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ABSTRACT. Objective: The purpose of this study was to examine the 
relationship between childhood maltreatment and alcohol use disorders 
(AUDs), treatment utilization, and barriers to treatment in a national 
sample of emerging adults. Multiple types of maltreatment were ex-
amined, including childhood emotional abuse and neglect. Method: 
The analyses are based on data from 18- to 25-year-olds (N = 4,468) 
who participated in the National Epidemiologic Survey on Alcohol and 
Related Conditions. Results: Adjusted for sociodemographic characteris-
tics, we found that childhood maltreatment was associated with a greater 
likelihood of an AUD and a greater likelihood of accessing treatment, 
although these relationships were no longer signifi cant once psychiatric 
comorbidities and other substance use disorders were included as control 

variables. We also found signifi cant interaction effects for age; differ-
ences in the prevalence of AUDs among those who experienced physical 
abuse and multiple types of maltreatment were larger for the older age 
group. Finally, among those with AUDs, maltreatment was associated 
with specifi c perceived barriers to treatment. Conclusions: The current 
fi ndings highlight childhood maltreatment, including emotional abuse 
and neglect, as important correlates of AUDs among emerging adults 
but indicate that these relationships may be accounted for by other 
psychiatric comorbidities. Barriers to treatment among individuals with 
AUDs may refl ect maltreatment experiences and should be addressed in 
both policy and practice. (J. Stud. Alcohol Drugs, 74, 185–194, 2013)
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ALCOHOL USE DISORDERS (AUDs) are among the 
most prevalent mental health disorders, with 8.4% of 

adults meeting criteria for alcohol abuse or dependence (Na-
tional Institute on Alcohol Abuse and Alcoholism, 2006). In 
2000, the World Health Organization (WHO) estimated that 
alcohol was the third largest contributor to the burden of ill-
ness in developed countries (WHO, 2003), and in 2007, the 
Centers for Disease Control and Prevention estimated that 
7.7% of deaths in the United States were alcohol induced 
(not including deaths attributable to alcohol-related acci-
dents or unintentional injuries; Xu et al., 2010). AUDs are of 
particular concern in emerging adulthood, the period of de-
velopment from the late teens to early twenties (ages 18–25 
years), and a period marked by transitions and instability 

(Arnett, 2000). High rates of alcohol use and alcohol-related 
problems during emerging adulthood are well documented 
(Grant et al., 2004b; Wechsler et al., 2001; White and Jack-
son, 2004/2005). For example, according to the 2010 Drug 
Use and Health Survey, 18- to 25-year-olds had the highest 
prevalence of past-year alcohol abuse or dependence, with 
19.8% of 18- to 25-year-olds meeting criteria for an AUD 
(Substance Abuse and Mental Health Services Administra-
tion [SAMHSA], 2011). Examining factors contributing 
to AUDs in emerging adulthood is an important fi rst step 
in reducing the prevalence of AUDs during this vulnerable 
developmental stage.
 There is considerable evidence that childhood maltreat-
ment contributes to the development of AUDs, with support 
from both the adolescent and adult literatures (Fetzner et al., 
2011; Gilbert et al., 2009). There are several possible rea-
sons for this relationship, including an increased likelihood 
of AUDs as a means of coping with maltreatment experi-
ences (Goldstein et al., 2010; Grayson and Nolen-Hoeksema, 
2005) or greater susceptibility to AUDs among individuals 
with maltreatment histories because of the intergenerational 
transmission of AUDs by parents who maltreat their chil-
dren, many of whom have an AUD themselves (Trocmé et 
al., 2010). To date, however, much of the research on the 
relationship between child maltreatment and AUDs has 
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focused on adult and adolescent treatment samples (for re-
views, see Simpson and Miller, 2002; Tonmyr et al., 2010). 
Because individuals in treatment often present with more 
severe AUDs than those in the general population (Bucholz 
et al., 1994), it is diffi cult to generalize fi ndings from these 
clinical samples.
 In studies involving community samples of emerging 
adults, previous researchers have used limited defi nitions 
of childhood maltreatment, with most studies focusing on 
sexual and/or physical abuse (Fergusson et al., 2008; Lo 
and Cheng, 2007; Molnar et al., 2001). For example, in 
their study examining the relationship between childhood 
maltreatment and substance dependence in a community 
sample of emerging adults, Fergusson et al. found a sig-
nifi cant relationship between childhood maltreatment and 
substance dependence. However, this study focused on 
substance dependence in general and not AUDs specifi cally, 
and fi ndings were limited to childhood physical and sexual 
abuse and not other forms of maltreatment (i.e., emotional 
abuse, neglect). Using data from the National Comorbid-
ity Survey, Molnar et al. found a signifi cant relationship 
between childhood sexual abuse and alcohol dependence 
among 15- to 24-year-olds. Again, the focus of this study 
did not extend beyond sexual abuse. In their examination of 
the relationship between trauma severity, AUDs, and health 
status in older adolescence/emerging adulthood, Clark et al. 
(2010) found that trauma severity was associated with an 
AUD diagnosis. Although this study included multiple types 
of trauma, only sexual and physical abuse were included in 
the family-related trauma category, and the sample primarily 
consisted of older adolescents (i.e., 13- to 19-year-olds).
 To date, few studies have included emotional abuse or 
neglect, despite researchers calling for a consideration of 
these other forms of maltreatment (Glaser, 2002). Neglect, 
for example, is the dominant maltreatment type reported 
to child protective service agencies in the United States 
(U.S. Department of Health and Human Services, 2010), 
and researchers have identifi ed higher rates of heavy epi-
sodic drinking among adolescents with a history of serious 
neglect (Shin et al., 2009). Higher rates of AUDs were 
also found among those who have experienced less severe 
types of neglect (i.e., supervisory neglect; Clark et al., 
2005). In addition, recent fi ndings highlight the signifi cant 
negative sequelae of emotional maltreatment (see Yates and 
Wekerle, 2009), including effects on physical and men-
tal health (WHO, 2006), neurological development (van 
Harmelen et al., 2010), and social competence and adjust-
ment (Shaffer et al., 2009). Examining multiple forms of 
child maltreatment, including emotional abuse and neglect, 
should provide a more comprehensive understanding of 
the relationship between maltreatment and AUDs. It would 
also allow for an examination of differences between indi-
viduals who have experienced one versus multiple types of 
maltreatment.

 Finally, we are aware of no study that has specifi cally ex-
amined the relationship between child maltreatment and help 
seeking among young people with AUDs. Theoretical models 
of health service utilization (i.e., Behavioral Model for Vul-
nerable Populations; Gelberg et al., 2000) indicate that child 
maltreatment contributes to diffi culties accessing services, 
which may further marginalize emerging adults with AUDs. 
In general, a minority of individuals with an AUD access 
treatment services (Cohen et al., 2007), and emerging adults 
face further diffi culties because they are caught between 
two service-delivery systems: child and adolescent services 
on the one end, and adult services on the other. Using data 
from the National Household Survey on Drug Abuse, Wu 
and Ringwalt (2004) found that, compared with older adults 
(35–64 years old), young alcohol-dependent adults (18–25 
years old) were less likely to perceive a need for and to ac-
cess alcohol treatment services. These authors suggested that 
people may need to experience substantial alterations in their 
daily functioning before they seek treatment. Given that help 
seeking is an important predictor of recovery from AUDs 
(Dawson et al., 2006), it is essential to identify factors that 
contribute to service utilization in vulnerable populations to 
inform related service-delivery policies and practices.
 In this study, we examined the relationship between a 
history of childhood maltreatment (physical abuse, sexual 
abuse, emotional abuse, and physical neglect) and AUDs 
in a nationally representative sample of emerging adults 
(ages 18–25 years). Specifi cally, this study uses data from 
the National Epidemiologic Survey of Alcohol and Related 
Conditions (NESARC). Previous researchers have already 
identifi ed a signifi cant relationship between child maltreat-
ment and AUDs in the NESARC sample (Afi fi  et al., 2012; 
Fetzner et al., 2011), but the current study is the fi rst to 
examine this relationship in emerging adults only. To fur-
ther understand the relationship between child maltreatment 
and AUDs in emerging adulthood, we also explored the 
moderating effects of age. The higher prevalence of AUDs 
during emerging adulthood may mask the effects of child 
maltreatment, resulting in stronger relationships between 
child maltreatment and AUDs for middle and older adults 
(Widom et al., 2007). In addition, because comorbid mood, 
anxiety, other substance use, and personality disorders may 
partially explain the relationship between child maltreatment 
and AUDs among emerging adults (Keyes et al., 2012), we 
conducted two sets of analyses: one set included sociode-
mographic variables as control variables, and the other set 
included both sociodemographic variables and comorbid 
diagnoses. We also included parental history of alcohol prob-
lems given previous research highlighting parental alcohol 
problems as a signifi cant risk factor for both childhood mal-
treatment (e.g., Trocmé et al., 2010) and offspring AUDs (for 
a review, see Campbell and Oei, 2010). Finally, because of 
theoretical models highlighting child maltreatment as a bar-
rier to treatment utilization and a need to better understand 
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why vulnerable young adults with AUDs may or may not ac-
cess treatment, we also investigated the relationship between 
a history of childhood maltreatment, treatment utilization, 
and perceived barriers to accessing treatment among those 
with an AUD.

Method

Survey

 Data were drawn from Waves 1 and 2 of the NESARC, 
a nationally representative sample of noninstitutional-
ized American adults (Grant and Kaplan, 2005; Grant et 
al., 2003b). The fi rst wave of the NESARC was collected 
in 2001 and 2002 and surveyed 43,093 respondents age 
18 and older (Grant et al., 2003b). Excluding individuals 
who were ineligible for follow-up, 86.7% of the original 
sample (i.e., those who completed Wave 1 of the survey) 
completed Wave 2 of the survey, resulting in a fi nal sample 
of 34,653 respondents (Grant and Kaplan, 2005). Although 
the current study includes data from both waves of the 
study, childhood maltreatment was assessed at Wave 2 
only; as a result, our analyses include respondents who 
completed both waves. All data were collected via face-to-
face computerized interviews by trained lay interviewers. 
Information on the sampling and weighting procedures of 
the NESARC can be found elsewhere (Grant et al., 2003b, 
2004a; Grant and Kaplan, 2005).

Measures

 Childhood maltreatment. The NESARC survey measured 
childhood maltreatment with questions adapted from the 
Adverse Childhood Events study (Dong et al., 2003; Dube 
et al., 2003), which is based on questions from the Child-
hood Trauma Questionnaire (Bernstein et al., 1994) and the 
Confl ict Tactics Scale (Straus, 1979; Straus et al., 1996). 
These questions assessed the extent respondents had ever 
experienced emotional abuse, physical abuse, sexual abuse, 
or physical neglect. With the exception of physical neglect, 
possible responses to these questions were on a fi ve-point 
scale (never, almost never, sometimes, fairly often, or very 
often). For physical neglect, items were reverse coded, and 
the original response options were 1 (never true), 2 (rarely 
true), 3 (sometimes true), 4 (often true), and 5 (very often 
true).
 Two questions assessed physical abuse: “How often did a 
parent or other adult living in your home push, grab, shove, 
slap, or hit you?” and “How often did a parent or other adult 
living in your home hit you so hard that you had marks or 
bruises or were injured?” Respondents were coded as hav-
ing experienced physical abuse if they answered sometimes, 
fairly often, or very often to either of the aforementioned 
questions.

 For childhood sexual abuse, respondents indicated 
how often (a) an adult or other person fondled or sexually 
touched them, (b) an adult or other person had them (the re-
spondent) fondle or sexually touch the adult or other person, 
and (c) an adult attempted intercourse or had intercourse 
with them (the respondent) when they did not want the act 
to occur or were too young to know what has happening to 
them (Wyatt, 1985). Respondents were classifi ed as having 
experienced sexual abuse if they answered anything other 
than never to any of these questions.
 Three questions were used to assess childhood emotional 
abuse. Respondents indicated how often a parent or other 
adult living in the home (a) swore at, insulted, or said hurtful 
things to the respondent; (b) threatened to hit or throw some-
thing at the respondent; or (c) acted in any other way that 
made the respondent afraid he or she would be physically 
hurt or injured. If individuals responded fairly often or very 
often to any of these three questions, they were identifi ed as 
having experienced emotional abuse. Criteria for establishing 
physical abuse, sexual abuse, and emotional abuse are con-
sistent with previous studies using the NESARC to examine 
these types of maltreatment (Afi fi  et al., 2011a, 2011b).
 Four questions assessed physical neglect. Respondents 
were asked how often they (a) were left alone or unsuper-
vised before the age of 10; (b) went hungry; (c) went without 
needed clothes, shoes, or school supplies; or (d) went with-
out needed medical treatment. Respondents were classifi ed 
as having experienced childhood physical neglect if they 
answered anything other than never to any of these four 
questions. This defi nition is consistent with previous studies 
using the NESARC to examine physical neglect (Afi fi  et al., 
2011a, 2011b).
 A binary “any maltreatment” variable was derived by 
recoding each of the four types of maltreatment variables 
into one variable, with 1 indicating that the participant re-
ported some form of maltreatment and 0 indicating that the 
participant reported no maltreatment. In addition, summing 
the number of types of maltreatment and creating a single 
variable with three levels created a categorical cumulative 
maltreatment variable, with 0 indicating no maltreatment, 1 
indicating one type of maltreatment, and 2 indicating two or 
more types of maltreatment.
 Alcohol abuse and dependence. The Alcohol Use Disorder 
and Associated Disabilities Interview Schedule—DSM-IV 
Version (AUDADIS-IV) (Grant et al., 2001; Ruan et al., 
2008) was used to diagnose lifetime alcohol abuse or depen-
dence according to DSM-IV criteria (American Psychiatric 
Association, 1994) and was administered at Waves 1 and 2 
of the NESARC. This standardized, structured diagnostic 
interview has been shown to have fair to good reliability 
(Grant et al., 2003a; Ruan et al., 2008) and provide valid 
AUD diagnoses (Canino et al., 1999; Cottler et al., 1997).
 Comorbid mood, anxiety, and substance use disorders. 
The AUDADIS-IV (Grant et al., 2001; Ruan et al, 2008) also 
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includes modules that assess (a) substance use disorders, (b) 
mood disorders (major depression, dysthymia, mania, and 
hypomania), (c) anxiety disorders (panic disorder, specifi c 
phobia, social phobia, agoraphobia, generalized anxiety dis-
order, and posttraumatic stress disorder), and (d) personality 
disorders (paranoid, schizoid, schizotypal, antisocial, bor-
derline, histrionic, narcissistic, obsessive–compulsive, and 
avoidant). These modules were elaborated using DSM-IV 
criteria.
 Treatment for alcohol use and barriers to care. Indi-
viduals with an AUD were asked whether they had ever 
engaged in treatment for their drinking. Treatment included 
(a) receiving inpatient or outpatient services or (b) seeing 
a physician, counselor, or any other type of professional or 
attending meetings of Alcoholics Anonymous or any other 
type of community agency. Respondents who had a lifetime 
AUD were asked if they chose not to seek professional 
help for their drinking despite thinking they needed help. 
If respondents answered yes to this question, they received 
follow-up questions assessing reasons for not seeking treat-
ment, including attitudinal and structural barriers to care. 
Respondents were asked to endorse all barriers that applied 
to them.
 Sociodemographic and background variables. The so-
ciodemographic variables examined in the current analysis 
included sex, age, race (White, Asian, Hispanic, Black, or 
American Indian/Alaska Native), education (less than high 
school, high school or equivalent, or some college or more), 
household income (U.S. $0–$19,999, $20,000–$34,999, 
$35,000–$59,999, or $60,000 or more), and marital status 
(married, never married, or widowed/divorced/separated). In 
addition, participants were asked a single question regarding 
their parent’s alcohol use: “Was your blood/natural mother/
father ever an alcoholic or problem drinker?” Separate items 
were included for mother and father, and a single dichoto-
mous variable was created indicating whether one or both 
parents ever had problems with alcohol.

Statistical methods

 First, we used adjusted logistic regression analyses to 
examine the relationship between childhood maltreatment 
and lifetime AUDs. We ran separate analyses using each 
type of maltreatment as the independent variable and lifetime 
AUDs as the dependent variable. We ran the same analyses 
using any maltreatment as the independent variable (vs. no 
maltreatment) and using the number of maltreatment types 
as the independent variable, with zero types of maltreatment 
as the reference group compared with one type of maltreat-
ment and two or more types of maltreatment. In these analy-
ses, we calculated two models. For the fi rst model, adjusted 
odds ratios (AOR-1) were adjusted for sociodemographic 
variables and parental alcohol problems, and adjusted odds 
ratios for the second model (AOR-2) were adjusted for so-

ciodemographic variables, parental alcohol problems, any 
lifetime mood disorder, any lifetime anxiety disorder, any 
lifetime drug use disorder, and any lifetime personality dis-
order. Second, we used adjusted logistic regression analyses 
to examine the relationship between lifetime AUDs and the 
interaction of any childhood maltreatment and other Axis I 
disorders adjusting for age, sex, race, education, income, and 
marital status. To minimize the number of comparisons and 
ensure adequate sample size for these analyses, we limited 
this analysis to a single maltreatment variable (i.e., any mal-
treatment). Third, we examined the relationship between each 
of the childhood maltreatment variables from the fi rst set of 
analyses and treatment for a lifetime AUD among individu-
als with a lifetime AUD using adjusted logistic regressions. 
Again, we calculated two models: AOR-1 was adjusted for 
sociodemographic variables and parental alcohol problems, 
and AOR-2 was adjusted for sociodemographic variables, 
parental alcohol problems, and comorbid substance use and 
psychiatric diagnoses. Fourth, to determine whether signifi -
cant relationships were stronger for emerging adults com-
pared with other adults, we examined interactions between 
all of the child maltreatment variables and age. We created 
two age categories representing emerging adulthood (18–25 
years) versus all other ages (26–65 years) and adjusted for 
sociodemographic variables, parental alcohol problems, 
any lifetime mood disorder, any lifetime anxiety disorder, 
any lifetime drug use disorder, and any lifetime personality 
disorder. Finally, we used cross-tabulations and chi-square 
analyses to examine the relationship between any childhood 
maltreatment and barriers to treatment among individuals 
with a lifetime history of an AUD. These analyses were also 
limited to a single maltreatment variable (i.e., any maltreat-
ment) because of the small number of participants who had 
an AUD diagnosis and had accessed treatment.
 To account for the complex sampling design of the 
NESARC, we conducted all analyses with the SUDAAN 
statistical software (Shah et al., 1995) while using the Taylor 
series linearization method of variance estimation. We used 
the statistical weights and stratifi cation variables supplied by 
the NESARC for all analyses. This method ensured that our 
analyses were representative of the U.S. population.

Results

 For the purpose of the primary analyses, all individu-
als older than age 25 were excluded, and our total sample 
consisted of 4,468 individuals ages 18–25 years at Wave 1. 
The weighted mean age of the sample was 21.39 years (SE = 
0.04), and the sample consisted of an equal number of male 
(50.1%) and female emerging adults. The majority of indi-
viduals were non-Hispanic White (62.4%), whereas 17.3% 
were Hispanic, 13.4% were Black, 5.2% were Asian, and 
1.6% were American Indian. In addition, most individuals 
were never married (72.9%), whereas 25.4% of individuals 
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were married or common law, and only 1.7% of individuals 
were separated, widowed, or divorced. In terms of household 
income, 30.8% earned less than $20,000 per year, 22.1% 
earned between $20,000 and $34,999 per year, 23.9% earned 
between $35,000 and $59,999 per year, and 23.3% earned 
$60,000 or more per year.
 In total, 39.6% of the sample met criteria for an AUD (n 
= 1,670), with 14.6% of the sample meeting the criteria for 
alcohol abuse (n = 629) and 25.0% meeting the criteria for 
alcohol dependence (n = 1,041). A large proportion of indi-
viduals in the sample reported experiences of childhood mal-
treatment (35.0%): 14.2% experienced childhood physical 
abuse, 8.9% sexual abuse, 7.3% emotional abuse, and 23.8% 
physical neglect. The prevalence of each type of childhood 
maltreatment in the sample of participants with a lifetime 
AUD as well as the AORs for associations between types of 
maltreatment and lifetime AUD are presented in Table 1. As 
illustrated in Table 1, all three types of childhood abuse as 
well as physical neglect were associated with an increased 
likelihood of having a lifetime AUD diagnosis after adjust-
ing for sociodemographic variables and parental alcohol 
problems. In addition, experiencing any maltreatment (vs. 
no maltreatment) and experiencing one type of maltreatment 
(vs. no maltreatment) were both associated with an increased 
likelihood of an AUD diagnosis. Experiencing two or more 
types of maltreatment (vs. no maltreatment) was not associ-
ated with an increased likelihood of an AUD diagnosis. In 
addition, none of the associations remained signifi cant once 
Axis I disorders were included in the models (Table 1, AOR-
2), and no signifi cant associations were observed between 
lifetime AUDs and the interaction of any childhood maltreat-
ment and other Axis I mental disorders (results available on 
request).
 The associations between childhood maltreatment and 
treatment for lifetime AUD are shown in Table 2. Childhood 
physical abuse, childhood emotional abuse, and any type of 

maltreatment were associated with an increased likelihood 
of treatment for lifetime AUD after adjusting for sociodemo-
graphic variables. Again, none of the associations between 
childhood abuse and treatment for lifetime AUD remained 
signifi cant after controlling for sociodemographic variables 
and lifetime mental disorders.
 Interactions between age and the four types of maltreat-
ment, any maltreatment, and number of maltreatment types 
were examined for both lifetime AUDs and treatment for 
lifetime AUDs. All models adjusted for sociodemographic 
variables, parental alcohol problems, and comorbid psychi-
atric and substance use disorders. Two signifi cant fi ndings 
emerged. For the likelihood of lifetime AUDs, there was a 
signifi cant effect for Age × Physical Abuse (AOR = 1.36, 
95% CI [1.02, 1.83]) and Age × Number of Maltreatment 
Types (AOR = 1.18, 95% CI [1.02, 1.37]). For both mod-
els, the relationship between child maltreatment and AUDs 
was stronger for the older age group, although the overall 
prevalence of AUDs was higher for the younger age group. 
Specifi cally, for physical abuse, there was a larger differ-
ence in the prevalence of AUDs for those with and without 
a history of physical abuse in the older age group (45.4% 
vs. 31.2%) compared with the younger age group (47.0% 
vs. 38.3%). For the number of maltreatment types, the preva-
lence of AUDs in the older age group was 29.2%, 37.8%, 
and 46.6% for those with zero, one, and two or more types 
of maltreatment, respectively, whereas for emerging adults, 
the prevalence was 36.4%, 45.0%, and 47.1%, respectively.
 The associations between childhood maltreatment and 
specifi c barriers to treatment among individuals with lifetime 
AUD are illustrated in Table 3. These barriers were only 
endorsed by those individuals who indicated that they chose 
not to seek help for their drinking, despite thinking that they 
needed help. Individuals with a history of childhood mal-
treatment were signifi cantly more likely to endorse the fol-
lowing barriers to treatment for lifetime AUD: “didn’t think 

TABLE 1. Association between childhood maltreatment and lifetime alcohol use disorder among emerging adults

 No maltreatment Maltreatment AOR-1 AOR-2
Variable n (%) n (%) [95% CI] [95% CI]

Type of maltreatment
 Childhood physical abuse 1,357 (38.3) 309 (47.0) 1.43 [1.15, 1.79]*** 1.02 [0.78, 1.33]
 Childhood sexual abuse 1,491 (39.6) 174 (40.2) 1.41 [1.07, 1.85]* 0.92 [0.68, 1.23]
 Childhood emotional abuse 1,485 (38.5) 181 (52.9) 1.81 [1.32, 2.49]*** 1.27 [0.88, 1.82]
 Childhood physical neglect 1,176 (37.0) 489 (48.0) 1.42 [1.15, 1.76]** 1.15 [0.92, 1.44]
 Any type of maltreatment 960 (36.4) 706 (45.7) 1.52 [1.27, 1.82]*** 1.16 [0.95, 1.42]
Number of maltreatment types
 Onea –    . 428 (45.0) 1.48 [1.20, 1.83]*** 1.23 [0.99, 1.54]
 Two or moreb –    . 274 (47.1) 1.09 [0.81, 1.46] 0.84 [0.62, 1.13]

Notes: AOR-1 = Odds ratios adjusted for age, sex, race, education, income, marital status, and parent alcoholic or 
problem drinker; AOR-2 = odds ratios adjusted for age, sex, race, education, income, marital status, parent alcoholic 
or problem drinker, any lifetime mood disorder, any lifetime anxiety disorder, any lifetime drug use disorder, any life-
time personality disorder. Odds ratios refl ect the likelihood of an AUD diagnosis among individuals with maltreatment 
compared to those with no maltreatment; CI = confi dence interval. aReference category for logistic regression is no 
maltreatment; breference category for logistic regression is one type of maltreatment.
*p < .05; **p < .01; ***p < .001.
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anyone could help,” “thought the problem would get better 
by itself,” “thought I should be strong enough to handle it 
alone,” “my family thought I should go but I didn’t think so,” 
and “I didn’t want to go.”

Discussion

 The current study is novel in several ways. It is one of 
the fi rst studies to establish an association between mul-
tiple forms of maltreatment (childhood physical, emotional, 

sexual abuse, and physical neglect) and AUDs in a large, 
nationally representative U.S. sample of emerging adults 
(ages 18–25 years), a population at risk for higher levels of 
alcohol use and AUDs. The current fi ndings indicate that 
emerging adults with a history of childhood maltreatment 
are at greater risk for developing a lifetime AUD diagnosis. 
This is consistent with previous studies identifying child-
hood physical and sexual abuse as signifi cant correlates of 
AUDs among emerging adults (Fergusson et al., 2008; Lo 
and Cheng, 2007; Molnar et al., 2001).

TABLE 2. Association between childhood maltreatment and treatment for lifetime alcohol use disorder among emerging 
adults

 No maltreatment Maltreatment AOR-1 AOR-2
Variable n (%) n (%) [95% CI] [95% CI]

Type of maltreatment
 Childhood physical abuse 157 (11.8) 55 (20.1) 1.60 [1.00, 2.56]* 1.26 [0.78, 2.03]
 Childhood sexual abuse 182 (12.7) 29 (16.4) 1.24 [0.70, 2.19] 0.92 [0.52, 1.62]
 Childhood emotional abuse 176 (11.6) 35 (26.8) 2.09 [1.22, 3.58]** 1.70 [0.93, 3.12]
 Childhood physical neglect 137 (11.7) 75 (16.9) 1.20 [0.79, 1.80] 1.02 [0.67, 1.56]
 Any type of maltreatment 100 (10.4) 112 (17.4) 1.53 [1.05, 2.22]* 1.24 [0.84, 1.83]
Number of maltreatment types
 Onea –  . 63 (14.9) 1.37 [0.90, 2.07] 1.20 [0.79, 1.84]
 Two or moreb –  . 48 (20.8) 1.23 [0.70, 2.17] 1.01 [0.55, 1.85]

Notes: AOR-1 = Odds ratios adjusted for age, sex, race, education, income, marital status, and parent alcoholic or problem 
drinker; AOR-2 = odds ratios adjusted for age, sex, race, education, income, marital status, parent alcoholic or problem 
drinker, any lifetime mood disorder, any lifetime anxiety disorder, any lifetime drug use disorder, any lifetime personality 
disorder. Odds ratios refl ect the likelihood of seeking treatment for an AUD diagnosis among individuals with maltreat-
ment compared to those with no maltreatment; CI = confi dence interval. aReference category for logistic regression is no 
maltreatment; breference category for logistic regression is one type of maltreatment.
*p < .05; **p < .01.

TABLE 3. Association between any childhood maltreatment and barriers to treatment for 
lifetime alcohol use disorder

 Any childhood
 maltreatment

 No Yes
Barrier to treatment n (%) n (%) χ2

Insurance didn’t cover it 6 (0.7) 3 (1.0) 0.15
Didn’t think anyone could help 5 (0.6) 16 (2.3) 4.94*
Tried treatment before and it didn’t work 4 (0.7) 6 (1.0) 0.37
Couldn’t afford to pay the bill 8 (0.8) 15 (2.1) 2.97
Didn’t have any way to get there 4 (0.4) 8 (1.6) 3.54
Didn’t have time 8 (1.4) 17 (2.4) 1.21
Thought the problem would get better
 by itself 18 (1.8) 32 (5.0) 8.00**
Too embarrassed to discuss the problem
 with others 7 (1.0) 13 (2.1) 1.83
Afraid of what others would think 5 (0.9) 9 (1.3) 0.43
Thought I should be strong enough to
 handle it alone 20 (2.2) 30 (4.8) 5.56*
Afraid they would put me in the hospital 5 (.9) 7 (1.0) 0.01
Hated answering personal questions 7 (0.8) 7 (0.9) 0.11
My family thought I should go but I didn’t
 think so 4 (0.5) 11 (2.1) 4.77*
Afraid I would lose my job 2 (0.2) 3 (0.6) 1.05
Wanted to keep drinking or got drunk 5 (0.7) 8 (1.5) 1.54
I didn’t think the problem was serious enough 11 (1.1) 16 (2.7) 3.49
I didn’t want to go 5 (0.4) 16 (3.6) 7.65**
I stopped drinking on my own 11 (1.6) 18 (2.6) 1.22
My friends or family helped me stop 4 (0.5) 7 (1.1) 0.90

Note: Reasons with ns ≤ 2 are not displayed.
*p < .05; **p < .01.
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 Our study adds to existing knowledge, as we found that 
both physical neglect and emotional abuse were also associ-
ated with an increased likelihood of an AUD diagnosis only 
when other comorbid diagnoses were not considered. In fact, 
the likelihood of an AUD diagnosis was the highest for emo-
tional abuse. Although previous researchers have identifi ed 
emotional abuse and neglect as important predictors of heavy 
drinking and AUDs in adolescents (Clark et al., 2005; Lloyd 
and Turner, 2008; Shin et al., 2009), we have found no study 
that examined this relationship in emerging adults. In addi-
tion, these previous studies were limited to milder forms of 
neglect (i.e., supervisory neglect; Clark et al., 2005), milder 
forms of alcohol use (i.e., heavy episodic drinking; Shin et 
al., 2009), and alcohol dependence only (not alcohol abuse; 
Lloyd and Turner, 2008).
 Despite these signifi cant relationships, the current fi nd-
ings also highlight the signifi cant overlap between AUDs and 
other comorbid diagnoses, including substance use, mood, 
anxiety, and personality disorders. When these comorbid 
diagnoses were included in the models, the signifi cant re-
lationships between maltreatment and AUDs disappeared. 
This is consistent with fi ndings from Keyes et al. (2012), 
who examined the relationship between child maltreatment 
and two latent factors representing internalizing and exter-
nalizing disorders. They found that the specifi c relationships 
between maltreatment and individual psychiatric diagnoses 
disappeared once the internalizing and externalizing dimen-
sions were accounted for. Keyes et al. (2012) suggested that 
associations between maltreatment and psychiatric disorders 
more accurately refl ect an association between maltreatment 
and a general tendency to experience internalizing and exter-
nalizing psychopathology.
 We also found a signifi cant moderating effect of age on 
the relationship between child maltreatment and AUD diag-
nosis. For both physical abuse and number of types of mal-
treatment, the effects of maltreatment were stronger for the 
older age group. These fi ndings are consistent with Widom 
et al. (2007), who proposed that the greater prevalence of 
AUDs in younger adults might mask signifi cant relationships 
between maltreatment and AUDs. In longitudinal studies 
of adults, there is typically a maturing out of AUDs from 
young to middle adulthood (Jackson et al., 2006; Jacob et 
al., 2005). Although longitudinal data are needed to examine 
the impact of child maltreatment on AUDs over time, our 
fi ndings suggest that child maltreatment may contribute to 
the persistence of AUDs following emerging adulthood.
 It is important to note that the rates of AUDs in the cur-
rent study are considerably higher than those reported in 
other national surveys (e.g., National Survey on Drug Use 
and Health; SAMHSA, 2011). This may refl ect differences 
in the assessment of AUDs across studies. In the NESARC, 
the diagnosis of an AUD is based on a structured interview, 
whereas the National Survey on Drug Use and Health uses a 
computer-administered assessment of AUDs. The in-person 

interview may have permitted clarifi cation of questions, 
resulting in greater endorsement of AUD symptoms. In ad-
dition, the current study includes data from two assessments 
(Waves 1 and 2). This two-stage assessment process may 
result in a larger number of individuals receiving an AUD 
diagnosis because participants who did not receive an AUD 
diagnosis in the fi rst wave could receive one in Wave 2.
 To our knowledge, this is the fi rst study to examine the 
relationship between childhood maltreatment, service uti-
lization, and barriers among emerging adults with AUDs. 
Overall, 12.7% of the current sample of emerging adults 
who received an AUD diagnosis had sought treatment, 
which is very similar to the total percentage of individuals 
in the NESARC who have ever sought treatment for an AUD 
(14.6%; Cohen et al., 2007). These percentages are also 
similar to those obtained by Wu and Ringwalt (2004), who 
found that 13% of women and 12% of men sought alcohol 
treatment services. This indicates that although a percent-
age of individuals do seek treatment either during or before 
emerging adulthood, many more do not seek or may abandon 
treatment. The latter speaks to the importance of exploring 
factors that facilitate or hinder treatment use for people in 
this developmental stage.
 Interestingly, we found that maltreatment history (i.e., 
physical abuse, emotional abuse, any maltreatment) was 
associated with an increased likelihood of accessing treat-
ment for AUDs when controlling for sociodemographic vari-
ables and parental alcohol problems; however, when other 
psychiatric and substance use disorders were considered, 
child maltreatment was no longer associated with treatment 
utilization. This is consistent with previous research high-
lighting high rates of comorbid disorders among individuals 
with histories of childhood maltreatment who are receiving 
treatment for a substance use disorder (Wu et al., 2010). 
Individuals with histories of maltreatment may be more 
likely to access services because of their complex treatment 
needs, including the need for concurrent disorder services 
to treat AUDs and comorbid psychiatric diagnoses (Grella 
et al., 2001; Grella and Joshi, 2003). Alternatively, greater 
use of services among those with maltreatment histories may 
be attributable to their involvement with other service sec-
tors (e.g., child protective services, mental health services), 
which can facilitate access to substance use services (i.e., via 
Medicaid; Harman et al., 2000).
 Although child maltreatment was associated with in-
creased odds of using treatment services, the large majority 
of participants with a history of child maltreatment did not 
access treatment (93.3%). These fi ndings highlight the need 
to further understand barriers that deter emerging adults 
from seeking treatment services. Emerging adults with 
AUDs and a history of maltreatment were more likely than 
those without maltreatment to endorse barriers that refl ect 
an underlying belief that others are unhelpful (“didn’t think 
anyone could help,” “thought I should be strong enough 
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to handle it alone”) and a lack of confi dence in treatment 
(“thought the problem would get better by itself ”), despite 
others encouraging it (“my family thought I should go, but 
I didn’t think so”). On the one hand, some of these barriers 
may refl ect young people’s determination to solve problems 
independently because of societal expectations of self-reli-
ance once one has become an adult. On the other hand, these 
beliefs may be associated with distrust of others—that is, the 
expectation that others will act in harmful ways (Lewicki et 
al., 1998). Distrust is a pervasive consequence of childhood 
maltreatment (Hegadoren et al., 2006). A history of child-
hood maltreatment is also associated with a persistent search 
for safety, control, and voice in a world that is continually 
perceived as dangerous (Pitre et al., 2011).

Limitations and future directions

 There are some limitations of this study. Assessment of 
maltreatment is based on retrospective self-reports, which 
may be subject to biases in reporting and recall. People who 
have experienced maltreatment may be particularly sensitive 
to issues of confi dentiality and uncomfortable with disclos-
ing maltreatment during an interview (Catania, 1999). In 
addition, because of the cross-sectional nature of these data, 
inferences regarding causation cannot be made. Finally, we 
were unable to examine the specifi c relationship between 
child maltreatment and alcohol abuse versus dependence 
because of the small cell sizes once the sample was reduced 
to individuals with an AUD and individual types of mal-
treatment. Although the current fi ndings highlight the rela-
tionship between child maltreatment and AUDs across the 
continuum of disorders (i.e., abuse and dependence), future 
research should explore whether a history of child maltreat-
ment is uniquely associated with more severe AUDs among 
emerging adults, a population for whom drinking associated 
with consequences is not uncommon.
 Further research using longitudinal samples of emerging 
adults with histories of child maltreatment are needed to 
determine the temporal relationship between maltreatment 
and AUDs. Although it is likely that the majority of emerg-
ing adults experienced child maltreatment before the onset of 
an AUD, alcohol use initiation may begin very early in ado-
lescence, and a signifi cant percentage of 12- to 17-year-olds 
have engaged in drinking (35.2%; SAMHSA, 2011). Thus, 
it is possible that the AUD diagnosis referenced in the study 
may have had an onset before child maltreatment events. 
Prospective studies provide greater certainty regarding the 
ordering of these relationships. Despite these limitations, 
given the signifi cant link between child maltreatment and 
AUDs, there is a need for further research and development 
in trauma-focused AUD interventions. As the current fi nd-
ings provide some preliminary data suggesting that a history 
of maltreatment may infl uence decisions to enter treatment, 
qualitative research would contribute to an in-depth under-

standing of the conditions fostering or preventing access to 
treatment in this population. Finally, even when individuals 
use treatment services, a history of child maltreatment may 
infl uence the effectiveness of treatment, and further research 
is needed to better understand the unique treatment needs of 
this population.

Implications for policy and treatment

 The fi ndings of this study highlight the need to strengthen 
policies focused on decreasing the incidence of childhood 
maltreatment. From a clinical perspective, the fi ndings also 
highlight the need to assess multiple forms of maltreatment, 
including emotional abuse and physical neglect. Finally, real 
and perceived barriers to treatment need to be addressed 
among those with maltreatment histories, including the 
availability of treatment resources and the kinds of support 
available.

References

Afi fi , T. O., Henriksen, C. A., Asmundson, G. J. G., & Sareen, J. (2012). 
Childhood maltreatment and substance use disorders among men and 
women in a nationally representative sample. Canadian Journal of 
Psychiatry, 57, 677–686.

Afi fi , T. O., Mather, A., Boman, J., Fleisher, W., Enns, M. W., Macmillan, 
H., & Sareen, J. (2011a). Childhood adversity and personality disorders: 
Results from a nationally representative population-based study. Journal 
of Psychiatric Research, 45, 814–822.

Afi fi , T. O., McMillan, K. A., Asmundson, G. J., Pietrzak, R. H., & Sareen, 
J. (2011b). An examination of the relation between conduct disorder, 
childhood and adulthood traumatic events, and posttraumatic stress 
disorder in a nationally representative sample. Journal of Psychiatric 
Research, 45, 1564–1572.

American Psychiatric Association. (1994). Diagnostic and statistical manual 
of mental disorders (4th ed.). Washington, DC: Author.

Arnett, J. J. (2000). Emerging adulthood. A theory of development from 
the late teens through the twenties. The American Psychologist, 55, 
469–480.

Bernstein, D. P., Fink, L., Handelsman, L., Foote, J., Lovejoy, M., Wenzel, 
K., . . . Ruggiero, J. (1994). Initial reliability and validity of a new 
retrospective measure of child abuse and neglect. American Journal of 
Psychiatry, 151, 1132–1136.

Bucholz, K. K., Helzer, J. E., Shayka, J. J., & Lewis, C. E. (1994). Com-
parison of alcohol dependence in subjects from clinical, community, 
and family studies. Alcoholism: Clinical and Experimental Research, 
18, 1091–1099.

Campbell, J. M., & Oei, T. P. (2010). A cognitive model for the intergen-
erational transference of alcohol use behavior. Addictive Behaviors, 
35, 73–83.

Canino, G., Bravo, M., Ramírez, R., Febo, V. E., Rubio-Stipec, M., Fernán-
dez, R. L., & Hasin, D. (1999). The Spanish Alcohol Use Disorder and 
Associated Disabilities Interview Schedule (AUDADIS): Reliability and 
concordance with clinical diagnoses in a Hispanic population. Journal 
of Studies on Alcohol, 60, 790–799.

Catania, J. A. (1999). A framework for conceptualizing reporting bias and 
its antecedents in interviews assessing human sexuality. Journal of Sex 
Research, 36, 25–38.

Clark, D. B., Thatcher, D. L., & Maisto, S. A. (2005). Supervisory neglect 



 GOLDSTEIN ET AL. 193

and adolescent alcohol use disorders: Effects on AUD onset and treat-
ment outcome. Addictive Behaviors, 30, 1737–1750.

Clark, D. B., Thatcher, D. L., & Martin, C. S. (2010). Child abuse and 
other traumatic experiences, alcohol use disorders, and health problems 
in adolescence and young adulthood. Journal of Pediatric Psychology, 
35, 499–510.

Cohen, E., Feinn, R., Arias, A., & Kranzler, H. R. (2007). Alcohol treat-
ment utilization: Findings from the National Epidemiologic Survey on 
Alcohol and Related Conditions. Drug and Alcohol Dependence, 86, 
214–221.

Cottler, L. B., Grant, B. F., Blaine, J., Mavreas, V., Pull, C., Hasin, D., . . . 
Mager, D. (1997). Concordance of DSM-IV alcohol and drug use dis-
order criteria and diagnoses as measured by AUDADIS-ADR, CIDI and 
SCAN. Drug and Alcohol Dependence, 47, 195–205.

Dawson, D. A., Grant, B. F., Stinson, F. S., & Chou, P. S. (2006). Estimating 
the effect of help-seeking on achieving recovery from alcohol depen-
dence. Addiction, 101, 824–834.

Dong, M., Anda, R. F., Dube, S. R., Giles, W. H., & Felitti, V. J. (2003). 
The relationship of exposure to childhood sexual abuse to other forms 
of abuse, neglect, and household dysfunction during childhood. Child 
Abuse & Neglect, 27, 625–639.

Dube, S. R., Felitti, V. J., Dong, M., Chapman, D. P., Giles, W. H., & Anda, 
R. F. (2003). Childhood abuse, neglect, and household dysfunction and 
the risk of illicit drug use: The adverse childhood experiences study. 
Pediatrics, 111, 564–572.

Fergusson, D. M., Boden, J. M., & Horwood, L. J. (2008). Exposure to 
childhood sexual and physical abuse and adjustment in early adulthood. 
Child Abuse & Neglect, 32, 607–619.

Fetzner, M. G., McMillan, K. A., Sareen, J., & Asmundson, G. J. G. (2011). 
What is the association between traumatic life events and alcohol abuse/
dependence in people with and without PTSD? Findings from a nation-
ally representative sample. Depression and Anxiety, 28, 632–638.

Gelberg, L., Andersen, R. M., & Leake, B. D. (2000). The Behavioral Model 
for Vulnerable Populations: Application to medical care use and out-
comes for homeless people. Health Services Research, 34, 1273–1302.

Gilbert, R., Widom, C. S., Browne, K., Fergusson, D., Webb, E., & Janson, 
S. (2009). Burden and consequences of child maltreatment in high-
income countries. The Lancet, 373, 68–81.

Glaser, D. (2002). Emotional abuse and neglect (psychological maltreat-
ment): A conceptual framework. Child Abuse & Neglect, 26, 697–714.

Goldstein, A. L., Flett, G. L., & Wekerle, C. (2010). Child maltreatment, 
alcohol use and drinking consequences among male and female college 
students: An examination of drinking motives as mediators. Addictive 
Behaviors, 35, 636–639.

Grant, B. F., Dawson, D. A., & Hasin, D. S. (2001). The Alcohol Use Dis-
order and Associated Disabilities Interview Schedule-DSM-IV Version. 
Bethesda, MD: National Institute on Alcohol Abuse and Alcoholism.

Grant, B. F., Dawson, D. A., & Hasin, D. S. (2004a). The Wave 2 National 
Epidemiologic Survey on Alcohol and Related Conditions Alcohol 
Use Disorder and Associated Disabilities Interview Schedule – DSM-
IV Version. Bethesda, MD: National Institute on Alcohol Abuse and 
Alcoholism.

Grant, B. F., Dawson, D. A., Stinson, F. S., Chou, S. P., Dufour, M. C., 
& Pickering, R. P. (2004b). The 12-month prevalence and trends in 
DSM-IV alcohol abuse and dependence: United States, 1991–1992 and 
2001–2002. Drug and Alcohol Dependence, 74, 223–234.

Grant, B. F., Dawson, D. A., Stinson, F. S., Chou, P. S., Kay, W., & Pick-
ering, R. P. (2003a). The Alcohol Use Disorder and Associated Dis-
abilities Interview Schedule-IV (AUDADIS-IV): Reliability of alcohol 
consumption, tobacco use, family history of depression and psychiatric 
diagnostic modules in a general population sample. Drug and Alcohol 
Dependence, 71, 7–16.

Grant, B. F., & Kaplan, K. D. (2005). Source and accuracy statement for 
the Wave 2 National Epidemiologic Survey on Alcohol and Related 

Conditions (NESARC). Rockville, MD: National Institute on Alcohol 
Abuse and Alcoholism.

Grant, B. F., Kaplan, K. D., Shepard, J., & Moore, T. (2003b). Source and 
accuracy statement: Wave 1 National Epidemiologic Survey on Alcohol 
and Related Conditions (NESARC). Bethesda, MD: National Institute 
on Alcohol Abuse and Alcoholism.

Grayson, C. E., & Nolen-Hoeksema, S. (2005). Motives to drink as media-
tors between childhood sexual assault and alcohol problems in adult 
women. Journal of Traumatic Stress, 18, 137–145.

Grella, C. E., Hser, Y.-I., Joshi, V., & Rounds-Bryant, J. (2001). Drug treat-
ment outcomes for adolescents with comorbid mental and substance 
use disorders. Journal of Nervous and Mental Disease, 189, 384–392.

Grella, C. E., & Joshi, V. (2003). Treatment processes and outcomes among 
adolescents with a history of abuse who are in drug treatment. Child 
Maltreatment, 8, 7–18.

Harman, J. S., Childs, G. E., & Kelleher, K. J. (2000). Mental health care 
utilization and expenditures by children in foster care. Archives of Pe-
diatrics & Adolescent Medicine, 154, 1114–1117.

Hegadoren, K. M., Lasiuk, G. C., & Coupland, N. J. (2006). Posttraumatic 
stress disorder Part III: Health effects of interpersonal violence among 
women. Perspectives in Psychiatric Care, 42, 163–173.

Jackson, K. M., O’Neill, S. E., & Sher, K. J. (2006). Characterizing alcohol 
dependence: Transitions during young and middle adulthood. Experi-
mental and Clinical Psychopharmacology, 14, 228–244.

Jacob, T., Bucholz, K. K., Sartor, C. E., Howell, D. N., & Wood, P. K. 
(2005). Drinking trajectories from adolescence to the mid-forties among 
alcohol dependent males. Journal of Studies on Alcohol, 66, 745–755.

Keyes, K. M., Eaton, N. R., Krueger, R. F., McLaughlin, K. A., Wall, M. 
M., Grant, B. F., & Hasin, D. S. (2012). Childhood maltreatment and 
the structure of common psychiatric disorders. British Journal of Psy-
chiatry, 200, 107–115.

Lewicki, R. J., McAllister, D. J., & Bies, R. J. (1998). Trust and distrust: 
New relationships and realities. Academy of Management Review, 23, 
438–458.

Lloyd, D. A., & Turner, R. J. (2008). Cumulative lifetime adversities and 
alcohol dependence in adolescence and young adulthood. Drug and 
Alcohol Dependence, 93, 217–226.

Lo, C. C., & Cheng, T. C. (2007). The impact of childhood maltreatment on 
young adults’ substance abuse. American Journal of Drug and Alcohol 
Abuse, 33, 139–146.

Molnar, B. E., Buka, S. L., & Kessler, R. C. (2001). Child sexual abuse and 
subsequent psychopathology: Results from the National Comorbidity 
Survey. American Journal of Public Health, 91, 753–760.

National Institute on Alcohol Abuse and Alcoholism. (2006). Alcohol alert: 
Young adult drinking (Number 68). Rockville, MD: US Department of 
Health and Human Services.

Pitre, N. Y., Kushner, K. E., & Hegadoren, K. M. (2011). The search for 
safety, control, and voice for mothers living with the legacy of child-
hood violence experiences: A critical feminist narrative inquiry. ANS 
Advances in Nursing Science, 34, 260–275.

Ruan, W. J., Goldstein, R. B., Chou, S. P., Smith, S. M., Saha, T. D., Picker-
ing, R. P., . . . Grant, B. F. (2008). The Alcohol Use Disorder and As-
sociated Disabilities Interview Schedule-IV (AUDADIS-IV): Reliability 
of new psychiatric diagnostic modules and risk factors in a general 
population sample. Drug and Alcohol Dependence, 92, 27–36.

Shaffer, A., Yates, T. M., & Egeland, B. R. (2009). The relation of emotional 
maltreatment to early adolescent competence: Developmental processes 
in a prospective study. Child Abuse & Neglect, 33, 36–44.

Shah, B. V., Barnswell, B. G., & Bieler, G. S. (1995). SUDAAN user’s 
manual: Software for the analysis of correlated data. Research Triangle 
Park, NC: Research Triangle Institute.

Shin, S. H., Edwards, E. M., & Heeren, T. (2009). Child abuse and neglect: 
Relations to adolescent binge drinking in the national longitudinal 



194 JOURNAL OF STUDIES ON ALCOHOL AND DRUGS / MARCH 2013

study of Adolescent Health (AddHealth) Study. Addictive Behaviors, 
34, 277–280.

Simpson, T. L., & Miller, W. R. (2002). Concomitance between childhood 
sexual and physical abuse and substance use problems: A review. Clini-
cal Psychology Review, 22, 27–77.

Straus, M. A. (1979). Measuring intrafamily confl ict and violence: The 
Confl ict Tactics (CT) Scales. Journal of Marriage and the Family, 41, 
75–88.

Straus, M. A., Hamby, S. L., Boney-McCoy, S., & Sugarman, D. B. (1996). 
The revised Confl ict Tactics Scales (CTS2): Development and prelimi-
nary psychometric data. Journal of Family Issues, 17, 283–316.

Substance Abuse and Mental Health Services Administration. (2011). Re-
sults from the 2010 National Survey on Drug Use and Health: Summary 
of National Findings (NSDUH Series H-41, HHS Publication No. SMA 
11-4658). Rockville, MD: Author.

Tonmyr, L., Thornton, T., Draca, J., & Wekerle, C. (2010). A review of 
childhood maltreatment and adolescent substance use relationship. Cur-
rent Psychiatry Reviews, 6, 223–234.

Trocmé, N., Fallon, B., MacLaurin, B., Sinha, V., Black, T., Fast, E., . . . 
Holroyd, J. (2010). Canadian Incidence Study of Reported Child Abuse 
and Neglect 2008: Major Findings. Ottawa, Ontario: Public Health 
Agency of Canada. Retrieved from http://www.phac-aspc.gc.ca/cm-vee/
csca-ecve/2008/assets/pdf/cis-2008_report_eng.pdf.

U.S. Department of Health and Human Services, Administration for Chil-
dren and Families, Administration on Children, Youth and Families, 
Children’s Bureau. (2010). Child Maltreatment 2009. Retrieved from 
http://archive.acf.hhs.gov/programs/cb/pubs/cm09/cm09.pdf.

van Harmelen, A.-L., van Tol, M.-J., van der Wee, N. J. A., Veltman, D. J., 
Aleman, A., Spinhoven, P., . . . Elzinga, B. M. (2010). Reduced medial 
prefrontal cortex volume in adults reporting childhood emotional mal-
treatment. Biological Psychiatry, 68, 832–838.

Wechsler, H., Lee, J. E., Gledhill-Hoyt, J., & Nelson, T. F. (2001). Alcohol 
use and problems at colleges banning alcohol: Results of a national 
survey. Journal of Studies on Alcohol, 62, 133–141.

White, H. R., & Jackson, K. (2004/2005). Social and psychological infl u-
ences on emerging adult drinking behavior. Alcohol Research & Health, 
28, 182–190.

Widom, C. S., White, H. R., Czaja, S. J., & Marmorstein, N. R. (2007). 
Long-term effects of child abuse and neglect on alcohol use and exces-
sive drinking in middle adulthood. Journal of Studies on Alcohol and 
Drugs, 68, 317–326.

World Health Organization. (2003). Investing in mental health. Geneva, 
Switzerland: Author. Retrieved from http://www.who.int/mental_health/
media/investing_mnh.pdf.

World Health Organization. (2006). Preventing child maltreatment: A guide 
to taking action and generating evidence. Geneva, Switzerland: Author. 
Retrieved from http:whqlibdoc.who.int/publications/2006/9241594365_
eng.pdf.

Wu, L.-T., & Ringwalt, C. L. (2004). Alcohol dependence and use of treat-
ment services among women in the community. American Journal of 
Psychiatry, 161, 1790–1797.

Wu, N. S., Schairer, L. C., Dellor, E., & Grella, C. (2010). Childhood 
trauma and health outcomes in adults with comorbid substance abuse 
and mental health disorders. Addictive Behaviors, 35, 68–71.

Wyatt, G. E. (1985). The sexual abuse of Afro-American and white-Ameri-
can women in childhood. Child Abuse & Neglect, 9, 507–519.

Xu, J. Q., Kochanek, K. D., Murphy, S. L., & Tejada-Vera, B. (2010). 
Deaths: Final data for 2007. National vital statistics reports, Vol. 58 No. 
19. Hyattsville, MD: National Center for Health Statistics. Retrieved 
from http://www.cdc.gov/nchs/data/nvsr/nvsr58/nvsr58_19.pdf.

Yates, T. M., & Wekerle, C. (2009). The long-term consequences of child-
hood emotional maltreatment on development: (Mal)adaptation in 
adolescence and young adulthood. Child Abuse & Neglect, 33, 19–21.


