental health
among ethnocultural minorities, likely due to structural factors (LaBrenz et al., 2020). Gender

differences have also been observed in the association between ACEs and mental health
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outcomes, with women showing higher odds of anxiety than men (Zhu et al., 2025). These
differences vary by type and cumulative exposure to ACEs, with stronger associations for
interpersonal adversities such as emotional abuse or neglect, and greater increases in
internalizing symptoms among women as the number of ACEs accumulates (Zhu et al., 2025).
Similarly, lower SES has been associated with stronger links between ACEs and depressive
symptoms, with evidence of both moderating and mediating effects over the life course
(Abrahamyan et al., 2024; Yazawa et al., 2022). Broader socioeconomic inequality has also been
found to partially explain ACEs-related health outcomes (Shu et al., 2025).

Taken together, these findings suggest important differences among sociodemographic
groups. However, limited research has examined whether protective factors may also differ
among them. Therefore, in this study, we examine whether self-compassion, perceived social

support, and BCEs differ in their associations across gender, ethnocultural background, and SES.

Current Study

The current study aimed to address gaps in the ACEs literature by exploring three
protective factors associated with ACEs and mental health outcomes among emerging adults,
along with their variation across socio-demographic groups. The first objective was to assess the
moderating role of self-compassion, perceived social support, and BCEs on the association
between ACEs and anxiety and depressive symptoms. The second objective was to examine
whether these protective factors differ according to gender, ethnocultural background, and SES.
We expected that self-compassion, perceived social support, and BCEs would buffer the negative
influence of ACEs on psychological well-being. Specifically, emerging adults who have
experienced ACEs but demonstrate self-compassion, benefit from strong social support, and/or

have had positive childhood experiences were expected to show better psychological outcomes,
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specifically lower levels of anxiety and depressive symptoms than those without these protective
factors. No hypotheses are made regarding comparisons between protective factors across groups
given that differences across protective factors have rarely been examined.
Methods

Participants

Participants were recruited between Fall 2024 and Fall 2025 through a participant pool at
the University of Ottawa. The participant pool comprised undergraduate students registered in
first- or second-year courses in psychology, linguistics, communication, and business
administration. Participants were eligible for the current study if they were (a) aged between 18
and 25 years old and (b) could understand either French or English. A total of 2,806 participants
completed the questionnaire. From this sample, we excluded participants who completed the
survey in less than 2 minutes, participants who failed all attention-check questions, and
participants who indicated that their data should not be used or who reported paying little or no
attention to the survey (Meade & Craig, 2012). This resulted in a final dataset of 2,470 full-time
undergraduate students aged between 18 and 25 (M = 19.26 years old; SD = 1.59). Most
participants identified as women (n = 1,720, 69.66%), while the rest identified as men (n = 643,
26.00%) or another gender (n = 101, 4.09%); the remaining participants preferred not to answer
this question. In terms of ethnocultural background, 40.10% of participants identified as White (n
=988), 17.86% as Black (n = 440), 9.82% as Arab (n =242), 9.82% as Asian (n = 242), 8.16%
as Multiracial (n = 201), 5.44% as Southeast Asian (n = 134), and the rest identified as another
ethnocultural background. The vast majority (61.94%; n = 1201) of participants had an income
of less than $10,000, while 26.87% (n = 521) had an income ranging from $10,001 to $20,000

(see Table 1).
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Procedure

A brief description of the study was available on the participant pool’s portal. After
signing up for the study, participants were redirected to the Qualtrics platform. After obtaining
informed consent, participants completed a series of online questionnaires, including measures of
ACE:s, protective factors (i.e., social support, self-compassion, and BCEs), and mental health
(i.e., depressive and anxiety symptoms). They also answered a series of questions regarding
sociodemographic information (e.g., age, ethnocultural background, SES, gender). Participants
had the option of completing the questionnaires in English or in French. Participants received 1%
in course credit as compensation for their participation. This study and all measures received
approval from the University of Ottawa and the Université de Montréal's ethic boards.

Table 1. Participant Characteristics

Variables N %
Gender
Male 643 26.04
Female 1720 69.66
Other 101 4.09
Prefer not to answer 5 0.20
Race/Ethnicity
Arab 242 9.82
Asian 242 9.82
Black 440 17.86
First Nations/Indigenous/Métis 61 2.48
Hispanic/Latine 31 1.26
Southeast Asian 134 4.44
White 988 40.10
Multiracial 201 8.16
Middle East or North African (MENA) 58 2.35
South Asian 56 2.27
Other 11 0.45
Income
Less than $10,000 1201 61.94
$10,001 to $20,000 521 26.87
$20,001 to $30,000 105 5.41
$30,001 to $40,000 45 2.32
$40,001 to $50,000 26 1.34
$50,001 to $60,000 15 0.77
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$60,001 to $70,000 9 0.46
$70,001 to $80,000 6 0.31
$80,001 to $90,000 1 0.0005
$90,001 to $100,000 3 0.15
$100,001 and higher 7 0.36

Measures
Adverse Childhood Experiences

ACEs were measured using the Adverse Childhood Experiences questionnaire (Felitti et
al., 1998), which remains the most widely used foundational measure for assessing childhood
adversity and examining its associations with later outcomes. We used the French translation of
the ACEs questionnaire as provided by the Institut Francais d’EMDR (Institut Frangais
d’EMDR, 2015). Participants indicated whether they experienced, “yes” or “no,” ten different
ACEs. The items cover experiences of violence (emotional, sexual, and physical), neglect
(emotional and physical), and household challenges (i.e., parental separation, exposure to
intimate partner violence, as well as substance use, mental health difficulties, or incarceration of
a household member). Consistent with the traditional approach to measuring ACEs, participants
were categorized based on whether they had experienced 0, 1, 2, 3, or 4+ ACEs (Merrick et al.,
2017; Racine et al., 2020).
Self-Compassion

Self-compassion, defined as treating oneself with kindness, understanding, and care
during times of difficulty, may help reduce self-criticism and support better mental health (Neff,
2003). It was assessed using the Short-Form Version of the Self-Compassion Scale (Raes et al.,
2011) and its French adaptation (Kotsou & Leys, 2016). This 12-item scale is on a 5-point Likert
scale from “Almost Never (1)” to “Almost Always (5).” Sample items include statements such as

“I try to be understanding and patient toward aspects of my personality I don’t like” or “When |
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fail at something important to me, I become consumed by feelings of inadequacy.” A total mean
score was computed, with higher scores indicating greater self-compassion. The scale presented
a good internal consistency (o > .86; Raes et al., 2011), which was also observed in the current
study (® = .88).
Perceived Social Support

Social support refers to the assistance and emotional care provided by significant others,
such as colleagues, family members, or friends (Thoits, 1995). Perceived social support,
however, reflects an individual’s belief that such support is available, accessible, and sufficient
when needed (Zimet et al., 1988). Perceived social support was measured with the
Multidimensional Scale of Perceived Social Support (MSPSS; Zimet et al., 1988) and its French
adaptation (Denis et al., 2015). This 12-item scale assesses support from three sources:
significant others, family, and friends. Participants rated their current perception of support in
each domain on a 7-point Likert scale ranging from “1 — Very Strongly Disagree” to “7 — Very
Strongly Agree.” Each dimension has four items, and a higher score indicates greater perceived
social support. Sample items include “I can talk about my problems with my friends” (friend
support) and “My family really tries to help me” (family support). In the current study, we used
an overall mean social support score. The MSPSS has excellent internal consistency for the
global social support score (in Zimet et al., 1988, Cronbach’s o = .88; in our sample, ® =.97).
Benevolent Childhood Experiences

Positive childhood experiences, defined as supportive and safe experiences during
childhood, may include having experienced healthy relationships growing up, such as having had
a caring teacher who was attentive to the child’s well-being (Han et al., 2023). Positive childhood

experiences were assessed using the Benevolent Childhood Experiences Scale (Narayan et al.,
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2018); a back-translated French version was used. This 10-item measure asked participants to
indicate “yes” or “no” on different positive events that they may have experienced before the age
of 18. Items include experiences such as having at least one caregiver who provided emotional
support, feeling safe at home, or having a close friendship during childhood. Responses were
summed to create a total score ranging from 0 to 10, with higher scores indicating more positive
childhood experiences. Psychometric evaluation of the scale demonstrated good test—retest
reliability (Narayan et al., 2018). However, recent work suggests the original BCEs scale may
show ceiling effects in higher-functioning samples, which can reduce sensitivity for detecting
interaction effects (Narayan et al., 2023).
Depressive Symptoms

The Patient Health Questionnaire-9 (PHQ-9; Spitzer et al., 1999) and its French version
(Arthurs et al., 2012) were used to assess depressive symptoms experienced over the past two
weeks. Participants rate how frequently they experienced various symptoms (e.g., feeling down,
depressed, trouble concentrating, trouble falling asleep, etc.) on a 4-point Likert scale ranging
from 0 (Not at all) to 3 (Nearly every day). Total scores range from 0 to 27, with higher scores
indicating greater severity of depressive symptoms. The PHQ-9 presents a good internal
consistency, with a Cronbach’s alpha of .89 in the PHQ Primary Care Study (Kroenke et al.,
2001; in our sample, ® = .92).
Anxiety Symptoms

Anxiety symptoms were measured using the Generalized Anxiety Disorder-7 scale
(GAD-7; Spitzer et al., 2006) and its French version (Micoulaud-Franchi et al., 2016). The GAD-
7 is a seven-item self-report instrument assessing core symptoms of generalized anxiety disorder

(e.g., excessive worry, restlessness, irritability, tension, and difficulties relaxing). Participants
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were asked to rate how often they experienced various symptoms over the past two weeks on a
4-point Likert scale from 0 (Not at all) to 3 (Nearly every day). Total scores range from 0 to 21,
with higher scores reflecting more severe anxiety symptoms. The GAD-7 has shown excellent
internal consistency, with a Cronbach’s alpha of 0.92 (Spitzer et al., 2006; in our sample, ® =
0.95).
Sociodemographic Variables

Participants also reported on three key demographics used for the second objective.
Multigroup analyses compared participants who identified as men vs. women, as the number of
participants identifying outside of these categories was too small to permit adequately powered
analyses. To maintain the statistical power necessary for stable parameter estimation in
multigroup structural equation modeling, ethnocultural background was operationalized as White
(n =988) and racialized/non-White (n = 1,482). While we acknowledge that this binary
categorization collapses significant diversity within specific communities (e.g., Black, Arab, and
Southeast Asian students), this decision was guided by simulation studies indicating that
multigroup SEM requires substantial sample sizes per cell to avoid biased fit indices and
unstable standard errors (Meade & Bauer, 2007). This approach allowed for a robust test of
whether the protective functions of self-compassion and social support are generalizable across
broad marginalized vs. non-marginalized identities. Finally, SES was operationalized using
participants’ self-reported annual gross income, assessed using a categorical scale ranging from
“less than $10,000” to “$100,001 and above.” This measure reflects participants’ current income
at the time of data collection. For analytic purposes, responses were dichotomized into low vs.

high SES (based on a median split).
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Analytical Strategy

We first computed descriptive statistics and correlations for all study variables. Structural
equation modeling (SEM) was then performed using the /avaan package in R (Rosseel, 2012).
SEM allowed us to model anxiety and depression simultaneously, account for their covariance,
and test moderation and multigroup effects within a single coherent framework. The baseline
structural model included the independent variable (ACEs) and the two dependent variables
(anxiety and depression symptoms). To address the first goal, moderation analyses were
conducted to test for potential moderation effects by adding all three moderator variables (self-
compassion, social support, and BCEs) to the model. For the second objective of this study,
multi-group analyses were performed to compare model parameters across gender, ethnocultural
background, and SES groups. All models were estimated using maximum likelihood with robust
standard errors (MLR), and missing data were handled using full information maximum
likelihood (FIML). Model fit was evaluated using standard indices including the Comparative Fit
Index (CFI), Tucker-Lewis Index (TLI), Root Mean Square Error of Approximation (RMSEA),
and Standardized Root Mean Square Residual (SRMR): CFI > .95, TLI > .95, RMSEA < .05,
and SRMR < .08 (Browne et al., 1993; Hu & Bentler, 1999).
Data Availability

The data and analysis code are available on OSF:

https://osf.io/xsj5e/overview?view only=c8b{45146d1{4albbf283d49455d6158
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Results
Descriptive Statistics

Descriptive statistics and correlations for the main study variables are presented in Table
2. In terms of ACEs, 25.60% (n = 633) of participants reported 0 ACE, 22.20% (n = 549)
reported 1 ACE, 19.60% (n = 485) reported 2 ACEs, 13.50% (n = 334) reported 3 ACEs, and
19.00% (n = 469) reported four or more ACEs. Participants reported a high level of BCEs, with
more than half (54.33%) endorsing all 10 BCEs items (see Table S1 for the detailed distribution
of ACEs and BCEs). The substantial clustering at the upper end of the scale is consistent with
prior reports of ceiling effects in university and other higher-functioning samples (Narayan et al.,
2023).

In terms of correlations, ACEs were positively associated with both depression (» = .35, p
<.001) and anxiety symptoms (» = .30, p <.001). All moderating variables were negatively
associated with mental health difficulties. Specifically, BCEs were negatively correlated with
depression (r =-.31, p <.001) and anxiety (» =-.24, p <.001). Self-compassion was also
negatively correlated with depression (» = -.49, p <.001) and anxiety (r =- .54, p <.001).
Finally, perceived social support was negatively correlated with depression (r = -.23, p <.001)
and anxiety (r =-.13, p <.001).

Table 2. Correlations Between Study Variables and Descriptive Statistics

ACEs BCE Self- Perceived  Depressive  Anxiety
compassion social symptoms symptoms
support
ACEs -
BCEs - 33wk -
Self- - 19*** 25wk -
Compassion
Perceived =22k 3k 22k -

Social Support
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PHQ R Y e T -3 -
GAD 30%EF L p4wx L Sqwes S 13 78 -

Mean (SD) 1.96 8.98 291(0.67) 5.50(1.26)  10.06 8.68
(1.83) (1.60) (6.76) (6.07)

Note. ACEs = Adverse childhood experiences, BCEs = Benevolent childhood experiences.
%k =p <.001.

Baseline Model

A baseline structural equation model (SEM) was tested with ACEs as the independent
variable and symptoms of depression and anxiety as the dependent variables (see Figure 1). The
model was saturated (y* (0) = 0.00), resulting in perfect fit indices (CFI = 1.00, TLI = 1.00,
RMSEA = 0.00, SRMR = 0.00). As expected, higher ACEs scores were significantly associated
with greater symptoms of depression (b = 1.64, 95% CI [1.46, 1.81], B =.35, p <.001) and
anxiety (b =1.26,95% CI [1.10, 1.41], B = .30, p <.001). Depression and anxiety were also
strongly correlated (» =.76, p <.001).

Figure 1. Baseline structural equation modeling linking ACEs to depression and anxiety

Depression

A5+

ACEs

30y .
Anxiety

Note. ACEs = Adverse childhood experiences.

% = p < 001
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Moderation Models

To address the first objective, moderation analyses were conducted to test whether self-
compassion, social support, and BCEs moderated the associations between ACEs and symptoms
of depression and anxiety. All moderators were included simultaneously as continuous variables
in the model. The initial moderation model fit the data poorly (y* (12) = 945.99, p <.001, CFI =
.83, TLI =.53, RMSEA =.18 [90% CI: .17, .19], SRMR = .09), suggesting that distributional
features (notably BCEs ceiling effects) may have limited the usefulness of interaction terms in
this sample. Because (a) most participants reported high levels of BCEs (BCEs > 8), (b) past
research suggests distribution issues with this variable (Narayan et al., 2023), and (c) interaction
effects are particularly sensitive to restricted range (Aguinis et al., 2005), we conducted a series
of sensitivity analyses to evaluate whether BCEs distributional constraints were contributing to
the poor fit and limiting interpretability of interaction effects in this sample.

We first dichotomized BCEs to distinguish between participants with low and high levels,
using a cutoff of 8, consistent with prior research that has used this threshold to indicate higher
exposure to BCEs (Hou et al., 2022). However, this change further worsened model fit. To
examine whether differences across BCEs levels could be in play, a multi-group analysis was
conducted using the dichotomized BCEs variable as the grouping factor. Results showed no
significant differences between the high and low BCEs groups in the associations among
variables. Given the restricted variability in BCEs scores and the absence of meaningful
differences across BCEs levels, BCEs were excluded from the final moderation model to
preserve model parsimony and focus on proximal, modifiable protective factors relevant to

intervention during emerging adulthood.
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The final model focuses on proximal, modifiable resources relevant to intervention in
emerging adulthood. With self-compassion and perceived social support as moderators, the final
moderation model demonstrated a good fit, ¥* (6) = 13.26, p = .039, CFI1 = .99, TLI = .98,
RMSEA =.022 [90% CI: .011, .033], SRMR =.019. Self-compassion was negatively associated
with both depression (b = —4.23, 95% CI [-4.55, —3.91], B = —.42, p <.001) and anxiety (b =
—4.47,95% CI [-4.75, —4.19], B =—.50, p <.001). Social support was negatively associated with
depression (b =—-0.71, 95% CI [-0.94, —0.49], B =—.12, p <.001). However, neither self-
compassion nor social support significantly moderated the relationship between ACEs and
psychological symptoms. The model explained 32% of the variance in depression and 33% in
anxiety symptoms. The model estimates are depicted in Figures 2 and 3 (although one model was
tested, the figures are shown separately for depression and anxiety for ease of interpretation).

Figure 2. Self-Compassion and Social Support as Moderators of the Association Between
ACEs and Depression

ACEs x Belf-
compassion
0,
Self-compassion
g,
E-j ek N
ACEs - Depression
VI
Social support
5
ACEs x Social
support

Note. ACEs = Adverse childhood experiences, ACEs x Self-compassion = interaction between
adverse childhood experiences and self-compassion, ACEs x Social support = interaction
between adverse childhood experiences and social support.
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Figure 3. Self-Compassion and Social Support as Moderators of the Association Between
ACEs and Anxiety Symptoms

ACEs x Self
COMpassion
g,
Self-compassion
"-‘5‘-I".|"‘J||7-,t
N
ACEs 20 Auxiety
AR
Social support
o
ACEs x Social
support

Note. ACEs = Adverse childhood experiences, ACEs x Self-compassion = interaction between
adverse childhood experiences and self-compassion, ACEs x Social support = interaction
between adverse childhood experiences and social support.
Multigroup Model

To assess the second objective, we compared the model across three dichotomized
grouping variables: gender (men vs. women), SES (high vs. low), and ethnocultural background
(White vs. non-White). Prior to these analyses, tetrachoric correlations were computed among
the three grouping variables to examine potential overlap (see Table S2). All models were
estimated using the MLR estimator, and chi-square statistics and difference tests were scaled
using the Satorra-Bentler correction to ensure robust comparisons. The correlations were small,
ranging from » = -.03 to -.13, although SES showed weak but significant associations with both
gender (r =-.13, p <.001) and ethnocultural background (» = -.12, p <.001). These results
indicate that the grouping variables were largely independent and appropriate for separate multi-

group analyses.
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For ethnocultural background, the unconstrained model showed good fit: ¥ (12) = 83.14,
p <.001, CF1=.982, TLI =.939, RMSEA = .070 (90% CI [.056, .084]), SRMR = .034. The
constrained model also demonstrated good fit, y* (22) = 87.23, p <.001, CFI1=.990, TLI = .967,
RMSEA =.042 (90% CI [.032, .052]), SRMR = .034. The chi-square difference test indicated no
significant difference between models, Ay* (10) = 3.79, p = .956, suggesting no meaningful
differences across ethnocultural groups.

For gender, model fit was acceptable for the unconstrained model: %> (12) = 198.05, p <
.001, CF1=.949, TLI = .831, RMSEA = .115 (90% CI [.101, .129]), SRMR = .049. The
constrained model demonstrated comparable fit, y* (22) = 204.25, p <.001, CF1 =971, TLI =
.904, RMSEA = .068 (90% CI [.059, .077]), SRMR = .049. The chi-square difference test was
not significant, Ay* (10) = 5.67, p = .843, suggesting no differences in associations between men
and women.

Finally, both models showed acceptable fit for SES. Fit for the unconstrained model was
v (12) =52.34, p <.001, CFI =.986, TLI = .955, RMSEA = .059 (90% CI [.043, .076]), SRMR
=.029, whereas the constrained model showed similar fit, ¥* (22) = 63.79, p <.001, CFI =.994,
TLI=.979, RMSEA = .034 (90% CI [.021, .047]), SRMR = .029. Again, the chi-square
difference test was non-significant, Ay* (10) = 10.77, p = .376.

Discussion

The study examined potential protective factors against the adverse effects of ACEs on
university students’ mental health. Specifically, we first sought to determine whether social
support, self-compassion, and BCEs buffered the associations between ACEs and symptoms of
anxiety and depression in emerging adults. We also investigated whether these protective factors

differed according to participants’ gender, ethnocultural background, and SES.
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Overall, the findings partially supported our initial hypotheses. As expected, ACEs were
associated with higher levels of depressive and anxiety symptoms, whereas social support, self-
compassion, and BCEs were associated with lower levels of depressive and anxiety symptoms.
Among the three protective factors, self-compassion emerged as the strongest correlate of lower
internalizing symptoms. However, results did not support the hypothesized moderation. Indeed,
none of the protective factors moderated the association between ACEs and psychological
outcomes. For our second objective, the multigroup analyses indicated that the associations
between variables were consistent across gender, ethnocultural background, and socioeconomic
groups, suggesting that the model operated similarly regardless of sociodemographic groups.
Buffering Role of BCEs, Self-Compassion, and Social Support

Although the hypothesized moderation effects were not supported, the absence of
moderation does not imply the absence of benefit. After controlling for ACEs, self-compassion
remained independently associated with lower levels of both anxiety and depression, whereas
social support was associated with lower levels of depression. These findings suggest an additive
protective effect on overall mental health and highlight self-compassion as a particularly
promising intervention target among university students exposed to childhood adversity. The
absence of moderation does not contradict intervention utility; rather, it suggests that
interventions may improve overall symptom levels without altering ACEs-related gradients.

Although the absence of moderation may appear unexpected, the vulnerability process
hypothesis may explain results on social support. According to this hypothesis, social support is
beneficial for psychological well-being, but its protective capacity can be diminished or
overwhelmed when people face high levels of stress or adversity, such as ACEs exposure (Rutter,

1987). Importantly, ACEs-related stress differs from more typical psychological stressors

44



because it often occurs during sensitive developmental periods, is cumulative in nature, and
frequently involves chronic interpersonal trauma or caregiving disruptions, which can shape
stress-regulation systems and interpersonal expectations over time (Hughes et al., 2017). As a
result, its effects may be more deeply embedded and less responsive to external protective factors
such as social support. In other words, while social support is generally beneficial for mental
health, its effects may not be strong enough to buffer the impact of severe early-life adversity.
Similar patterns were reported by Chi et al. (2023), who also found that although social support
was associated with better mental health, it did not significantly moderate the relationship
between ACEs and psychological symptoms.

The undergrad context is also characterized by heightened academic pressure, role
transitions, adaptation and social reorganization, which may limit the stress-buffering capacity of
social support during this period. In addition, the effectiveness of social support may vary
depending on its source and contextual relevance (Yeo et al., 2025; Lee & Goldstein, 2016).
These findings suggest that under such stress conditions, the protective effects of social support
may be insufficient to counteract the long-term effects of childhood adversity. This may help
explain why social support has been shown to buffer ACE-related outcomes in other populations
but not consistently among university students. Results are also consistent with Lee et al. (2025),
who similarly found that under conditions of high developmental stress, such as ACEs, social
support may be insufficient to disrupt the pathway from ACEs to anxiety. In their study,
perceived social support was associated with better overall mental health, but it did not
significantly buffer the effect of ACEs on generalized anxiety among college students.

The absence of a moderating effect for self-compassion in the present study may be better

understood given prior theory and research suggesting that self-compassion could act as a
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mediator rather than a moderator in the link between ACEs and mental health. Unlike external
protective resources such as social support, self-compassion is an internal self-relating process
that may itself be shaped by early relational experiences. Exposure to invalidating, neglectful, or
abusive childhood environments may foster shame, heightened self-criticism, and reduce self-
kindness, thereby interfering with the development of self-compassion (Neff & McGehee, 2009).
From this perspective, self-compassion may not operate as an independent protective factor that
uniformly buffers adversity, but rather as a psychological resource that can be compromised by
adversity itself.

Consequently, ACEs may lead to mental health problems because they reduce self-
compassion over time, rather than self-compassion acting as a protective factor once adversity
has already occurred. This idea aligns with Ross et al.’s (2019) work, which found that lower
self-compassion explained how childhood emotional maltreatment leads to higher depressive
symptoms in adulthood. People exposed to emotional abuse or neglect were more likely to
develop harsh, self-critical ways of relating to themselves, which increased their vulnerability to
depression. Taken together, this evidence suggests that self-compassion may be shaped by early
adversity rather than serving as a buffer against it, which may explain why it did not moderate
the ACE-mental health association in this study.

Finally, ceiling effects in BCEs (M = 8.98 out of 10) limited our ability to adequately test
this variable as a moderator. This pattern suggests that participants reported uniformly high
levels of positive early experiences, which constrains variability and reduces statistical power to
detect interaction effects. One possibility is that our sample was relatively high functioning, even
though 77.8% of participants reported at least one ACE. Another possibility is that several BCEs

items may have been overly broad, leading participants to endorse them readily and inflating

46



overall scores. Consequently, the restricted range in BCEs likely impeded our capacity to
evaluate their potential buffering role. More recent work has proposed revised BCEs item sets
that may show greater variability and reduced ceiling effects (Narayan et al., 2023). Future
studies examining buffering processes in higher-functioning samples may benefit from using
these revised measures or alternative approaches to capturing early positive experiences.
Importantly, the present findings should not be interpreted as evidence against the protective
value of BCEs, but rather as highlighting measurement and sampling considerations when testing
moderation in relatively high-functioning emerging adult populations.

Future research should consider the role of adaptive processes, such as resilience, which
may help explain why protective factors such as self-compassion, perceived social support and
BCEs, do not always buffer the impact of childhood adversity. In this context, resilience should
be understood as the capacity for positive adaptation despite adversity (Masten, 2001) and may
represent an important mechanism linking protective resources to better mental health outcome.
For example, Lee et al. (2025) showed that resilience partially mediated the association between
ACEs and generalized anxiety, indicating that resilience is associated with lower anxiety even
among those with a history of childhood adversity. Likewise, Kaloeti et al. (2018) reported that
students who demonstrated higher levels of resilience experienced fewer depressive symptoms
despite stressful or adverse backgrounds. Intervention also suggests that resilience may be
strengthened by enhancing related resources. Chandler et al. (2015) found that a resilience-based
intervention for young adults with ACEs histories improved coping skills, perceived social
support, emotion awareness, and more positive self-perceptions, which, in turn, were associated

with reductions in psychological distress and improved well-being. Including resilience in future
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models could therefore provide a more complete understanding of the processes that promote
adaptation and mental health following ACEs.
Differences Across Sociodemographic Groups

Results showed no differences among sociodemographic groups (SES, gender, and
ethnocultural background) in the mechanisms linking cumulative ACEs, protective factors, and
mental health outcomes. These findings align with studies reporting that gender differences tend
to emerge only for specific ACEs categories (e.g., sexual abuse more common in women;
physical abuse more common in men) rather than for cumulative ACEs scores (Almuneef et al.,
2017; Zhu et al., 2025). Other work has similarly reported no gender differences in ACEs scores
(Madigan et al., 2023), suggesting that gender effects are not consistently observed across
studies. One possible explanation for our findings is that university samples often share a
relatively homogeneous developmental context, with men and women experiencing comparable
academic, financial, and social stressors, which may reduce the magnitude of gender-based
variations. Moreover, it is possible that gender differences become more apparent in a broader
community sample with greater variability in life circumstances, whereas the relative uniformity
of university settings may attenuate these differences.

The similar results across ethnocultural backgrounds should be interpreted with caution,
given the constraints in our analysis. Because several ethnocultural groups were represented by a
small number of participants, we were limited to a binary comparison (White vs. non-White),
which likely limits our ability to detect variability across more specific ethnocultural groups.
Prior work has shown that the prevalence and impact of ACEs can differ across specific groups.
For example, research indicates that different racial and ethnic groups may vary not only in the

frequency of ACEs exposure but also in how ACEs relate to later outcomes. (Canady et al., 2024;
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LaBrenz et al., 2020). Indeed, strength of associations between specific adversities and mental
health symptoms have been found to vary among White, Black, Hispanic, and Asian
American/Pacific Islander young adults (Canady et al., 2024; LaBrenz et al., 2020). This
suggests that similar patterns may be present in our student sample. By collapsing multiple
ethnicities into a single category, these patterns, if present, could not be detected in our analyses,
underscoring the need for future research with larger, more diverse samples to allow for
adequately powered, group-specific analyses.

For SES, one potential explanation may relate to the nature of our sample. Because
participants were all undergraduate university students, the range of their current SES was
limited. Most full-time students occupy a relatively similar SES position during their studies,
often characterized by limited income, part-time or no employment, and financial dependence on
loans, scholarships, or family support. This limited variability may hinder our ability to detect
meaningful differences across SES groups, as participants tend to cluster toward the lower end of
the SES continuum. Furthermore, students’ current financial situation may not accurately reflect
the socioeconomic conditions in which they were raised. For some participants, present-day
constraints are temporary and tied to their academic status rather than long-term structural
disadvantage. For others, current SES may underestimate past adversity or family-level
economic hardship. Consequently, our SES measure may not fully reflect the broader
socioeconomic context that shapes exposure to ACEs, access to protective resources, and the
mental health differences typically observed across SES levels (Shu et al., 2025).

Limitations and Strengths
This study has some limitations that should be acknowledged. First, ACEs were analyzed

using a cumulative score, which assumes that they all carry equal weight. However, a growing
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body of literature has raised concerns regarding the validity and utility of the traditional ACEs
scoring approaches. Specifically, binary ACEs measures (i.e., presence vs. absence) and
cumulative scores may obscure important differences in the severity, frequency, and context of
adverse experiences, as well as their potentially distinct effects on development and mental
health (McLennan et al., 2020; Smith & Pollak, 2021). In addition, although ACEs were assessed
using the original Adverse Childhood Experiences Questionnaire (Felitti et al., 1998), this
measure may not fully capture culturally specific or contextually relevant forms of adversity.
While it remains widely used, more recent instruments (e.g., the ACE-International
Questionnaire; World Health Organization, 2018) provide expanded, more culturally sensitive
assessments that may yield different estimates or associations. In addition, prior research
suggests that different types of ACEs (e.g., abuse, neglect, household dysfunction) may have
distinct associations with mental health outcomes (e.g., Lee et al., 2025; Zhu et al., 2025), a
possibility that was not explored in the current study.

Second, the ACEs measure did not capture the timing of adversity. The developmental
period during which adversity occurs could shape its impact, and adversity experienced earlier
versus later in childhood may influence outcomes differently. Third, although social support and
self-compassion were included as protective factors, both were measured only in the present
(young adulthood). We do not know if participants had access to these protective factors during
childhood and adolescence. It is possible that protective factors available in childhood have
qualitatively different effects from those that develop later. Social support that emerges later in
life may not have the same effect as support present during childhood adversity. Lastly, the cross-
sectional design prevents conclusions about causality or directionality among ACEs, protective

factors, and mental health outcomes. Finally, symptoms of anxiety and depression were assessed
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using self-report measures, which capture current distress rather than clinical diagnoses and may
be influenced by biases. Although these instruments are well-validated and widely used, this
should be taken into account when interpreting the absence of buffering effects.

Despite these limitations, the current study has notable strengths. The large sample size
provided adequate statistical power to test complex models and conduct multigroup path
analyses across key sociodemographic variables. In addition, the focus on emerging adults
enrolled in university addresses an important population in the ACEs literature, given the
heightened vulnerability to mental health difficulties during this period. Another strength lies in
the simultaneous examination of multiple protective factors, including BCEs, perceived social
support, and self-compassion, offering a more integrative perspective on mental health.
Conclusion

This study contributes to the literature on ACEs by clarifying how protective factors
relate to mental health during emerging adulthood. Consistent with prior research, cumulative
ACEs exposure was associated with elevated symptoms of anxiety and depression among
undergraduate students. Self-compassion and perceived social support were each independently
associated with better mental health outcomes, highlighting their relevance as promotive
resources in this developmental period. However, these factors did not moderate the association
between ACEs and psychological symptoms, nor did associations differ across gender,
ethnocultural background, or SES. Together, these findings suggest that protective factors
commonly assumed to buffer the effects of childhood adversity may instead operate additively in
relatively high-functioning emerging adult undergraduate populations. This distinction has
important implications for both theory and practice. Interventions that enhance self-compassion

and social support may meaningfully reduce overall symptom burden without necessarily
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altering the strength of associations between early adversity and later mental health. More
broadly, the results underscore the importance of distinguishing between buffering and
promotive processes when conceptualizing protection following childhood adversity. Future
research should continue to examine how developmental context, measurement considerations,
and sample characteristics shape the operation of protective factors, including the conditions
under which buffering effects may or may not emerge. Advancing this distinction will help refine
models of resilience and inform the design of interventions tailored to the needs of emerging

adults with histories of early adversity.
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Supplementary Data

Table S1. Distribution of Adverse and Benevolent Childhood Experiences

Number of Endorsed Items  ACEs (n) BCEs (n)
0 633 11

1 549 6

2 485 6

3 334 10

4 225 31

5 118 47

6 68 72

7 38 157

8 14 266

9 4 522
10 2 1342

Note. ACEs = Adverse Childhood Experiences; BCEs = Benevolent Childhood Experiences.

Table S2. Tetrachoric Correlations between Grouping Variables

SES Ethnicity Gender
SES 1 - 2%k - [ 3%k
Ethnicity - 2%k 1 -.03
Gender - [ 3 -.03 1

Note. SES = Socioeconomic status.

#ik = p < 001



Chapitre 3. Discussion

3.1 Implications théoriques

Les résultats du présent mémoire s’inscrivent dans une vaste littérature scientifique
soulignant I’importance des expériences a I’enfance pour la santé mentale tout au cours de la vie.
En s’appuyant sur les mod¢les de la psychopathologie développementale et écologiques
(Bronfenbrenner, 1979 ; Shonkoff & Philips, 2000), cette étude a montré que les ACEs étaient
associées a des niveaux plus élevés de symptomes anxieux et dépressifs chez les étudiants
universitaires (Hughes et al., 2017 ; Madigan et al., 2023). Ces résultats rappellent que les
conséquences de 1’adversité vécue pendant I’enfance peuvent persister jusqu’au début de I’age
adulte (Hughes et al., 2017 ; Shu et al., 2025). Toutefois, les associations observées entre les
facteurs de protection (spécifiquement 1’autocompassion et le soutien social) et des niveaux plus
faibles de symptomes psychologiques soulignent également I’importance de considérer les
ressources personnelles, relationnelles et développementales susceptibles de soutenir 1’adaptation
psychologique malgré I’exposition a I’adversité (Cohen & Wills, 1985 ; Masten, 2014b ; Narayan

etal., 2021 ; Neff, 2003).

Sur le plan théorique, ce mémoire contribue a une littérature visant a démystifier une
conceptualisation simplifiée selon laquelle I’adversité entrainerait systématiquement des
difficultés ultérieures. Bien que non abordés dans le présent mémoire, les écrits scientifiques
récents mettent également en évidence la complexité des mécanismes développementaux
impliqués, soulignant I’importance du type d’adversité, de son accumulation, de sa chronicité et
du moment développemental auquel elle survient (Ellis et al., 2022b ; Hughes et al., 2017 ;

McLaughlin & Sheridan, 2016b). Certaines formes d’adversité, telles que les expériences de
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violence, pourraient notamment influencer davantage les processus émotionnels et relationnels,
alors que les expériences de négligence pourraient affecter plus particulierement certains
processus cognitifs et développementaux (McLaughlin & Sheridan, 2016b). Ces perspectives
rappellent que les ACEs constituent un phénomene hétérogene dont les conséquences peuvent
varier selon les contextes et les trajectoires individuelles. Bien que 1’utilisation d’un score de
ACE:s calculé comme 0, 1, 2, 3 et 4+ ACEs soit commune en recherche sur les ACEs,
s’inscrivant dans la conceptualisation initiale de Felitti et al. (1998), il est donc important pour

les futures études d’aller au-dela du décompte des ACEs.

Dans une perspective écologique du développement, les ACEs ne peuvent étre comprises
sans tenir compte des contextes sociaux dans lesquels elles surviennent (Bronfenbrenner, 1979).
Les environnements familiaux, scolaires, communautaires et socioéconomiques influencent a la
fois ’exposition a ’adversité et les ressources disponibles pour y faire face (Camacho &
Henderson, 2022a ; Shonkoff et al., 2021). Les conséquences associées aux ACEs apparaissent
ainsi comme le résultat d’interactions dynamiques entre les individus et leurs environnements a
travers le temps. Cette conceptualisation souligne également que les effets des ACEs peuvent se
prolonger a travers différents domaines du fonctionnement et contribuer a une accumulation de
vulnérabilités psychologiques, sociales et économiques au fil du développement (Bellis et al.,
2019a; Hughes et al., 2017). Il est donc important pour les futures recherches dans le domaine de
considérer les différents systémes au sein desquels 1’individu se développe, tant pour les ACEs

en soi que pour les facteurs de protection.

Par ailleurs, ces constats soulignent les limites d’une compréhension des ACEs reposant
sur une approche exclusivement centrée sur les déficits. Bien que les approches cumulatives

aient permis de documenter I’association entre 1’exposition a I’adversité et divers problémes de
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sant¢ mentale et physique (Hughes et al., 2017), elles peuvent parfois masquer 1’hétérogénéité
des expériences vécues ainsi que I’influence des contextes sociaux plus larges (Camacho &
Henderson, 2022a ; Shonkoff et al., 2021). Les mode¢les théoriques portant sur les ACEs
gagneraient ainsi a intégrer davantage les déterminants sociaux de la santé, les expériences
relationnelles positives ainsi que les ressources susceptibles de soutenir le bien-étre

psychologique malgré I’exposition a I’adversité (Kim & Royle, 2025 ; Narayan et al., 2021).

3.2 Implications cliniques

Les résultats de ce mémoire soulignent la pertinence de considérer les expériences
adverses vécues pendant I’enfance dans 1’évaluation et I’intervention en santé mentale auprés des
jeunes adultes. Puisque les ACEs sont associés a des conséquences psychologiques pouvant
persister tout au long de la vie (Hughes et al., 2017 ; Madigan et al., 2023), leur prise en compte
semble essentielle dans les milieux cliniques, particulierement aupres des populations étudiantes
et des jeunes adultes émergents (Arnett, 2000, 2007 ; Nelson et al., 2008). Les manifestations de
symptomes anxieux et/ou dépressifs observées a cette période peuvent parfois étre comprises
sans que les expériences développementales antérieures soient pleinement explorées. Cette
période développementale pourrait ainsi étre une période particulierement pertinente pour
I’intervention. Cette étape s’accompagne de nombreuses transitions pouvant accentuer la
vulnérabilité psychologique chez les personnes ayant vécue des ACEs (Arnett, 2000). Les
milieux postsecondaires et les services destinés aux jeunes adultes constituent donc des contextes
privilégiés pour les dépistages et I’acces a des interventions adaptées.

Plus globalement, les ACEs soulévent différentes considérations cliniques importantes
quant a la maniere de conceptualiser les problemes de santé mentale. Les personnes ayant vécu

de I’adversité pendant 1’enfance peuvent présenter des profils cliniques plus complexes,
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caractérisés par des difficultés émotionnelles, relationnelles et comportementales, s’inscrivant
dans des trajectoires développementales de plus longue durée (Bhutta et al., 2023 ; Tzouvara et
al., 2023). Cette complexité peut se traduire par une plus grande sévérité¢ des symptomes, la
présence de problématiques concomitantes ainsi que des besoins thérapeutiques plus importants
et persistants dans le temps. En pratique, ces caractéristiques peuvent nécessiter des interventions
plus intensives et complexes et une durée de suivi prolongée afin de répondre adéquatement aux
besoins de ces personnes.

Les résultats rappellent également I’importance d’une approche sensible aux traumas, qui
tiennent compte des contextes développementaux et relationnels dans lesquels les difficultés
psychologiques prennent forme (Barry & Gundacker, 2023 ; Oral et al., 2016 ; Tidmarsh et al.,
2022). Il est ainsi important de continuer de développer des pratiques cliniques sensibles aux
traumas et aux ACEs dans différents milieux de soins et d’intervention, et de continuer a 'y
former les personnes opérant déja dans ces milieux. Toutefois, les ACEs ne devraient pas étre
utilisées comme un simple outil de catégorisation des individus, puisque les trajectoires
développementales demeurent hétérogenes et influencées par de multiples facteurs personnels,
relationnels et contextuels. Le dépistage des ACEs doit alors s’accompagner d’approche adaptées

et de ressources appropriées (Racine et al., 2020).

3.3 Implications en santé publique et en prévention

Au-dela de leurs répercussions individuelles, les ACEs constituent un enjeu majeur de
santé publique en raison de leur forte prévalence et de leurs effets durables sur le bien-étre
psychologique, social et économique (Hughes et al., 2017 ; Madigan et al., 2023). En plus

d’accroitre la vulnérabilité individuelle, elles représentent un déterminant social de la santé,
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puisqu’elles touchent une proportion importante de la population et qu’elles influencent les
trajectoires éducatives, professionnelles et relationnelles tout au long de la vie (Bellis et al.,
2019). Les personnes exposées aux ACEs sont davantage susceptibles de rencontrer des
difficultés liées a la stabilité¢ d’emploi, a la sécurité financiere et au logement, ce qui peut
contribuer au maintien des situations de précarité a 1’age adulte (Jang & Kim, 2025 ; Metzler et
al., 2017). A I’échelle collective, les ACEs contribuent également au maintien des inégalités
sociales de santé entre les groupes (Camacho & Henderson, 2022b). Elles engendrent ainsi des
colits importants pour les systémes de santé, d’éducation et de services sociaux, notamment en
raison d’une utilisation accrue des services, de besoins d’intervention plus complexes et d’une
pression accrue sur les ressources institutionnelles (Hughes et al., 2021a, 2021b). La prévention

des ACEs apparait donc comme un enjeu central de santé publique et d’équité sociale.

Dans cette perspective, les résultats du présent mémoire appuient la pertinence
d’approches préventives qui ne se limitent pas a la réduction des symptomes, mais qui visent
aussi a prévenir les ACEs et a renforcer les ressources susceptibles de soutenir I’adaptation
psychologique. La prévention précoce des ACEs demeure centrale et passe notamment par
I’interruption du cycle intergénérationnel de transmission des ACEs (Deneault et al., 2026;
Racine et al., 2025). Pour ce faire, il faut accroitre le soutien aux familles, promouvoir des
milieux de vie sécuritaires et stables, réduire la violence familiale, ainsi que renforcer les
conditions socioéconomiques susceptibles d’accroitre le stress parental (Oral et al., 2016).
Certaines données suggerent également que les programmes de soutien a la parentalité et les
interventions préventives a I’échelle populationnelle peuvent contribuer a réduire les
comportements parentaux a risque et les indicateurs de maltraitance a I’enfance (Prinz et al.,

2009). De plus, les campagnes universelles de prévention ainsi que les politiques publiques
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visant a réduire la pauvreté, I’insécurité résidentielle et la précarité économique des ménages
pourraient contribuer a réduire 1’exposition des enfants a des contextes adverses et a soutenir des
environnements plus sécurisants pour leur développement (Poole et al., 2014 ; Walsh et al.,

2019).

3.4 Le role des péres dans la prévention des ACEs

Dans les efforts de prévention de la transmission intergénérationnelle de 1’adversité, il est
impératif d’impliquer davantage les peres, qui sont souvent laissés de coté. Le role des peres
demeure encore insuffisamment exploré dans la littérature sur les ACEs, historiquement
davantage centrée sur les figures maternelles, les dynamiques familiales globales ou les ACEs
elles-mémes (Grafft et al., 2024). Pourtant, les péres occupent une place importante dans
I’environnement développemental de I’enfant et peuvent influencer de maniére significative le
climat familial, la sécurité affective ainsi que 1’accés aux ressources sociales et économiques
(Diniz et al., 2021 ; Zheng et al., 2026). A ce titre, leur contribution mérite une attention accrue
dans les travaux portant sur la prévention des ACEs et la promotion du bien-étre des enfants.

D’abord, les comportements paternels peuvent eux-mémes représenter un facteur de
protection. En effet, un engagement paternel positif, caractérisé par la chaleur affective, la
disponibilité émotionnelle, la stabilité et ’implication dans les soins quotidiens, peut agir comme
facteur protecteur face a I’adversité (Tanner & Francis, 2025 ; Wang et al., 2022). Certaines
données suggerent également que 1’engagement paternel peut modérer les effets négatifs des
ACEs sur le développement comportemental et social de I’enfant, plus particuliérement dans les
contextes socioéconomiques plus vulnérables (Wang et al., 2022). La présence d’un pére

soutenant et engagé peut notamment favoriser le sentiment de sécurité, la régulation
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émotionnelle et le développement de relations de confiance (Diniz et al., 2021 ; Zheng et al.,
2026).

Ensuite, les ACEs des péres peuvent eux-mémes contribuer a une transmission
intergénérationnelle, notamment en nuisant a la santé mentale des péres et a la qualité des
relations pere-enfant. Les ACEs vécus par les péres ont notamment €té associés a une plus
grande détresse psychologique, a des comportements de consommation problématiques ainsi
qu’a une moins grande satisfaction parentale, des facteurs susceptibles d’influencer la qualité des
interactions parent-enfant et le sentiment de sécurité¢ de I’enfant (Grafft et al., 2025).

Dans cette perspective, une recension systématique et méta-analyse récente (Deneault et
al., 2025), souligne la prévalence importante des ACEs chez les peres et met en lumiére leurs
corrélats psychosociaux et familiaux, rappelant I’importance d’intégrer les trajectoires
paternelles dans la compréhension intergénérationnelle de I’adversité. Ces constats suggérent que
les stratégies de prévention gagneraient a inclure davantage les peres, tant dans les services
périnataux que dans les programmes de soutien a la parentalité. Les peres ayant vécu des ACEs
rapportent d’ailleurs étre souvent exclus de ces programmes (Deneault et al., 2025). Des
politiques favorisant le congé parental, [’acces a des services en santé mentale pour les hommes
et la valorisation de I’engagement paternel pourraient ainsi représenter des leviers prometteurs
pour réduire 1’exposition des enfants a 1’adversité et soutenir des environnements familiaux plus
sécurisants.

3.5 Conclusion

Le présent mémoire met en évidence 1’association entre les expériences adverses vécues

pendant I’enfance et les symptomes anxieux et dépressifs au début de 1’age adulte, tout en

soulignant le r6le additif de certains facteurs de protection issus des spheres intrapersonnelle et

71



interpersonnelle, bien que leur role modérateur n’ait pas été¢ démontré. Dans une perspective
¢cologique et de psychopathologie développementale, ces résultats rappellent que les ACEs
constituent un phénoméne complexe et hétérogene, dont les effets sont influencés par de
multiples sphéres de vie au fil du temps. Ainsi, ils soulignent I’importance de poursuivre les
efforts de recherche et de prévention afin de mieux comprendre et prévenir les ACEs, tout en
soutenant le développement de ressources favorisant le bien-Etre des personnes ayant vécu de

I’adversité durant leur enfance.
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