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Social support promotes resilience to adverse childhood events, but little is known about the role of natural
mentors—caring, nonparental adults—in the lives of childhood abuse survivors. The current study draws from
a large, longitudinal, nationally representative sample (Add Health) to examine the prevalence and characteristics
of natural mentoring relationships for adolescents with a history of caregiver childhood abuse, and the extent to
which these relationships are associated with psychological and health outcomes in adulthood. Among the sample
(n = 12,270), 28.82% and 4.86% reported caregiver childhood physical and sexual abuse, respectively. Youth who
reported caregiver childhood physical abuse were more likely than those who did not endorse abuse to report having a natural mentor, but their mentoring relationships were characterized by lower interpersonal closeness, shorter
duration, and less frequent contact. Exposure to caregiver childhood abuse was associated with adverse outcomes
during adulthood, including antisocial behavior, physical health limitations, and suicidality; the presence of a natural mentor did not buffer the negative impact of trauma on adult outcomes. However, longer mentoring relationships during adolescence buffered the strength of the association between both caregiver physical and sexual abuse
during childhood and suicidality during early adulthood.
Keywords: childhood abuse; trauma; adult outcomes; natural mentoring; relationship characteristics

Introduction
National studies estimate that approximately a
quarter of children in the United States experience
physical and/or sexual abuse by caregivers before
turning 18.1,2 Caregiver childhood abuse has been
linked to difficulties with interpersonal relationships as well as long-term adverse developmental
outcomes, such as increased risk for neurological
abnormalities, immunological alterations, difficulties with interpersonal relationships, emotional
dysregulation, substance abuse, and poor impulse
control.3–6 These problems, which may begin early
in life, often persist into adulthood, resulting in
long-term mental and physical health difficulties.6,7

Given the scope and impact of caregiver childhood abuse, researchers have sought to identify
protective factors that offset the negative impact
of these early traumatic experiences. Several studies have identified social support as a key factor
that promotes resilience.8–10 In particular, natural
mentoring relationships—those between youth and
caring, nonparental adults that occur organically
within existing social networks—are associated
with a range of positive developmental outcomes
among general populations, and among at-risk and
marginalized youth populations.11–16 In particular,
among at-risk youth, natural mentoring relationships are associated with improved psychological
doi: 10.1111/nyas.14313
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well-being, academic success, physical health, and
fewer unhealthy behaviors (e.g., substance use,
sexual risk, and delinquency).12,17,18 However, the
majority of these studies have focused on these
relationships within the context of youth in the foster care system.14–17 Although many youth in foster
care have been exposed to caregiver-perpetrated
trauma, youth enter foster care for reasons other
than caregiver abuse (e.g., inadequate housing).19,20
Thus, studies of foster-care youth do not directly
explore the role of natural mentoring in the lives of
caregiver childhood abuse survivors. Additionally,
foster-care youth studies do not incorporate the
many youth outside of the foster-care system who
have experienced caregiver abuse.21 The current
study draws from a large, nationally representative
sample to examine the prevalence and characteristics of natural mentoring relationships with
a history of caregiver childhood abuse, as well
as associations between these relationships and
long-term psychological and health outcomes.
Background
Biopsychosocial effects of trauma. Childhood
trauma has complex, multifaceted effects on development. Early trauma, particularly physical or sexual abuse by a caregiver, has been linked to major
neurophysiological changes, including altered
hypothalamic–pituitary–adrenal (HPA) functioning, such as hyper- and hypoactivation.22–25
Specifically, changes in the HPA axis may increase
the ease with which cortisol is triggered in stressful
situations. This results in the downregulation of cortisol receptors and hypocortisolism.3,26 However,
when exposed to mild daily stressors, individuals
may respond with hyperactivation of their HPA
axis.24 Activation has been linked to poor physical health outcomes (e.g., reductions in immune
function) and the production of proinflammatory
cytokines.27,28 In turn, cytokine production has
been shown to be associated with sleep difficulties,
fatigue, and reduced appetite.3 Chronic and systemic inflammation (impacting C-reactive protein
and interleukin-6) has also been found to be associated with developing cardiovascular disease.29
Impairment in immune functioning, hypertension,
and cardiovascular disease can persist and even
worsen in adulthood.3,7,30 This relationship may in
part explain why those with childhood abuse have
been found in at least one study to report more
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cold-like symptoms, including sinus pain, fevers,
and productive coughs.31
Exposure to significant adversity within the
caregiving system may also impact both structural
and functional aspects of brain development.32
Brain imaging studies have correlated caregiver
childhood abuse with altered brain functioning in
the prefrontal cortex, hippocampus, and amygdala,
which are responsible for executive functioning and
planning, learning, and behavioral functioning,
respectively.32,33 Such changes in the brain due to
disruptions in the parent–child relationship can
have deleterious effects on youth cognitive abilities and emotional regulation. This may in part
explain challenges with information processing,
memory, planning and organization, and social
functioning.25,34,35
Furthermore, caregiver-perpetrated abuse that
results in increased strain on the relationship
reduces support from caregivers and increases insecure or disorganized attachment.36,37 Disruptions
in early attachment are associated with poor emotional regulation, negative internal working models
of self, maladaptive coping, and increased risk for
psychological distress later in life.36,38,39 Outcomes
may be mediated by strength of parental attachment; research has found that youth with a history
of abuse experienced weaker bonds with parents
and worse depressive symptoms and quality of life
in adulthood.37
In sum, the heightened stress response associated with childhood interpersonal trauma can lead
to affective, cognitive, and behavioral difficulties. As
a result, adolescents and adults who were abused
as children tend to experience emotional dysregulation and executive functioning deficits, particularly impulse control, placing them at higher risk for
mental health difficulties, including anxiety, depression, posttraumatic stress symptoms, substance
abuse, self-harm, sexual risk-taking, suicidality, and
violent and antisocial behavior in adulthood.4,5,40–43
Protective influence of caring relationships for
survivors of childhood abuse. Due to impairments in emotional and interpersonal functioning, childhood abuse can make it more difficult for
victims to access social support.9,10 However, survivors who have social support throughout adolescence and adulthood appear to experience better
psychosocial adjustment and are less likely to
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develop posttraumatic stress disorder (PTSD) compared with those with less social support.44,45 Thus,
caring, supportive relationships appear to be key
protective factors for survivors of childhood abuse.
In particular, youth who have previously experienced abuse from caregivers might benefit from
positive relationships with other adults. Forming
consistent, trusting relationships with adults who
respect and care for them might be a corrective experience for these young people, repairing some of the distorted relationship schemas
previously altered by abuse.39,46 Adults can also
model and scaffold adaptive emotional regulation strategies, mitigating some risk for developing affective and behavioral difficulties and possibly
moderating hyperactivity in young people’s stress
response system.47 To date, these reparative processes primarily have been studied in relationships
with nonperpetrating caregivers, as well as therapists and other mental health professionals. Yet,
there may be other adults in young people’s lives
who can help survivors recover from childhood
trauma. Researchers have documented the ubiquity
and influence of natural mentoring relationships
with caring, nonparental adults, such as teachers,
coaches, extended family members, and other mentors. In general populations, approximately 75% of
youth have a natural mentor. The presence of a
natural mentor is associated with lower rates of
anxiety, depression, substance use, and behavioral
problems.11,12,48 Longitudinal evidence shows that
adults who had an informal mentor during adolescence report lower criminal activity, higher optimism and self-efficacy, lower levels of depression,
and greater satisfaction in romantic relationships.13
Given these protective benefits, it is surprising that no studies to date have examined the
prevalence and influence of naturally occurring
mentoring relationships in general populations
of childhood abuse survivors. Some studies have
shown that informal mentoring relationships are
prevalent among youth in the foster care system, a
group with high rates of abuse exposure. In these
studies, rates of informal mentoring among foster
care youth range from 62% to 69%, which are
somewhat lower than those found in the general
population.49,50 Compared with their nonmentored counterparts, foster care youth with mentors
reported better overall health, less suicidal ideation,
lower likelihood of a sexually transmitted infec52

tion (STI), and lower rates of violent behavior.17
Although these studies are informative, as mentioned before, not all youth in foster care necessarily
have experienced childhood abuse, and not all victims of childhood abuse enter foster care.20,51
Studies of caregiver abuse survivors in formal
mentoring programs can shed additional light
onto this topic. In particular, researchers have
found that youth with histories of trauma and
negative relationships with caregivers tend to experience shorter formal mentoring relationships than
those without a trauma history and/or more positive
caregiving relationships.52–54 These shorter-term
relationships are concerning because studies have
consistently shown that the benefits of mentoring
are dose dependent. That is, longer-lasting relationships are associated with improvements across
several domains of functioning, but those that end
prematurely have almost no measurable effect.52
It is important to note, however, that formal and
natural mentoring relationships differ in several
ways. Natural mentors are embedded within their
mentee’s social circles, making them more involved
and accessible and more likely to have similar
sociocultural backgrounds to mentees.18 Furthermore, formal mentoring reaches far fewer youth,
with approximately 4% of youth finding mentors
through formal programs.55 Thus, findings from
formal mentoring research must be interpreted
with caution when applied to natural mentoring.
One major limitation of the literature on childhood abuse and mentoring relationships is that it
does not distinguish between types of abuse to
parse out the differential effects of abuse type upon
outcomes.52 However, research has noted that different child abuse histories can result in substantially different outcomes in adulthood. For example,
childhood physical abuse has been associated with
aggression, while physical abuse with co-occurring
neglect has been associated with depression, anger,
and dissociation.56,57 Additionally, childhood physical abuse has been associated with greater expectations that others will be rigid, strict, and stern.58
By contrast, childhood sexual abuse has been associated with riskier sexual behavior and significant
challenges in establishing and sustaining healthy
intimate relationships, including lower relationship
satisfaction, lower levels of trust, and worse communication with partners, and challenges with serving in a parental role.56,59,60 Others have found that
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sexual abuse was associated with anxiety, depression, and dissociation.57 Given the differences in the
impact of abuse types on functioning, the importance of separately exploring the effects of type
of abuse upon outcomes, and the clear benefits of
social support on survivors of childhood sexual and
physical abuse, the present study sought to focus
specifically on these two abuse types.
The current study
The present study seeks to examine the rates at
which youth who experienced physical or sexual
abuse by a caregiver reported the presence of informal mentors, the characteristics of these mentoring
relationships, and the extent to which these relationships serve as protective factors by buffering the
negative impact of trauma on adult outcomes. In
pursuit of these aims, we utilized the Add Health
dataset, which is large, nationally representative,
and longitudinal.
Drawing from previous literature, we developed
the following hypotheses. First, we hypothesized
that caregiver childhood physical and sexual abuse
would be negatively associated with the presence
of a mentor—as well as with frequency of contact,
relational closeness, and length of the mentoring
relationship—based on previous studies demonstrating that youth with histories of caregiver abuse
and/or insecure attachment tend to struggle to
develop high-quality mentoring relationships.52–54
Second, we hypothesized that reports of caregiver
childhood physical and sexual abuse would be positively associated with physical health problems (i.e.,
health-related limitations and recent STI), mental
health problems (i.e., suicidal ideation and binge
drinking), behavioral problems (i.e., violent and
nonviolent antisocial behavior), and revictimization (i.e., recent violence exposure).30,41,42,61 Third,
we hypothesized the presence of a mentor and
the length of mentoring relationships would negatively associated with the aforementioned physical health, mental health, and behavioral problems,
as well as violence reexposure during adulthood.
Finally, based on existing studies linking natural
mentoring relationships to positive adult outcomes
and demonstrating that longer mentoring relationships are more impactful,13,52,62 we hypothesized
that the presence of a mentoring relationship and
the length of mentoring relationships would interact with caregiver childhood physical and sexual
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abuse in predicting adult outcomes. Thus, we expect
that the presence of a mentor and longer mentoring
relationships would reduce the association between
caregiver abuse and negative adult outcomes.
Methods
Data collection
The study sample was drawn from the National
Longitudinal Study of Adolescent Health (Add
Health). Add Health researchers used a multistage,
school-based cluster probability sampling design.
Stratification methods selected 80 high schools in
the United States that were nationally representative
in terms of region, urbanicity, size, type (i.e., private, public, etc.), and ethnic composition of the student body. In addition, 52 middle schools that were
feeder schools to the participating high schools were
included, resulting in a final set of 132 schools.
Students attending these schools between grades
7 and 12 during the 1994–1995 school year participated in an in-school survey. Participating students
were stratified by grade and sex, and randomly
selected within each stratum to participate in indepth, in-home interviews. The Wave I in-home
interview covered a range of topics related to
health, relationships, academics, and behaviors
(n = 20,745). Participants completed follow-up,
in-home interviews in 1996 (Wave II; n = 14,738),
2001–2002 (Wave III; n = 15,197), and 2008–
2009 (Wave IV; n = 15,701). Wave III surveys,
which participants completed when they were aged
18–28, asked participants to report on the presence
and characteristics of a nonparental adult mentor
during adolescence (among other topics). Wave IV
surveys, which participants completed when they
were aged 24–34, asked about a range of health,
behavioral, relationship, and vocational outcomes
during early adulthood.
Sample
The current study relies on data collected from children and their parents during the Wave I, III, and
IV in-home interviews. Consistent with Add Health
guidelines,63 participants were excluded from the
current study if they did not have valid sample
weights (n = 2882) for analyses incorporating these
waves in order to maintain the nationally representative nature of the sample. Additionally, since
the scope of the current investigation is focused
on mentoring, participants were excluded if they
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Table 1. Participant characteristics and descriptive statistics of key variables

Female
Age at baseline (mean (SD))
Race
White
Black
Hispanic
Asian
Other
Born in the United States
SES (public assistance)
Abuse exposure
Sexual abuse
Physical abuse
Mentoring
Mentor presence
Closeness (mean (SD))a
Frequency (mean (SD))b
Duration (mean (SD))c

Main sample
(n = 12,270)

Sexual abuse
subsample (n = 606)

Physical abuse
subsample (n = 3650)

49.39%
15.43 (0.12)

49.17%
15.48 (0.18)

47.25%
15.50 (0.13)

65.83%
15.54%
11.85%
3.58%
3.19%
74.07%
16.90%

57.92%
21.51%
13.86%
3.23%
3.47%
76.10%
26.90%

62.09%
15.79%
13.39%
4.83%
3.89%
76.16%
19.15%

4.86%
28.82%

–
81.98%

13.83%
–

76.25%
2.57 (0.04)
3.89 (0.05)
6.50 (0.11)

74.89%
2.37 (0.12)
3.65 (0.19)
6.02 (0.35)

78.75%
2.54 (0.05)
3.90 (0.08)
6.33 (0.16)

Likert-type scale (1 = “Not close at all,” 5 = “Very close”).
Likert-type scale (0 = “Not at all,” 7 = “Almost every day”).
c In years.
a 5-point
b 8-point

did not specify their relationship to their mentor
(n = 18). Finally, since participants who were incarcerated (n = 38) were not administered questions
related to suicidal ideation, they were not included
in analyses where suicidal ideation was the primary
outcome.
Demographic data from the full sample of
individuals with appropriate sample weights
(n = 12,270) indicate that the study consisted of
slightly more males (50.6%) than females (49.4%).
Participants self-identified as Non-Hispanic White
(65.8%), Black or African American (15.5%), Hispanic (11.9%), Asian or Pacific Islander (3.6%), and
Other (3.2%). Most of the sample reported being
born in the United States (74%). At the start of
the study, students were in 7th–12th grade (mean
age = 15.43, SD = 0.12). Subsamples were created
for those who retrospectively reported caregiver
sexual abuse (n = 606) and caregiver physical abuse
(n = 3650) (Table 1). In analyses involving mentoring variables, participants were also excluded if
they identified a peer or younger sibling as a mentor
(n = 2061) because same-age or younger youth do
not meet the widely accepted definition of natural
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mentors in the established literature, consistent
with previous Add Health mentoring studies.11,64
Measures
Mentoring.
Presence of mentor. At Wave III, all participants
were asked a series of questions about mentoring.
Specifically, participants were asked: “Other than
your parents or step-parents, has an adult made
an important positive difference in your life at any
time since you were 14 years old?” Participants
responded either “yes” or “no” to this question.
Those who answered “yes” were asked follow-up
questions. If the participant identified more than
one person, they were asked to focus on the most
influential person during subsequent questions
about mentoring.
Length of relationship. At Wave III, individuals
who stated they had been mentored were asked:
“For how many years was [your mentor]/has [your
mentor] been important in your life?” Participants’
responses ranged from 1 to 54 years. Those who
noted that their mentor had been important in their
life prior to their birth were assigned their age at
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Wave III as the total length of their mentoring
relationship. This question was intended to measure relationship duration. However, we also recognize that this variable may reflect differences in
when mentoring relationships began (i.e., in childhood/early adolescence versus middle/late adolescence of emerging adulthood). Therefore, results
including this variable are interpreted with caution as any effects may suggest a substantial buffering impact of relationships beginning earlier in life
rather than an effect of relationship duration.
Frequency of contact. Those who reported having
had a mentor were asked if this person was still living. Those who reported their mentor was still living
were asked two questions about current mentoring
frequency: (1) “How often do you see [him/her]?”
and (2) “How often do you talk with [him/her] on
the telephone or exchange e-mail or letters?” For
both questions, participants were asked to select
a frequency ranging from 0 to 7, where 0 represented “not at all,” 4 represented “once a month,”
and 7 represented “almost every day.” Given the age
demographics of the sample, some youth may have
moved away from their mentor. To retain a gross
measure of contact, the highest score on either measure was used to reflect the most frequent level of
contact. This composite variable was based upon
recent research on digital media use that notes a
marked increase in youth access to media platforms
and reports that a large proportion (40%) of youth
use these platforms to stay in contact and interact
with others.65,66
Closeness. Participants who reported having a
mentor who was still living were asked: “How close
do you feel to [him/her] these days?” Participants
responded using a 5-point Likert-type scale, where
0 represented “not close at all” and 4 represented
“very close.”
Childhood caregiver abuse exposure.
Caregiver physical and sexual abuse. At Wave
III, all participants were asked a series of questions about early life traumatic events. Specifically,
participants were asked one question about sexual abuse (“How often had one of your parents
or other adult care-givers touched you in a sexual way, forced you to touch him or her in a sexual way, or forced you to have sexual relations?”)
and one question about physical abuse (“How often
had your parents or other adult care-givers slapped,
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hit, or kicked you?”). These variables were highly
skewed, such that the majority of participants did
not experience caregiver abuse, but most of those
who did experience abuse were exposed multiple
times. To address skewness, these variables were
dichotomized to compare those who selected any
occurrence of abuse to those who reported, “this
never happened.”
Physical health outcomes.
Recent STI. At Wave IV, participants were asked
whether they had been diagnosed with an STI in
the past 12 months. Specifically, participants were
asked: “In the past 12 months, have you been told
by a doctor, nurse, or other health professional that
you had any of the following sexually transmitted diseases?” Diseases included chlamydia, gonorrhea, trichomoniasis, syphilis, genital herpes,
genital warts, hepatitis B, human papilloma virus,
pelvic inflammatory disease, cervicitis or mucopurulent cervicitis, HIV infection or AIDS, and any
other sexually transmitted disease. For the purposes
of the current study, anyone who endorsed having
an STI in the past 12 months was considered to have
had a recent STI.
Recent health limitations. At Wave IV, participants were questioned about health limitations.
Specifically, participants were asked: “The following
[question is] about activities you might do during a
typical day. How much does your health now limit
you in these activities: moderate activities, such as
moving a table, pushing a vacuum cleaner, bowling,
or playing golf?” Responses were rated on a Likerttype scale from 1 to 3, where 1 was “not limited
at all” and 3 was “limited a lot.” For the purposes
of the current study, anyone who endorsed having
any level of difficulty was considered to have health
limitations.
Mental health outcomes.
Suicidal ideation. At Wave IV, participants were
asked about suicidal ideation: “During the past
12 months, have you ever seriously thought about
committing suicide?” Participants responded either
“yes” or “no” to these questions. This dichotomous
variable was used in analyses. This item was not
administered to participants who were incarcerated
at the time of the survey (n = 38).
Recent binge drinking. At Wave IV, participants
were asked about their drinking habits. Participants
who indicated that they had drunk an alcoholic
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beverage were asked: “During the past 12 months,
on how many days did you drink [5 or more/4 or
more (for women)] drinks in a row?” Responses
were rated on a Likert-type scale. For the purposes
of the current study, a dichotomous variable was
created to indicate any occurrence of binge drinking within the last year.
Behavioral outcomes.
Recent nonviolent antisocial behavior. At Wave
IV, participants were asked about the frequency of
seven nonviolent antisocial behaviors. Specifically,
participants were asked: “In the past 12 months,
how often did you”: (1) “deliberately damage property that didn’t belong to you?”; (2) “steal something
worth less than $50?”; (3) “steal something worth
more than $50?”; (4) “go into a house or building
to steal something?”; (5) “sell marijuana or other
drugs?”; (6) “buy, sell, or hold stolen property?”; and
(7) “use someone else’s credit card, bank card, or
automatic teller card without their permission or
knowledge?” Responses were scored on frequency
scales of 0–3, where 0 represented “never” and 3
represented “5 times or more.” For the purposes
of the current study, anyone who endorsed having
involvement in any of these activities was considered to have engaged in recent nonviolent antisocial behavior. This dichotomous variable was used
in analyses.
Recent violent antisocial behavior. At Wave IV,
participants were asked about the frequency of
six violent antisocial behaviors. Specifically, participants were asked: “In the past 12 months, how often
did you”: (1) “use or threaten to use a weapon to get
something from someone?”; (2) “take part in a physical fight where a group of your friends was against
another group?”; (3) “get into a serious physical
fight?”; (4) “hurt someone badly enough in a physical fight that he or she needed care from a doctor or
nurse?”; (5) “shoot or stab someone?”; and (6) “pull
a knife or gun on someone?” Participants responded
either yes or no to these questions. For the purposes
of the current study, anyone who endorsed having
involvement in any of the six outlined activities was
considered to have engaged in recent violent antisocial behavior. This dichotomous variable was used
in analyses.
Violence reexposure. At Wave IV, participants
were asked: “Which of the following things happened in the past 12 months”: (1) “you saw some56

one shoot or stab another person?”; (2) “someone
pulled a knife or gun on you?”; (3) “someone shot or
stabbed you?”; (4) “someone slapped, hit, choked,
or kicked you?”; and (5) “you were beaten up?”
Participants responded either “yes” or “no” to these
questions. For the purposes of the current study,
anyone who endorsed having experienced any of
these events in the past year was considered to have
had recent violence exposure. This dichotomous
variable was used in analyses.
Covariates.
Age. During home interviews with youth at
Wave I, participants were asked for their date of
birth. This date was subtracted from the date of the
Wave I survey in order to determine participants’
age. This continuous variable was added to the
analyses.
Sex. During home interviews with youth at Wave
I, participants were asked to indicate their biological
sex.
Race. During home interviews at Wave I, participants were asked to identify if they were of
“Hispanic or Latino origin.” Participants responded
either “yes” or “no.” Participants were also asked
“what is your race” and were given the options
of: “White,” “Black or African American,” “American Indian or Native American,” “Asian or Pacific
Islander,” and “Other.” Participants were told they
could select more than one option. Race was coded
into mutually exclusive categories according to Add
Health analysis guidelines.63 Dichotomous variables were created to indicate membership in each
racial group.
Socioeconomic status. Receipt of government
benefits, which was assessed at Wave I, was used as
a proxy for socioeconomic status (SES). At Wave I,
guardians were asked: (1) “Are you receiving public assistance, such as welfare”; (2) “Last month, did
you or any member of your household receive”: (a)
“Supplemental Security Income (SSI)?”; (b) “Aid to
Families with Dependent Children (AFDC)?”; (c)
“food stamps?”; or (d) “a housing subsidy or public housing?” All questions were answered with a
“yes” or “no.” Guardians who answered “yes” to
any of the above questions were classified as having
received public assistance. When guardian information was missing, youth’s responses were used
to determine if the family was receiving financial
assistance.
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Table 2. Association between childhood sexual and physical abuse and mentoring relationships during adolescence

Presence of a mentor (t(10,208))
Length of relationship (t(7327))a
Frequency of contact (t(6895))b
Perceived closeness (t(6895))c

Sexual abuse

Physical abuse

−0.17 (coef. = –0.03)
−1.27 (coef. = –0.61)
−0.49 (coef. = –0.11)
−0.84 (coef. = –0.10)

3.42d (coef. = 0.25)
−3.43d (coef. = −0.79)
−3.08d (coef. = −0.26)
−3.89e (coef. = −0.20)

a In

years.
Likert-type scale (0 = “Not at all,” 7 = “Almost every day”).
c 5-point Likert-type scale (1 = “Not close at all,” 5 = “Very close”).
d Kendall’s tau-b ≤ 0.01.
e Kendall’s tau-b ≤ 0.001.
b 8-point

Data analysis
Data were analyzed in Stata version 14.2. Missing data were managed using multiple imputation
by chained equations.67,68 This procedure assumes
missingness at random: that missing data can be
correlated with variables observed in the model.
Analyses were based on 20 imputed datasets with
200 burn-ins. Since the procedure is noted to lead
to a reduction in bias, it is preferred to listwise
deletion.68,69 As discussed above, only those who
participated in Waves I, III, and IV with valid sample weights were included in the analyses and had
their data imputed.
All adult outcome variables were dichotomized
due to a strong right skew. Logistic regressions were
used to examine the extent to which caregiver childhood sexual and physical abuse predicted physical
health, mental health, and behavioral outcomes, as
well as likelihood of violence exposure during adulthood. For the outcomes that abuse was found to
predict, the presence of a mentor and the interaction term between the abuse and mentor presence
were added. Additionally, among participants who
reported the presence of a mentor, the length of
the mentoring relationship and the interaction term
between relationship length and caregiver abuse
were also examined as predictors of adult outcomes.
Finally, caregiver childhood physical and sexual
abuse were used as predictors of the presence of a
mentor, as well as the length, frequency of contact,
and perceived closeness within mentoring relationships. Analyses of relationship characteristics were
conducted only for participants who reported the
presence of a mentor.
Because of collinearity between caregiver physical and sexual abuse, these predictors were examined in separate regressions for each outcome.

All analyses controlled for age, sex, race, and
SES.
Results
Characteristics of youth mentoring
relationships
Descriptive statistics indicated that 74.89% of youth
with a history of caregiver sexual abuse and 78.75%
of youth with a history of caregiver physical abuse
reported having a mentor. In the general sample of
all Add Health youth, 76.25% of youth reported a
mentoring relationship at Wave III. Relationships
for all youth tended to last on average around
6 years. On average, all youth in the sample, including those with trauma exposure, reported feeling
“somewhat close” to their mentors, and seeing their
mentor a little less than once a month at Wave III
(Table 1).
Associations between childhood abuse and
mentoring relationships
Logistic regressions that controlled for age, sex, race,
and SES were conducted to determine whether caregiver childhood physical or sexual abuse was associated with the presence of a mentor in adolescence at
Wave III. Results indicated that caregiver physical
abuse—but not sexual abuse—was positively associated with the presence of a mentor at Wave III
(t(10,208) = 3.42, P < 0.01) (Table 2). Among participants who reported the presence of a mentor, linear regressions were run to determine if caregiver
childhood sexual or physical abuse were associated
with characteristics of the mentoring relationship.
Although caregiver childhood physical abuse was
associated with an increased likelihood of identifying a mentor, mentoring relationships for youth
with a physical abuse history tended to be shorter
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Table 3. Associations between childhood physical and sexual abuse and adult outcomes

Nonviolent antisocial behavior (t(12,269))
Recent violent antisocial behavior (t(12,269))
Recent violence exposure (t(12,269))
Recent STI (t(12,269))
Recent health limitations (t(12,269))
Suicidality (t(12,231))
Recent binge drinking (t(12,269))

Sexual abuse

Physical abuse

2.74a (OR = 1.60)
2.08a (OR = 1.59)
3.57b (OR = 1.77)
2.47a (OR = 1.59)
2.75b (OR = 1.61)
3.74c (OR = 1.89)
−0.69 (OR = 0.92)

6.19a (OR = 1.67)
4.50c (OR = 1.61)
4.99c (OR = 1.50)
3.02b (OR = 1.32)
2.30a (OR = 1.25)
4.03c (OR = 1.55)
4.10c (OR = 1.30)

tau-b ≤ 0.05.
tau-b ≤ 0.01.
c Kendall’s tau-b ≤ 0.001.
a Kendall’s
b Kendall’s

(t(7327) = –3.43, P < 0.01), with a reduced frequency of contact (t(6895) = –3.08, P < 0.01), and
perceived closeness (t(6895) = –3.89, P < 0.01),
compared with youth without a history of caregiver physical abuse. Caregiver sexual abuse was not
related to the absence or presence of a mentor, or
mentoring length, frequency, or closeness (Table 2).
Associations between abuse and
adult outcomes
Linear and logistic regressions were computed in
order to determine if the presence or absence of
self-reported caregiver childhood abuse was associated with more adverse adult outcomes. Results
revealed that caregiver childhood physical and sexual abuse were related to a broad set of negative
outcomes in adulthood at Wave IV. Controlling for
age, sex, race, and SES, caregiver childhood sexual abuse was related to both nonviolent and violent antisocial behavior (t(12,269) = 2.74, P = 0.01
and t(12,269) = 2.08, P = 0.04). Caregiver sexual abuse was also associated with violence reexposure in adulthood (t(12,269) = 3.57, P < 0.01).
Physical abuse was also related to both nonviolent
and violent antisocial behavior (t(12,269) = 6.19,
P < 0.01 and t(12,269) = 4.50, P < 0.01,
respectively) and violence reexposure in adulthood
(t(12,269) = 4.99, P < 0.01) (Table 3).
Looking to mental and physical health outcomes, both caregiver sexual abuse and physical abuse were associated with a recent STI
(t(12,269) = 2.47, P = 0.015 and t(12,269) = 3.02,
P < 0.01, respectively). Both caregiver sexual
(t(12,269) = 2.75, P = 0.01) and physical abuse
(t(12,269) = 2.30, P = 0.023) were associated with
health limitations in the past 12 months. Both care58

giver sexual (t(12,231) = 3.74, P < 0.01) and physical abuse (t(12,231) = 4.03, P < 0.01) were also
associated with suicidality. Caregiver physical but
not sexual abuse was associated with recent binge
drinking (t(12,269) = 4.10, P < 0.01) (Table 4).
Main and interactional effects of mentoring
Further analyses were conducted on the adverse
outcomes that were identified as associated with
trauma exposure. Analyses were only conducted for
outcomes that caregiver childhood physical abuse
and/or sexual abuse were found to predict, specifically nonviolent and violent antisocial behavior, reexposure to violence, recent physical health issue,
recent STI, recent health limitations, suicidality, and
binge drinking. As discussed above, separate analyses were conducted for caregiver sexual and physical
abuse due to collinearity.
A dichotomous indicator of the presence of a
mentor and the interaction term between mentor presence and each caregiver abuse indicator
was used to determine whether the presence of a
mentor had a main and/or moderating effect on
adult outcomes. Controlling for age, sex, race, and
SES, analyses revealed a significant main effect of
mentoring, suggesting that, in the absence of caregiver abuse, having a mentor during adolescence is
associated with fewer health limitations in adulthood in both caregiver physical abuse (t(10,208) =
−3.97, P < 0.01) and sexual abuse (t(10,208) =
−3.41, P < 0.01) analyses. However, the interaction effects of mentoring and both types of caregiver abuse were not significant in predicting health
limitations. There were no other significant main or
interactional effects of the presence of a mentor on
other outcomes (Table 4).
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Table 4. Associations among childhood physical and sexual abuse, adverse adult outcomes, the presence of an adult

mentor, and the interaction between abuse and mentor presence
Sexual abuse
Nonviolent antisocial behavior (t(10,208))
Abuse
Mentoring
Abuse ∗ mentoring
Violent antisocial behavior (t(10,208))
Abuse
Mentoring
Abuse ∗ mentoring
Violence reexposure (t(10,208))
Abuse
Mentoring
Abuse ∗ mentoring
Recent STI (t(10,208))
Abuse
Mentoring
Abuse ∗ mentoring
Recent health limitations (t(10,208))
Abuse
Mentoring
Abuse ∗ mentoring
Suicidality (t(10,208))
Abuse
Mentoring
Abuse ∗ mentoring
Recent binge drinking (t(10,208))
Abuse
Mentoring
Abuse ∗ mentoring
a Kendall’s
b Kendall’s

Physical abuse

1.23 (OR = 1.55)
0.16 (OR = 1.02)
0.11 (OR = 1.10)

2.60a (OR = 1.64)
0.06 (OR = 1.01)
−0.20 (OR = .96)

2.56 (OR = 2.44)
−1.55 (OR = 0.84)
−1.68 (OR = 0.51)

3.34a (OR = 1.90)
−1.46 (OR = 0.83)
−0.87 (OR = 0.83)

2.94b (OR = 2.33)
−1.29 (OR = 0.87)
−0.82 (OR = 0.74)

3.20b (OR = 1.73)
−1.02 (OR = 0.88)
−0.80 (OR = 0.85)

2.12a (OR = 1.89)
−0.90 (OR = 0.90)
−0.66 (OR = 0.75)

2.00a (OR = 1.43)
−0.65 (OR = 0.92)
−0.79 (OR = 0.83)

0.85 (OR = 1.32)
−3.41b (OR = 0.66)
0.53 (OR = 1.24)

−0.17 (OR = 0.96)
−3.97b (OR = 0.61)
1.23 (OR = 1.35)

3.10b (OR = 2.55)
−0.56 (OR = 0.92)
−0.67 (OR = 0.74)

2.50b (OR = 1.63)
−0.64 (OR = 0.89)
−0.22 (OR = 0.95)
2.30a (OR = 1.34)
1.37 (OR = 1.11)
−0.36 (OR = 0.94)

–

tau-b ≤ 0.05.
tau-b ≤ 0.01.

In a separate set of analyses only among youth
with a mentor, each type of caregiver abuse was
added to equations to determine whether the length
of the mentoring relationship had a main or moderating effect on adult outcomes. These analyses
revealed that for caregiver sexual abuse (t(7327) =
−2.50, P = 0.01) and caregiver physical abuse
(t(7327) = −2.81, P = 0.01), relationship length
had a significant main effect on nonviolent antisocial behavior. Results suggest that, in the absence
of caregiver abuse, longer mentoring relationships
are associated with lower rates of antisocial behavior
in adulthood. In the caregiver physical abuse analyses, there was also a significant main effect of relationship length on binge drinking (t(7327) = −2.64,
P = 0.01); it was not estimated in the caregiver sexual abuse analysis because caregiver sexual abuse

was not found to predict binge drinking. This suggests that, in the absence of caregiver physical abuse,
longer mentoring relationships are associated with
lower rates of binge drinking in adulthood. However, there were no significant interactions between
abuse and mentoring length in predicting nonviolent antisocial behavior or binge drinking (Table 5).
Additionally, caregiver sexual abuse (t(7307) =
−2.25, P = 0.02) and physical abuse (t(7307) =
−2.42, P = 0.017) and mentoring length in adolescence were found to significantly interact with
predicting suicidality in adulthood: longer mentoring relationships reduced the association between
abuse and suicidality. There were no main or interactional effects of mentoring length on violent antisocial behavior, violence reexposure, or any of the
physical health outcomes.
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Table 5. Associations among childhood physical and sexual abuse, adverse adult outcomes, the length of mentoring
relationship, and the interaction between abuse and mentoring length
Sexual abuse
Nonviolent antisocial behavior (t(7327))
Abuse
Mentoring length (years)
Abuse ∗ mentoring length
Recent violent antisocial behavior (t(7327))
Abuse
Mentoring length (years)
Abuse ∗ mentoring length
Violence reexposure (t(7327))
Abuse
Mentoring length (years)
Abuse ∗ mentoring length
Recent STI (t(7327))
Abuse
Mentoring length (years)
Abuse ∗ mentoring length
Recent health limitations (t(7327))
Abuse
Mentoring length (years)
Abuse ∗ mentoring length
Suicide (t(7307))
Abuse
Mentoring length (years)
Abuse ∗ mentoring length
Recent binge drinking (t(7327))
Abuse
Mentoring length (years)
Abuse ∗ mentoring length

Physical abuse

2.01a (OR = 1.62)
−2.50b (OR = 0.88)
0.24 (OR = 1.07)

3.90c (OR = 1.57)
−2.81b (OR = 0.84)
1.43 (OR = 1.17)

0.73 (OR = 1.22)
0.69 (OR = 1.04)
0.10 (OR = 1.03)

3.42b (OR = 1.59)
1.08 (OR = 1.09)
−0.67 (OR = 0.92)

2.18a (OR = 1.68)
0.50 (OR = 1.02)
1.30 (OR = 1.33)

3.82c (OR = 1.50)
0.96 (OR = 1.06)
−0.38 (OR = 0.96)

1.06 (OR = 1.34)
−0.29 (OR = 0.98)
0.43 (OR = 1.11)

1.14 (OR = 1.16)
−0.94 (OR = 0.93)
− 1.63 (OR = 1.21)

1.99a (OR = 1.63)
1.29 (OR = 1.09)
0.13 (OR = 1.03)

2.16a (OR = 1.32)
1.47 (OR = 1.11)
−0.49 (OR = 0.95)

1.27 (OR = 0.84)
−1.12 (OR = 0.92)
−2.25a (OR = 0.95)

2.23b (OR = 1.30)
0.12 (OR = 0.91)
−2.42a (OR = 1.05)

–

3.07b (OR = 1.44)
−2.64b (OR = 1.01)
0.60 (OR = 0.65)

tau-b ≤ 0.05.
tau-b ≤ 0.01.
c Kendall’s tau-b ≤ 0.001.
a Kendall’s
b Kendall’s

Discussion
The current study sought to examine associations
among caregiver childhood abuse, adverse adult
outcomes, and informal mentoring relationships
during adolescence. In our nationally representative
sample, a sizeable minority of participants reported
experiencing physical (29%) or sexual (5%) abuse
during childhood. Although rates of exposure have
varied in previous studies, those found in our study
are within the range of those found in other national
samples.1,2,70 Between-study differences in rates
may reflect methodological differences, including
reporters (self versus parent), item wording, and
sampling. Contrary to the hypotheses, our findings indicated that caregiver childhood physical
abuse was associated with an increased likelihood
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of having a mentor. It is possible that nonparental
adults, such as extended family members, family
friends, neighbors, teachers, or professionals within
the social service system, are more likely to intervene or become involved with children who experience physical abuse by caregivers. This finding
also challenges the assumption that youth who have
experienced abuse are unlikely to develop natural
mentoring relationships. Interestingly, this finding
stands in contrast to other studies that indicate that
youth in the foster care system are less likely to
report having a natural mentor,49,50 suggesting that
other factors, such as caregiver transitions and geographical moves, may contribute to decreased natural mentoring within this population, rather than
experiencing physical abuse per se.
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However, consistent with the hypotheses, participants who experienced caregiver physical abuse
reported having mentoring relationships characterized by limited closeness, shorter duration, and
less frequent contact. These youth may have struggled to form strong bonds with other adults in
their life, resulting in shorter, more distant relationships. These findings align with formal mentoring research of at-risk youth, which has found that
youth who have experienced abuse, strained caregiver relationships, and other environmental risk
factors tend to experience shorter and lower quality relationships with mentors.53,54,71 More generally, the experience of abuse, particularly at the
hands of caregivers, can alter children’s relational
schemas and impair their sense of trust and safety
with others; this makes it difficult to establish close,
intimate relationships with others.72,73 Further,
trauma-exposed youth may be exposed to other
stressors and instabilities, such as neighborhood
disorder, caregiver instability, and frequent moves,
which may make it more difficult for them to
establish close, long-lasting relationships with nonparental adults.74
It was surprising that caregiver sexual abuse was
not associated with the presence or characteristics of mentoring relationships. Research has shown
that childhood sexual abuse, like physical abuse,
threatens youth’s ability to establish trusting, intimate relationships, leading to social dysfunction
and isolation.73 However, it is possible that these
effects do not extend to informal mentoring relationships, specifically. Alternatively, the low base
rate of caregiver sexual abuse in our sample may
have made it difficult to uncover significant associations with relationship characteristics.
Consistent with previous research, which links
caregiver childhood abuse to elevated risk for
physical and mental health problems, as well as
revictimization later in life,42,61,75,76 the current
study documented a range of negative adult health
outcomes associated with these adverse experiences
during childhood, including an association of both
caregiver physical and sexual abuse with violent and
nonviolent antisocial behavior, health limitations, a
recent STI, suicidality during adulthood, and recent
reexposure to violence during adulthood. Our
findings provided mixed support for the final set of
hypotheses that the presence of a mentor and the
length of the relationship would buffer the impact
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of trauma on adult outcomes. Findings from the
current study indicated the presence of a mentor did
not moderate the impact of physical or sexual abuse
on any of the adult outcomes we examined, suggesting that the simple presence of a mentor is insufficient in buffering against the negative effects of
trauma. However, among participants who reported
having a mentor during adolescence, the length of
the mentoring relationships did significantly moderate the association of caregiver childhood physical
and sexual abuse with suicidality during adulthood.
This finding potentially suggests that mentoring
relationships, when sufficiently long, may partially
buffer the negative impact of caregiver childhood
abuse upon mental health. Alternatively, this finding may reflect that when relationships begin earlier
in life, they may have a great buffering effect. Further research is needed to elucidate the relationship
between age, length of mentoring, and reduced
suicidality in order to determine whether there are
critical developmental periods during which mentorship may help improve mental health outcomes.
The findings are also consistent with previous literature demonstrating that social support in general can serve as a key protective factor among
trauma survivors,43 and that mentoring relationships specifically can positively impact psychosocial
development among at-risk and maltreated youth.39
Literature focused on mentoring for at-risk youth
populations has found that the presence of a mentor
and the duration of mentoring relationships were
associated with improved psychosocial outcomes
(e.g., lower depression, less risk-related behaviors,
and greater life satisfaction).16,76 Although social
support has been shown to promote better physical health77 and mental health in a wider at-risk
sample, mentoring relationships alone, even those
that are long-lasting, may not be able to protect
survivors against the maladaptive immunological,
metabolic, and cardiovascular processes that have
been linked to trauma22,30, Overall, these findings
suggest that mentoring relationships may support
the healing process among individuals exposed to
childhood abuse, but are not sufficient in protecting
young people against the full range and severity of
long-term difficulties.
Although not a panacea, mentoring may have
played a more circumscribed, but still important,
buffer role in the lives of young trauma survivors.
The current findings extend previous research
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that documented that social support reduced the
association between childhood abuse and suicidal
ideation.78,79 Youth who have access to supportive
relationships could be less likely to consider suicide
to manage abuse-related stress because they have
a safe space to discuss and process feelings; supports may also provide youth with corrective relational experiences and reasons to live. Our results
extend these findings to suggest that informal mentors may serve as a key protective factor among
trauma survivors. Our findings, which highlight the
potential impact of mentoring, suggest that those
without mentors may benefit from recruiting caring
relationships early on in life, as it is clear that access
to such support can have a meaningful impact on
young people’s will to live in the face of abuse. These
relationships may be keys for parents of children
with psychiatric difficulties, and particularly those
from marginalized racial backgrounds who may
seek out mentoring rather than professional services
due to practical and cultural barriers.80 However,
findings of the limited effect of mentoring for youth
with histories of abuse also highlight the importance of continuing to improve upon the availability
and cultural competency of professional services for
marginalized youth and families; mentoring cannot take the place of professional care and lacks
the broad range of effects attributed to professional
interventions.
Contributions, limitations, and future directions
This study makes several contributions to the existing body of literature. First, it is among the first studies to examine associations among caregiver childhood abuse, adverse adult outcomes, and natural
mentoring relationships. We conducted this investigation using the large, nationally representative
Add Health dataset, and handled missing data using
a rigorous multiple imputation approach, ensuring
that the analytic sample remained representative of
the original sample and thus the U.S. population as a
whole. The longitudinal nature of the data allowed
us to examine the long-term associations between
caregiver childhood abuse and later mentoring relationships during adolescence. Our findings replicate previous literature linking childhood abuse to
a range of adverse adult outcomes. We add to this
literature by documenting the prevalence, characteristics, and protective role of natural mentoring
relationships among previously maltreated youth.
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Most prominently, our study contributes to the literature on the association between social support and
childhood abuse by highlighting that experiences of
abuse may not necessarily result in less access to
supportive relationships. By contrast, our findings
indicated that youth who have experienced caregiver physical abuse were more likely to have been
mentored, though the quality of these mentoring
relationships was lower than youth who have not
been abused. Future research should further investigate these findings to understand the mechanisms
that may contribute to the development of mentoring relationships for youth who have experienced
caregiver abuse and to identify ways these relationships can be supported to benefit youth.
Our study also had some notable limitations that
should be acknowledged and addressed in future
studies. First, this study relied on retrospective selfreport during adolescence of exposure to caregiver
childhood physical and sexual abuse. This is a commonly used method of assessing abuse history, and
our findings on prevalence were consistent with
those found in other national studies.1 However,
limitations of memory, response patterns, as well as
positive impression management and social desirability, may have biased estimates and associations
with outcomes. For example, it is possible that participants who were more willing to acknowledge
exposure to caregiver abuse were also more likely to
acknowledge negative outcomes during adulthood.
Moreover, as mentioned above, due to study design,
it is not possible to separate the impact of relationship length from the impact of age (e.g., whether
relationships earlier in life when a child may have
been experiencing the caregiver abuse may have
particular buffering effects). Future studies should
attempt to explore the impact of these constructs
separately to understand which one has a stronger
buffering effect. Further, we utilized dichotomous
indicators of the presence or absence of each type
of abuse. Future research should utilize longitudinal
methods that follow children from an earlier age (to
eliminate limitations of retrospective reporting) and
examine the impact of cumulative caregiver abuse
exposure on adult outcomes and the protective role
of natural mentoring relationships. Further, the Add
Health dataset does not specifically measure PTSD
symptoms, which would be an important outcome
for future studies, given its relevance to childhood
abuse.
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Additionally, because previous literature suggests
that the impact of childhood abuse is multifaceted
and cuts across multiple domains of functioning, we
examined a wide range of adult outcomes. All analyses were theory-driven, and we intentionally limited
follow-up analyses to outcomes that previous literature has shown to be significantly associated with
abuse. Still, the number of analyses we conducted
and our large sample size raises the possibility of a
Type I error. It will be important for these findings,
particularly those related to the characteristics and
buffering effect of natural mentoring relationships,
to be subjected to replication. Finally, our study
research questions and data were by nature observational, and causal conclusions about the effect of
childhood trauma and mentoring relationships on
adult outcomes could not be definitively established.
Recommendations and conclusions
Consistent with studies on formal mentoring
relationships,39 our findings suggest that natural
mentoring relationships may help to offset some
of the elevated risk for maladjustment associated
with childhood abuse. However, this buffering
effect was modest and limited, suggesting that
mentoring is not a replacement for rigorous,
empirically supported therapeutic interventions
for childhood trauma. Rather, clinicians and other
service providers working with maltreated youth
(particularly those who were victimized by primary
caregivers) might help youth take stock of the caring
adults in their network and help them to cultivate
and maintain connections, particularly those that
are long lasting. In short, natural mentors might be
a helpful component of the comprehensive support
and services that should be available to youth who
experienced early caregiver childhood abuse.
Acknowledgments
The authors acknowledge funding from the
MacArthur Foundation Research Network on
Connected Learning and MENTOR: The National
Mentoring Partnership. This research uses data
from Add Health, a program project directed by
Kathleen Mullan Harris and designed by J. Richard
Udry, Peter S. Bearman, and Kathleen Mullan Harris at the University of North Carolina at Chapel
Hill, and funded by Grant P01-HD31921 from the
Eunice Kennedy Shriver National Institute of Child
Health and Human Development, with cooperative

Natural mentoring and childhood abuse

funding from 23 other federal agencies and foundations. Special acknowledgment is due Ronald R.
Rindfuss and Barbara Entwisle for assistance in the
original design. Information on how to obtain the
Add Health data files is available on the Add Health
website (http://www.cpc.unc.edu/addhealth). No
direct support was received from Grant P01HD31921 for this analysis. M.H. would also like
to acknowledge support from the National Science
Foundation Graduate Research Fellowship. Finally,
the authors would like to thank the editors and
anonymous reviewers for their helpful comments
and feedback on the manuscript.
Author contributions
E.W.K conceived the study, conducted all analyses,
wrote the first version of the paper as her doctoral
dissertation, and oversaw the writing of the submitted manuscript and revisions. M.H. and S.S.
contributed to the reduction of the manuscript to
publication length and the writing of the submitted
version and subsequent revisions. M.P. contributed
to the literature review and conducted significant
revisions to the manuscript in response to the
reviewers’ comments. J.R. contributed to the conception and design of the study, interpretation of
the findings, and revisions of drafts. L.E. provided
statistical consultation, assisted with missing data
management and analyses, and contributed to the
interpretation of findings.
Competing interests
The authors declare no competing interests.
References
1. Briere, J. & D.M. Elliott. 2003. Prevalence and psychological sequelae of self-reported childhood physical and sexual
abuse in a general population sample of men and women.
Child Abuse Negl. 27: 1205–1222.
2. Felitti, V.J. et al. 1998. Relationship of childhood abuse and
household dysfunction to many of the leading causes of
death in adults. Am. J. Prev. Med. 14: 245–258.
3. Bauer, M.E., A. Wieck, R.P. Lopes, et al. 2010. Interplay between neuroimmunoendocrine systems during posttraumatic stress disorder: a minireview. Neuroimmunomodulation 17: 192–195.
4. Cook, A. et al. 2005. Complex trauma in children and adolescents. Psychiatr. Ann. 35: 390–398.
5. Pynoos, R.S., A.M. Steinberg & J.C. Piacentini. 1999. A
developmental psychopathology model of childhood traumatic stress and intersection with anxiety disorders. Biol.
Psychiatry 46: 1542–1554.

Ann. N.Y. Acad. Sci. 1483 (2021) 50–66 © 2020 New York Academy of Sciences.

63

Natural mentoring and childhood abuse

Ku et al.

6. Horwitz, A.V., C.S. Widom, J. Mclaughlin & H.R. White.
2001. The impact of childhood abuse and neglect on adult
mental health: a prospective study. J. Health Soc. Behav. 42:
184–201.
7. Norman, R.E. et al. 2012. The long-term health consequences of child physical abuse, emotional abuse, and
neglect: a systematic review and meta-analysis. PLoS Med.
9: e1001349.
8. Sperry, D.M. & C.S. Widom. 2013. Child abuse and
neglect, social support, and psychopathology in adulthood:
a prospective investigation. Child Abuse Negl. 37: 415–425.
9. Stevens, N.R. et al. 2013. Emotion regulation difficulties, low
social support, and interpersonal violence mediate the link
between childhood abuse and posttraumatic stress symptoms. Behav. Ther. 44: 152–161.
10. Vranceanu, A.-M., S.E. Hobfoll & R.J. Johnson. 2008. Child
multi-type maltreatment and associated depression and
PTSD symptoms: the role of social support and stress. Child
Abuse Negl. 31: 71–81.
11. DuBois, D.L. & N. Silverthorn. 2005. Natural mentoring relationships and adolescent health: evidence from a
national study. Am. J. Public Health 95: 518–524.
12. Hurd, N.M., S.A. Stoddard, J.A. Bauermeister & M.A. Zimmerman. 2014. Natural mentors, mental health, and substance use: exploring pathways via coping and purpose. Am.
J. Orthopsychiatry 84: 190–200.
13. Miranda-Chan, T., V. Fruiht, V. Dubon & L. Wray-Lake.
2016. The functions and longitudinal outcomes of adolescents’ naturally occurring mentorships. Am. J. Community
Psychol. 57: 47–59.
14. Greeson, J.K. & N.K. Bowen. 2008. “She holds my hand”
The experiences of foster youth with their natural mentors.
Child. Youth Serv. Rev. 30: 1178–1188.
15. Thompson, A.E., J.K. Greeson & A.M. Brunsink. 2016. Natural mentoring among older youth in and aging out of foster
care: a systematic review. Child. Youth Serv. Rev. 61: 40–50.
16. Munson, M.R. & J.C. McMillen. 2009. Natural mentoring
and psychosocial outcomes among older youth transitioning from foster care. Child. Youth Serv. Rev. 31: 104–111.
17. Ahrens, K.R., D.L. DuBois, L.P. Richardson, et al. 2008.
Youth in foster care with adult mentors during adolescence
have improved adult outcomes. Pediatrics 121: e246–e252.
18. Zimmerman, M.A., J.B. Bingenheimer & D.E. Behrendt.
2005. Natural mentoring relationships. In Handbook of
Youth Mentoring. D.L. DuBois & M.J. Karcher, Eds.: 143–
157. Sage.
19. Greeson, J.K. et al. 2011. Complex trauma and mental health
in children and adolescents placed in foster care: findings
from the National Child Traumatic Stress Network. Child
Welfare 90: 91–108.
20. Roberts, D. 2002. Shattered Bonds: The Color of Child Welfare. New York: Basic Books.
21. Hampton, R.L. & E.H. Newberger. 1985. Child abuse incidence and reporting by hospitals: significance of severity,
class, and race. Am. J. Public Health 75: 56–60.
22. Stein, M.B., R. Yehuda, C. Koverola & C. Hanna. 1997.
Enhanced dexamethasone suppression of plasma cortisol in
adult women traumatized by childhood sexual abuse. Biol.
Psychiatry 42: 680–686.

64

23. Teicher, M.H. et al. 2004. Childhood neglect is associated
with reduced corpus callosum area. Biol. Psychiatry 56:
80–85.
24. Heim, C. et al. 2000. Pituitary-adrenal and autonomic
responses to stress in women after sexual and physical abuse
in childhood. J. Am. Med. Assoc. 284: 592–597.
25. McCrory, E., S.A. De Brito & E. Viding. 2010. Research
review: the neurobiology and genetics of maltreatment and
adversity. J. Child Psychol. Psychiatry 51: 1079–1095.
26. Bremner, D., E. Vermetten & M.E. Kelley. 2007. Cortisol,
dehydroepiandrosterone, and estradiol measured over 24
hours in women with childhood sexual abuse-related posttraumatic stress disorder. J. Nerve Ment. Dis. 195: 919–927.
27. Foa, E.B., T.M. Keane & M.J. Friedman. 2000. Guidelines for
treatment of PTSD. J. Trauma Stress 13: 539–588.
28. Hoge, E.A. et al. 2009. Broad spectrum of cytokine abnormalities in panic disorder and posttraumatic stress disorder.
Depress. Anxiety 26: 447–455.
29. Ranjit, N. et al. 2007. Psychosocial factors and inflammation
in the multi-ethnic study of atherosclerosis. Arch. Intern.
Med. 167: 174–181.
30. Suglia, S.F., C.J. Clark, R. Boynton-Jarrett, et al. 2014. Child
maltreatment and hypertension in young adulthood. BMC
Public Health 14: 1149.
31. Newman, M.G. et al. 2000. The relationship of childhood
sexual abuse and depression with somatic symptoms and
medical utilization. Psychol. Med. 30: 1063–1077.
32. Delima, J. & G. Vimpani. 2011. The neurobiological effects
of childhood maltreatment: an often overlooked narrative
related to the long-term effects of early childhood trauma?
Fam. Matters 89: 42.
33. Nemeroff, C.B. 2016. Paradise lost: the neurobiological and
clinical consequences of child abuse and neglect. Neuron 89:
892–909.
34. Wilson, K.R., D.J. Hansen & M. Li. 2011. The traumatic
stress response in child maltreatment and resultant neuropsychological effects. Aggress. Violent Behav. 16: 87–97.
35. Hanson, J.L. et al. 2010. Early stress is associated with alterations in the orbitofrontal cortex: a tensor-based morphometry investigation of brain structure and behavioral risk.
J. Neurosci. 30: 7466–7472.
36. Frederick, J. & C. Goddard. 2008. Living on an island: consequences of childhood abuse, attachment disruption and
adversity in later life. Child Fam. Soc. Work 13: 300–310.
37. Rikhye, K. et al. 2008. Interplay between childhood maltreatment, parental bonding, and gender effects: impact on quality of life. Child Abuse Negl. 32: 19–34.
38. Riggs, S.A. & P. Kaminski. 2010. Childhood emotional
abuse, adult attachment, and depression as predictors
of relational adjustment and psychological aggression.
J. Agress. Maltreat. Trauma 19: 75–104.
39. Taussig, H.N. & S.E. Culhane. 2010. Impact of a mentoring and skills group program on mental health outcomes
for maltreated children in foster care. Arch. Pediatr. Adolesc.
Med. 164: 739–746.
40. Farrington, D.P. 2005. Childhood origins of antisocial
behavior. Clin. Psychol. Psychother. 12: 177–190.
41. Beach, S.R.H., G.H. Brody, A.A. Todorov, et al. 2011. Methylation at 5HTT mediates the impact of child sex abuse on

Ann. N.Y. Acad. Sci. 1483 (2021) 50–66 © 2020 New York Academy of Sciences.

Ku et al.

42.

43.

44.

45.

46.

47.

48.

49.

50.

51.

52.

53.

54.

55.

56.

57.

58.

women’s antisocial behavior: an examination of the Iowa
adoptee sample. Psychosom. Med. 73: 83–87.
Dunn, E.C., K.A. McLaughlin, N. Slopen, et al. 2013. Developmental timing of child maltreatment and symptoms of
depression and suicidal ideation in young adulthood: results
from the National Longitudinal Study of Adolescent Health.
Depress. Anxiety 30: 955–964.
Scheidell, J.D. et al. 2017. Child sexual abuse and HIVrelated substance use and sexual risk across the life course
among males and females. J. Child Sex. Abus. 26: 519–534.
Hyman, S.M., S.N. Gold & M.A. Cott. 2003. Forms of social
support that moderate PTSD in childhood sexual abuse survivors. J. Fam. Violence 18: 295–300.
Runtz, M.G. & J.R. Schallow. 1997. Social support and coping strategies as mediators of adult adjustment following
childhood maltreatment. Child Abuse Negl. 21: 211–226.
Rhodes, J.E., R. Reddy & J.B. Grossman. 2005. The protective
influence of mentoring on adolescents’ substance use: direct
and indirect pathways. Appl. Dev. Sci. 9: 31–47.
Zeman, J., M. Cassano & C. Perry-Parrish. 2006. Emotion
regulation in children and adolescents. Dev. Behav. Pediatr.
27: 155–168.
Whitney, S.D., E.N. Hendricker & C.A. Offutt. 2011. Moderating factors of natural mentoring relationships, problem
behaviors, and emotional well-being. Mentor. Tutoring Partnersh. Learn. 19: 83–105.
Collins, M.E., R. Spencer & R. Ward. 2010. Supporting youth
in the transition from foster care: formal and informal connections. Child Welfare 89: 125–143.
Greeson, J.K.P., L. Usher & M. Grinstein-Weiss. 2010. One
adult who is crazy about you: can natural mentoring relationships increase assets among young adults with and without foster care experience? Child. Youth Serv. Rev. 32: 565–
577.
Takayma, J.I., E. Wolfe & K.P. Coulter. 1998. Relationship
between reason for placement and medical findings among
children in foster care. Pediatrics 101: 201–207.
Grossman, J.B. & J.E. Rhodes. 2002. The test of time: predictors and effects of duration in youth mentoring relationships. Am. J. Community Psychol. 30: 199–219.
Kupersmidt, J.B., K.N. Stump, R.L. Stelter & J.E. Rhodes.
2017. Predictors of premature match closure in youth mentoring relationships. Am. J. Community Psychol. 59: 25–35.
Schwartz, S.E.O., J.E. Rhodes, C.S. Chan & C. Herrera. 2011.
The impact of school-based mentoring on youths with different relational profiles. Dev. Psychol. 47: 450–462.
Bruce, M. & J. Bridgeland. 2014. The mentoring effect: young
people’s perspectives on the outcomes and availability of
mentoring. Civic Enterprises with Hart Research Associates
for MENTOR: The National Mentoring Partnership.
Briere, J. & M. Runtz. 1990. Differential adult symptomatology associated with three types of child abuse histories. Child
Abuse Negl. 14: 357–364.
Elliott, D.M. et al. 1995. Multivariate impacts of sexual
molestation, physical abuse, and neglect in a forensic sample.
In Fourth International Family Violence Research Conference.
Durham, New Hampshire.
Drapeau, M. & J.C. Perry. 2004. Childhood trauma and adult
interpersonal functioning: a study using the Core Conflict-

Natural mentoring and childhood abuse

59.

60.

61.

62.

63.
64.

65.

66.
67.
68.

69.
70.

71.

72.

73.

74.

75.

76.

ual Relationship Theme Method (CCRT). Child Abuse Negl.
28: 1049–1066.
Davis, J.L. & P.A. Petretic-Jackson. 2000. The impact of child
sexual abuse on adult interpersonal functioning: a review
and synthesis of the empirical literature. Aggress. Violent
Behav. 5: 291–328.
DiLilio, D. & P.J. Long. 1999. Perceptions of couple functioning among female survivors of child sexual abuse. J. Child
Sex Abuse 7: 59–76.
Classen, C.C., O.G. Palesh & R. Aggarwal. 2005. Sexual
revictimization: a review of the empirical literature. Trauma
Violence Abus. 6: 103–129.
DuBois, D.L. & N. Silverthorn. 2005. Characteristics of natural mentoring relationships and adolescent adjustment: evidence from a national study. J. Prim. Prev. 26: 69–92.
Chen, P. & K. Chantala. 2014. Guidelines for analyzing Add
Health Data. Carolina Population Center.
Erickson, L.D., S. McDonald & G.H. Elder. 2009. Informal
mentors and education: complementary or compensatory
resources? Sociol. Educ. 82: 344–367.
Rideout, V. & M. Robb. 2018. Social Media, Social Life: Teens
Reveal their Experiences. San Francisco, CA: Common Sense
Media.
Anderson, M. & J. Jiang. 2018. Teens, social media & technology 2018. Pew Research Center.
Royston, P. 2005. Multiple imputation of missing values:
update. Stata J. 5: 1–24.
Shanahan, M.J., S. Vaisey, L.D. Erickson & A. Smolen.
2008. Environmental contingencies and genetic propensities: social capital, educational continuation, and dopamine
receptor gene DRD2. Am. J. Sociol. 114: S260–S286.
Acock, A.C. 2005. Working with missing values. J. Marriage
Fam. 67: 1012–1028.
Finkelhor, D., H.A. Turner, A. Shattuck & S.L. Hamby. 2015.
Prevalence of childhood exposure to violence, crime, and
abuse: results from the National Survey of Children’s Exposure to Violence. JAMA Pediatr. 169: 746–754.
Raposa, E.B., J.E. Rhodes & C. Herrera. 2016. The impact
of youth risk on mentoring relationship quality: do mentor
characteristics matter? Am. J. Community Psychol. 320–329.
https://doi.org/10.1002/ajcp.12057.
Davis, J.L., P.A.L. Petretic-Jackson & L. Ting. 2001. Intimacy
dysfunction and trauma symptomatology: long-term correlates of different types of child abuse. J. Trauma Stress 14:
63–79.
Whiffen, V.E., M.E. Judd & J.A. Aube. 1999. Intimate relationships moderate the association between childhood sexual abuse and depression. J. Interpers. Violence 14: 940–
954.
Hecht, D.B. & D.J. Hansen. 1999. The environment of child
maltreatment: contextual factors and the development of
psychopathology. Aggress. Violent Behav. 6: 433–457.
Koenig, L.J., L.S. Doll, A. O’Leary & W. Pequegnat. 2004.
From Child Sexual Abuse to Adult Sexual Risk: Trauma,
Revictimization, and Intervention. American Psychological
Association.
Hurd, N.M. & M.A. Zimmerman. 2010. Natural mentoring relationships among adolescent mothers: a study of
resilience. J. Res. Adolescence 20: 789–809.

Ann. N.Y. Acad. Sci. 1483 (2021) 50–66 © 2020 New York Academy of Sciences.

65

Natural mentoring and childhood abuse

Ku et al.

77. Uchino, B.N. 2009. Understanding the links between social
support and physical health: a life-span perspective with
emphasis on the separability of perceived and received support. Perspect. Psychol. Sci. 4: 236–255.
78. Esposito, C.L. & G.A. Clum. 2002. Social support and
problem-solving as moderators of the relationship between
childhood abuse and suicidality: applications to a delinquent
population. J. Trauma Stress 15: 137–146.

66

79. Miller, A.B. et al. 2015. Role of social support in adolescent
suicidal ideation and suicide attempts. J. Adolesc. Health 56:
286–292.
80. Vázquez, A.L. & M.T. Villodas. 2019. Racial/ethnic differences in caregivers’ perceptions of the need for and utilization of adolescent psychological counseling and support services. Cultur. Divers. Ethnic Minor. Psychol. 25: 323–
330.

Ann. N.Y. Acad. Sci. 1483 (2021) 50–66 © 2020 New York Academy of Sciences.

