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Abstract  

Adverse childhood experiences (ACEs) and related psychosocial processes have been widely 

linked to unfavorable health outcomes among children, adolescents, and younger adults. 

Research examining these relationships among middle-aged and older adults, however, is sparse. 

This study was therefore aimed at investigating the influence of ACEs and two psychosocial 

processes (i.e., perceived social support [PSS], psychological resilience [PR]) on global self-

rated health among middle-aged and older adults. A total of 77 community-dwelling adults who 

resided in Saskatchewan completed a set of online self-report questionnaires regarding ACEs, 

PSS, PR, and global self-rated health. The sample included 57 cisgender females, 15 cisgender 

men, and 5 transgender men between the ages of 39 and 88 years (M = 65.36; SD = 9.00). 

Statistical analyses comprised of a series of multiple regressions with ACEs, PSS, and PR as the 

predictor variables and global self-rated health (i.e., rating of overall health, rating of overall 

health compared to peers, and satisfaction with overall current health) as the outcome variable. 

Results revealed that the model for overall health (p = .016) was significant with PR, p = .016, as 

a significant predictor in the model. Furthermore, the model for overall health compared to peers 

was significant with PR, p = .001, and PSS, p = .045, as significant predictors in the model. 

These findings provide preliminary support for interventions targeting psychological resilience 

and perceived social support to promote better self-rated health among middle-aged and older 

adults. 
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CHAPTER 1: Introduction 

1.1 Aging Population 

Older adults—defined as those who are at least 65 years of age—are a growing segment 

of the population across the globe (United Nations, 2010). This fundamental shift in population 

aging has also been observed in Canada. As of July 1, 2020, for instance, almost 7 million 

Canadians were at least 65 years of age (Statistics Canada, 2020). Older adults, therefore, 

represent almost 18% of the Canadian population (Statistics Canada, 2020). This demographic 

trend is expected to continue and, by 2030, older adults are expected to represent 23% of 

Canada’s population (Employment and Social Development Canada [ESCD], 2019). Older 

adults in the province of Saskatchewan have closely mirrored Canadian demographic shifts, with 

older adults already representing 16% of the province’s population (Statistics Canada, 2020). It 

is also expected that older adults will represent almost 23% of the Saskatchewan population by 

2038 (Statistics Canada, 2015). Even though older Canadians are living longer and healthier 

lives than previous generations (ESDC, 2019), the risk of poor health, disability, and chronic 

disease nevertheless increases with age (Canadian Medical Association, 2013; ESDC, 2019). The 

etiology of the relationship between aging and health continues to be examined in the context of 

developing interventions to promote better health among older adults (Sheffler & Sachs-

Ericsson, 2016). Furthermore, as middle-aged adults’ approach older age, it is important to 

understand the psychosocial factors that can encourage successful aging (Wagnild, 2003).  



 

2 

 

1.2 Adverse Childhood Experiences and Health 

Poole et al. (2017) describe ACEs as any “exposure to emotional, physical, and sexual 

abuse, emotional and physical neglect, and household dysfunction (i.e., household substance 

abuse, mental illness, and criminal behaviour; interparental violence; parental separation or 

divorce) prior to the age of 18 years” (p. 144). One of the most used scales to measure ACEs is 

the ACE Questionnaire (Zarse et al., 2019). The relationship between ACEs and health has also 

been examined using other variants of the ACE Questionnaire (Zarse et al., 2019). For example, 

the ACE—International Questionnaire (ACE-IQ) is a modified version of the ACE 

Questionnaire that is intended to measure ACEs on an international scale (Chang et al., 2019). 

Specifically, the ACE-IQ includes additional ACEs, including community and collective 

violence as well as bullying (Zarse et al., 2019). 

Research has demonstrated that ACEs have adverse effects on health outcomes (Brown et 

al., 2009; Chang et al., 2019; Felitti et al., 1998; McGuiness, 2010; Mostoufi et al 2013; Zarse et 

al., 2019). For example, experiencing a greater number of ACEs has been shown to result in 

more significant long-term health consequences (Felitti et al., 1998). That is, a strong dose-

response relationship exists between exposure to a greater number of ACEs and various medical 

conditions, a greater degree of illness burden, and overall poorer adult health (Chang et al., 2019; 

Felitti et al., 1998; Zarse et al., 2019). In lieu of objective health measures, a relationship 

between a higher number of ACEs and lower level of subjective (i.e., self-rated) health in adults 

has also been observed (Mostoufi et al., 2013). In fact, research has demonstrated that self-rated 

health predicts future health outcomes better than objective health measures (Skånér et al., 2007).  

With regards to age, many studies demonstrating a dose-response relationship between 

ACEs and adverse health outcomes have focused on childhood, adolescence, and younger 
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adulthood (Baker et al., 2009; Chartier et al., Felitti et al., 1998; 2010; Logan-Greene et al., 

2014; Zarse et al., 2019). Thus, although the relationship between ACEs and overall health is 

well established, few studies have examined this relationship among middle-aged and older adult 

populations, resulting in limited knowledge of the effect of ACEs on their health (Chartier et al., 

2010; Logan-Greene et al., 2014). Within this limited body of research focused on older adults, 

Logan-Greene et al. (2014) found an independent association between ACEs and poor health in 

adults and observed that this trend increased in older age. Furthermore, Krause et al. (2004) 

reported that the number of ACEs experienced is a critical factor in older adult health. In 

addition, and in accordance with Felitti and colleagues’ (1998) findings of a dose-response 

relationship, Chartier and colleagues (2010) observed the relationship between ACEs and older 

adult health to be exacerbated by the number of ACEs experienced. 

1.3 Psychological Resilience, Perceived Social Support, and Health  

While the dose-response relationship between ACEs and health is well-established in the 

literature, health outcomes may also be influenced by related psychosocial factors that are less 

explored (Schafer et al., 2011; Baker et al., 2009). As ACEs result in one of the largest health 

burdens among adults (Zarse et al., 2019), it is crucial to identify and understand related 

psychosocial factors that may also impact adult health. Therefore, this study is aimed at 

examining whether global self-rated health is influenced by two psychosocial factors strongly 

related to ACEs: perceived social support (PSS) and psychological resilience (PR). 

The definition of PR has been debated over time; however, it seems that, for the most 

part, consensus on a definition has been reached (Wagnild, 2003). One commonly cited 

definition is one by Smith et al. (2008), who define PR as “the ability to bounce back, resist 

illness, adapt to stress, or thrive in the face of adversity” (p. 195). PR has been observed to be 
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enhanced or suppressed depending on individual experiences (Ruiz-Robledillo et al., 2014; 

Wagnild, 2003). Furthermore, the way in which PR manifests may change throughout the 

lifespan and different types of adversity may interact differently with it (Cosco et al., 2019). 

With respect to older adults, for example, they may demonstrate PR when they respond more 

positively to adversity than would be expected given the level of adversity they have experienced 

(Windle, 2011). 

As PR has been observed to vary in accordance with different types of individual 

experiences (Cosco et al., 2019), it is no surprise that it varies in accordance with the number of 

ACEs experienced (Logan-Greene et al., 2014; Schnarrs et al., 2020). For example, in their 

study, Logan-Greene et al. (2014) found that individuals exposed to a greater number of ACEs 

reported significantly lower levels of PR. Furthermore, in the same study, researchers observed 

PR to be a significant moderator for the relationship between ACEs and poor health, drawing the 

conclusion that PR explains some of the variation between ACEs and physical health. Along the 

same lines, it has been observed that, when children experience a high number of ACEs and low 

or absent levels of PR, they are more likely to experience medical diseases in adulthood (Felitti, 

1993; Logan-Greene et al., 2014). Finally, Schnarrs and colleagues (2020) observed that ACEs 

and PR both significantly predicted quality of physical health.  

Another psychosocial factor that may influence the relationship between ACEs and 

health is social support. Social support is a form of direct aid in everyday life that may act as a 

buffer during times of stress (Zimet et al., 1988). Social support encompasses both perceived and 

received social support (Cohen, 2004; Haber et al., 2007). Research has shown that a strong 

social support system is associated with better health (Krause, 2001). It has even been shown that 

strong social support is linked to positive health outcomes in older adult populations (Harvey & 
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Alexander, 2012). For example, Asante et al. (2018) observed perceived social support (PSS) to 

have a distinct association with physical health among older adults, with greater PSS correlating 

with greater physical health. Moreover, PSS—often described as the subjective belief that others 

are available to provide emotional and practical aid (Gayer-Anderson et al., 2015)—has 

consistently been linked to health (Haber et al., 2007), meaning that PSS may be a central 

component of social support. In fact, researchers have observed a disconnect between the social 

support individuals perceive they are receiving and the social support they actually receive 

(Cohen, 2004). Importantly, Zimet and colleagues (1988) observed that, regardless of objective 

measures of received social support, the perception of support better predicted several outcomes. 

For example, evidence suggests that individuals who report that others will provide them with 

aid when they are in need are protected from the negative health effects of life stress (Cohen, 

2004). In Asante et al.’s (2018) study, PSS was also independently correlated with self-rated 

health. Furthermore, PSS has been consistently associated with objective measures of improved 

physical health (Haber et al., 2007). 

Among older adults, social support has been positively correlated with PR (Ruiz-

Robledillo et al., 2014). Stewart & Yuen (2011), for example, conducted a review in which 

social support was highly predictive of PR. In a large adult sample, Bonano and colleagues 

(2007) observed that low levels of PR correlated with lower levels of PSS. It has also been 

postulated that PR may be able to predict levels of PSS after traumatic events (Yuan et al., 2018). 

Moreover, the role of PR and social support has been examined within the context of health 

outcomes. Ruiz-Robledillo and colleagues (2014), for example, observed that social support 

mediated the relationship between PR and self-rated health, suggesting that social support may 

be a good predictor of general self-rated health.  
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1.4 Purpose and Hypotheses  

This study was aimed at understanding the well-documented relationship between 

adverse childhood experiences (ACEs) and health (Brown et al., 2009; Chang et al., 2019; Felitti 

et al., 1998; McGuiness, 2010; Mostoufi et al 2013; Zarse et al., 2019), and the potential 

influence of PSS (Ruiz-Robledillo et al., 2014; Stewart & Yuen, 2011; Yuan et al., 2018) and PR 

(Cosco et al., 2019; Felitti, 1993; Logan-Greene et al., 2014; Schnarrs and colleagues, 2020) on 

self-rated health (SRH), among middle-aged and older adults. It was expected that differing 

levels of PR, PSS, and ACEs would predict different levels on global SRH outcomes (i.e., rating 

of overall health, rating of overall health compared to peers, and satisfaction with overall current 

health). Specifically, three experimental hypotheses were proposed:  

a) Increased exposure to ACEs was expected to predict worse self-rated health, in all 

aspects of global SRH; 

b) Increased levels of PR were expected to predict higher self-rated health in all aspects 

of global SRH; and 

c) Increased levels of PSS were expected to predict higher self-rated health in all aspects 

of global SRH. 

CHAPTER 2: Method  

2.1 Participants  

 Power analyses using G*Power (Faul, Erdfelder, Buchaner, & Lang, 2009) indicated that 

a sample size of 77 participants would be adequate to detect medium-sized effects for a multiple 

linear regression involving three predictors (i.e., ACEs, PSS, and PR). The power calculation 

assumed a 1-beta of .80 and an alpha level (α) of .05. Participants included community-dwelling 
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middle-aged and older adults residing in Saskatchewan. While the initial aim was to recruit 

participants over the age of 55 years as a way of examining our research questions among older 

adults, data on adults between the ages of 39 and 55 years was unintentionally collected due to 

the online nature of the questionnaires. Thus, participants included both middle-aged and older 

adults. Thus, participants were excluded if they (a) lived in congregate settings where 24-hour 

care was provided (e.g., long-term care) or (b) had cognitive impairments (e.g., dementia) that 

would prevent the understanding of questionnaires. 

2.2 Measures 

2.21 Demographics Questionnaire 

 Participants were asked to complete a demographic questionnaire (see Appendix A) that 

included questions about age, sex assigned at birth, gender, sexual orientation, marital status, 

number of children, ethnic origin, years of education, employment status and annual household 

income.  

2.22 Adverse Childhood Experiences—International Questionnaire  

 The Adverse Childhood Experiences—International Questionnaire (ACE-IQ; WHO, 

2018; see Appendix B) is a 29-item self-report questionnaire used to assess the number of ACEs 

experienced prior to the age of 18 years, including psychological, physical, and sexual abuse; 

parental mental illness, substance disorders; and incarceration; parental violence; bullying; and 

community violence (Felitti et al., 1998; WHO, 2018). The ACE-IQ has been previously 

validated and used in various studies (Chang et al., 2019; McGuiness, 2010; Zarse et al., 2019). 

In line with past research (e.g., Brown et al., 2009; Chartier et al., 2010; Krause et al., 2004; 
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Zarse et al., 2019), the present study focused on the number of ACEs a person experienced rather 

than the severity of any individual ACE. 

2.23 Multidimensional Scale of Perceived Social Support  

 The Multidimensional Scale of Perceived Social Support (MSPSS; Zimet et al., 1998; see 

Appendix C) is a 12-item self-report questionnaire used to assess perceptions of social support 

adequacy from family, friends, and significant others. The scale has been shown to be 

psychometrically sound and robust, and to have strong face validity in middle-aged and older 

adult populations (Cosco et al., 2019; Zimet et al., 1998). 

2.24 Brief Resilience Scale  

The Brief Resilience Scale (BRS; Smith et al., 2008; see Appendix D) is a 6-item self-

report questionnaire used to measure one’s ability to bounce back and overcome adversity. A 

systematic review observed the BRS to have psychometric robustness, good convergent validity, 

and good discriminant validity (Cosco et al., 2019). This scale has also demonstrated good 

internal consistency and test-retest reliability (Smith et al., 2008).  

2.25 Global Self-Rated Health  

In the proposed study, global self-rated health (see Appendix E) was assessed using three 

items that were based on previous studies examining global self-rated health (e.g., Krause et al., 

2004; Taloyan et al., 2010; Wagnild, 2003). This study focused on self-rated health as it has been 

observed as a good predictor for future health (Skånér et al., 2007) and objective health measures 

(Lau et al., 2018). Furthermore, self-rated health outcomes are strongly correlated with physician 

assessments of health conditions (Bonner et al., 2017). 
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2.3 Procedure  

 Ethics approval for this study was provided by the University or Regina Ethics Review 

Board (see Appendix F). Recruitment of participants was achieved through the dissemination of 

recruitment posters (see Appendix G) using email list servers, social media posts, and discussions 

with community-based organizations. Participants were asked to provide informed consent (see 

Appendix H) prior to completing a set of online questionnaires administered through Qualtrics. 

After providing informed consent, participants began by completing the Demographics 

Questionnaire followed by the BRS. Before being presented with the ACE-IQ, a list of local 

mental health resources was provided to participants with a note that the upcoming questionnaire 

may ask about information that is sensitive in nature. Next, participants completed the ACE-IQ 

followed by the MSPSS. Participants finished the set of questionnaires by providing responses to 

questions regarding their global self-rated health. Once all questionnaires were completed, 

participants were reminded that, once their data was submitted, it could not be withdrawn from 

the study as it was an anonymous survey. Participants terminated the survey by clicking on the 

“Submit” button. Personal information and individual responses were kept confidential and 

anonymous (i.e., no IP addresses were collected). No compensation was provided for 

participation; however, participants were thanked for their participation at the end of the survey. 

2.4 Data Analysis  

Descriptive statistics (i.e., means, standard deviations) were calculated for the 

demographic variables of age and number of children as well as the variables under study (i.e., 

SRH, PR, PSS, ACEs). Frequencies were calculated for all other demographic variables (e.g., 

sex assigned at birth, gender). Bivariate correlations were conducted to examine associations 

between each demographic variable and the variables under study. Prior to conducting the 
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multiple linear regressions, average and total scores were calculated for the variables under 

study. A total ACE score was calculated for each participant based on the number of ACEs they 

experienced prior to the age of 18 years (i.e., ACE Total). An average PSS score was calculated 

for each participant by averaging their responses to items on the MSPSS (i.e., PSS Average). For 

the BRS, items 2, 4, and 6 were reverse scored (Smith et al., 2008). After reverse scoring these 

items, an average BRS score was calculated for each participant by averaging their responses to 

items on the BRS (i.e., PR Average). A mean score for each of the three questions related to 

global self-rated health was calculated (i.e., SRH1 Average; SRH2 Average; SRH3 Average). 

SRH1 referred to a rating of overall health, SRH2 referred to a rating of overall health compared 

to peers, and SRH3 referred to a rating of satisfaction with overall current health. Statistical 

analyses comprised of a series of multiple hierarchical regressions with ACEs, PSS, and PR as 

the predictor variables and global self-rated health (i.e., rating of overall health, rating of overall 

health compared to peers, and satisfaction with overall current health) as the outcome variables. 

A separate regression model was conducted for each of the predictor variables.  

CHAPTER 3: Results  

3.1 Data Cleaning 

3.11 Accuracy of Data Entry  

All dependent variables were screened for accuracy of data entry through the examination 

of descriptive statistics. Values for each variable were within range. Means and standard 

deviations for each variable were plausible.  
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3.12 Missing Data  

 All dependent variables were screened for missing values through the examination of 

descriptive statistics. Missing values were identified for age (i.e., 1 missing value), ACEs (i.e., 2 

missing values), and BRS (i.e., 3 missing values). All reported missing values accounted for less 

than 5% of cases, so it was appropriate to replace the missing values with the series mean 

(Tabachnik & Fidell, 2018). Thus, missing values for each variable were replaced with series 

mean substitution. 

3.13 Univariate Outliers 

 All dependent variables were examined for univariate outliers. As recommended by 

Tabachnick and Fidell (2019), cases in which standardized z-scores exceeded 3.29 were 

considered as potential univariate outliers. No univariate outliers were identified.  

3.14 Assumptions of Ordinary Least Squares (OLS) Regressions 

 The assumptions of OLS regressions include linearity, normality, homoscedasticity, and 

independence. For this study, tests of these assumptions were applied to the residuals of the 

analyses to confirm that transformations were not required. Residual normal P-P plots and 

scatterplots for each of the dependent variables suggested the assumptions of linearity, normality 

and homoscedasticity. That is, linearity, normality and homoscedasticity assumptions were all 

met (see Figure 1). Independence was assessed using a correlation matrix including all predictor 

variables and all predictor variables were judged to be independent (r <. 80; see Table 1). Since 

all assumptions were met, the data was deemed adequate for the use of OLS regressions without 

transformations needed. 
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3.15 Multivariate Outliers 

The data was analyzed for the presence of multivariate outliers using Mahalanobis 

distance with p < .001 (Tabachnick & Fidel., 2019). No cases were identified as multivariate 

outliers. 

3.16 Internal Consistency 

 As shown in Table 2, apart from PR Average, all scales demonstrated adequate reliability 

(i.e.,  > .70). Global self-rated health (  = .895), PSS Average (  = .967) and ACE Total (  = 

.768) demonstrated adequate reliability. The PR Average (  = .605) scale approached adequate 

levels of reliability and was therefore still included in subsequent analysis. 

Figure 1  

Residual Normal P-P Plots and Scatterplots for Each of the Predictor Variables 

SRH1 Average and PSS Average 

 

SRH1 Average and PR Average  
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SRH1 Average and ACE Total 

 

SRH2 Average and PSS Average 

 

SRH2 Average and PR Average 
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SRH2 Average and ACE Total 

 

SRH3 Average and PSS Average 

 

 

 

SRH3 Average and PR Average 
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SRH3 Average and ACE Total 

Note. N = 77. ACE = Adverse Childhood Experiences; PR = Psychological Resilience; PSS = 

Perceived Social Support; SRH1 = Overall Self-Rated Health; SRH2 = Overall Self-Rated 

Health Compared to Peers; SRH3 = Satisfaction with Health. 

Table 1 

Correlation Matrix to Assess Independence of Predictor Variables and Outcome Variables 

Variable ACE Total PR Average  PSS Average  

SRH1 Average     

r -.011 .274 .166 

p-value .925 .016 .148 
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SRH2 Average     

r .036 .370 .204 

p-value .758 .001 .075 

SRH3 Average    

r -.025 .168 .215 

p-value .826 .145 .060 

Note. N = 77. ACE = Adverse Childhood Experiences; PR = Psychological Resilience; PSS = 

Perceived Social Support; SRH1 = Overall Self-Rated Health; SRH2 = Overall Self-Rated Health 

Compared to Peers; SRH3 = Satisfaction with Health. 

Table 2 

Cronbach’s Alphas ( ) for Each Questionnaire 

Variable  N of items 

ACE  .768 25 

PR .605 6  

PSS  .967 12 

SRH  .895 3 

Note. N = 77. ACE = Adverse Childhood Experiences; PR = Psychological Resilience; PSS = 

Perceived Social Support; SRH = Self-Rated Health. 

3.2 Demographic Characteristics 

Participants who did not complete the questionnaire (i.e., 16 who had only completed 

9%, 2 who had only completed 41%, and 2 who had only completed 44%) and who completed 

the questionnaires but chose “Disagree” when providing informed consent (i.e., 4 participants) 

were removed.  Recruitment of participants resulted in a final sample size of 77 participants, 
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including 57 cisgender females, 15 cisgender men, and 5 transgender men between the ages of 

39 and 88 years (M = 65.36; SD = 9.00) who resided in Saskatchewan (see Table 3). No 

demographic variables were significantly correlated with any of the variables under study (see 

Table 4). Thus, demographic variables were not included in subsequent analyses. 

 

Table 3  

Participant’s Demographic Characteristics  

Variable M (SD) 

Age in years 65.35 (9.00) 

Number of children  3.36 (1.16) 

  

 N (%) 

Sex Assigned at Birth   

Males 15 (19.5) 

Females 62 (80.5) 

Gender  

Man  20 (26) 

Woman  57 (74) 

Identify as Transgender   

     Yes 5 (6.5) 

No 72 (93.5) 

Sexual Orientation   

     Heterosexual 71 (92.2) 
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     Homosexual  2 (2.6) 

     Bisexual  1 (1.3) 

     Other: Two Spirit 1 (1.3) 

     Prefer not to answer  2 (2.6) 

Marital Status   

     Single  2 (2.6) 

     In a committed relationship  2 (2.6)  

     Married or common law 54 (70.1)  

     Widowed  11 (14.3)  

     Separated 3 (3.9)  

     Divorced  3 (3.9)  

     Prefer not to answer 2 (2.6)  

Ethnic origin   

     North American Aboriginal origins  2 (2.6)  

     European origins  62 (80.5)  

     Latin, Central, or South American origins  1 (1.3)  

     Caribbean origins  1 (1.3)  

     Other North American origins  4 (5.2)  

     Other: Irish  3 (3.9)  

     Other: Canadian  4 (5.2)  

Years of education (including high school and 

elementary) 

 

     >7 1 (1.3)  
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      9  1 (1.3)  

     10  2 (2.6) 

     11 4 (5.2)  

     12 13 (16.9)  

     13 6 (7.8)  

     14  8 (10.4) 

     15  7 (9.1)  

     16  8 (10.4)  

     17  6 (7.8)  

     18  5 (6.5)  

     19< 16 (20.8)  

Employment status   

     Employed  27 (35.1)  

     Self-employed  8 (10.4)  

     Student  1 (1.3)  

     Retired  39 (50.6)  

     Unemployed  1 (1.3)  

     Other: Employed Part-Time 1 (1.3)  

Annual household income   

     >$25,000 5 (6.5)  

     $25,000 to $49,999 14 (18.2)  

     $50,000 to %74,999 19 (24.7)  

     $75,000 to $99,999 6 (7.8)  
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     $1000,0000 to $124,999 9 (11.7)  

     >$125,000  12 (15.6)  

     Prefer not to answer  12 (15.6)  

 

Note. N = 77. 

Table 4 

Correlation Matrix to Assess Independence of Demographic Variables & Dependent Variables 

Variable SRH1 Average SRH2 Average SRH3 Average  

Age    

r -.056 .057 .213 

p-value .631 .627 .065 

Sex assigned at birth      

r -.009 -.010 -.056 

p-value .935 .932 .630 

Gender identity    

r .117 .084 -.032 

p-value .312 .466 .781 

Transgender identity    

r .223 .032 .014 

p-value .051 .780 .903 

Sexual orientation     

r .005 .068 .110 

p-value .966 .558 .339 
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Marital status     

r -.068 -.049 .039 

p-value  .557 .672 .735 

Number of children     

r .067 .134 .175 

p-value .565 .246 .129 

Ethnic origin     

r -.025 .003 .155 

p-value .827 .980 .179 

Years of education     

r .140 .121 -.051 

p-value .224 .295 .659 

Employment status    

r .021 .053 .172 

p-value .854 .648 .134 

Annual household income    

r  .084 .092 -.054 

p-value .465 .426 .643 

Note. N = 77. SRH1 = Overall Self-Rated Health; SRH2 = Overall Self-Rated Health Compared 

to Peers; SRH3 = Satisfaction with Health. 

3.3 Multiple Regression Results 

 The current sample reported, on average, a low number of ACEs (M = 2.23, SD = 2.45) 

for the ACE Total, medium levels of PR (M = 3.35, SD = .57) for the PR Average and medium-
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to-high levels of PSS (M = 5.56, SD = 1.42) for the PSS Average. The mean score for SRH1 

Average was 3.05 (SD =.776) on a Likert-type scale ranging from 1 (i.e., excellent ) to 4 (i.e., 

poor), the mean score for SRH2 Average was 3.12 (SD =. 827) on a Likert-type scale ranging 

from 1 (i.e., excellent) to 4 (i.e., poor), and the mean score for SRH3 Average was 3.10 (SD = 

.852) on a Likert-type scale ranging from 1 (i.e., excellent) to 4 (i.e., poor). 

3.31 SRH1 Average 

 A hierarchical regression revealed that the overall model with ACE Total, PR Average, 

and PSS Average as predictor variables and SRH1 Average as the outcome variable was 

significant, F(1,75) = 6.107, p = 0.16, R2 = .075, . The analysis revealed that PR Average 

significantly accounted for 7.5% of the variance in overall self-rated health, β = .27, t(75) = 2.47, 

p = .016. The direction of this relationship was positive, and for every one-unit increase in BRS 

Average, an increase of .270 units in SRH1 Average was observed.  

3.32 SRH2 Average  

 A hierarchical regression revealed that the overall model with ACE Total, PR Average, 

and PSS Average as predictor variables and SRH2 Average as the outcome variable was 

significant, F(2,74) = 8.30, p = .045, R2 = .18. The analysis revealed that PR Average, β = .376, 

t(74) = 3.58, p =.01, and PSS Average, β = .214, t(74) = 2.04, p = .045, significantly accounted 

for 18.0% of the variance in overall self-rated health compared to peers. The direction of the 

relationship between PR Average and SRH2 Average was positive, and for every one-unit 

increase in PR Average, an increase of .376 units in SRH2 Average was observed. Furthermore, 

the direction of the relationship between PSS Average and SRH2 Average was positive, and for 
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every one-unit increase in PSS Average, an increase of .214 units in SRH2 Average was 

observed. 

3.33 SRH3 Average  

 A stepwise regression revealed that none of the independent variables (PR Average, PSS 

Average, ACE Total) significantly accounted for any of the variance in satisfaction with health. 

CHAPTER 4: Discussion 

4.1 Summary  

The present study was aimed at gaining a better understanding of the influence of adverse 

childhood experiences (ACEs), psychological resilience (PR), and perceived social support 

(PSS) on the health of middle-aged and older adults. To do so, community-dwelling middle-aged 

and older adults residing in Saskatchewan completed a set of online self-report questionnaires. 

Results demonstrated that global self-rated health—including self-rated health, self-rated health 

compared to peers, and satisfaction with health—was not influenced by the number of ACEs 

experienced by middle-aged and older adults. In contrast, PR positively predicted overall health 

and overall health compared to peers and PSS positively predicted overall health compared to 

peers.  

4.2 Interpretation  

 The first hypothesis, which stated that a greater number of ACEs would predict worse 

global self-rated health as measured by overall self-rated health, overall self-rated health 

compared to peers, and satisfaction with health, was not supported by findings in the present 

study. This result is inconsistent with the body of existing literature demonstrating a dose-
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dependent relationship between the number of ACEs and adverse long-term health consequences 

(Brown et al., 2009; Chang et al., 2019; Felitti et al., 1998; McGuiness, 2010; Mostoufi et al 

2013; Zarse et al., 2019). It has been postulated that negative health consequences are 

exacerbated when individuals were subject to more than 4 ACEs (Felitti et al., 1998). In the 

present study, the mean number of reported ACEs was 2.23, with only 14% of the sample 

reporting more than 4 adverse childhood experiences. It is therefore possible that a dose-response 

relationship was not demonstrated in the present study because 86% of this sample reported 

under 4 ACEs. It is also possible that the sample’s age in the present study played a role in this 

apparent inconsistency with existing literature. For example, while Mostoufi et al. (2013) 

demonstrated a significant relationship between a greater number of ACEs and poorer global 

self-rated health in adults, the average age of their sample was 29 years with a standard deviation 

of 10 years. Similarly, most of the respondents in the study by Chartier et al. (2010) were under 

the age of 45 years. Thus, it is possible that a dose-response relationship between ACEs and 

global self-rated health was not demonstrated in the present study because our sample was 

significantly older, with an average age of 65 years with a standard deviation of 9 years, 

compared to the sample in previous studies (e.g., Chartier et al., 2010; Mostoufi et al., 2013). In 

fact, in their study of older adults, compared to older adults above the age of 75 years, Krause et 

al. (2004) indicated that older adults between the ages of 65 and 74 years were at greatest risk of 

having worse health outcomes because of trauma across the lifespan. Furthermore, trauma 

occurring in young adulthood or during the midlife years had a greater influence on the health of 

older adults than did trauma that occurred in childhood (Krause et al., 2004; Logan-Greene et al., 

2014). It is possible that older adults are less likely to recollect events from their childhood and 

that, as a result, ACEs may have less of an impact on self-reported health. In line with this 
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explanation, older adults have also been shown to report fewer ACEs compared to younger 

adults (e.g., Chartier et al., 2010).   

 The second hypothesis, which stated stating that greater PR would predict better global 

self-rated health, as measured by overall self-rated health, overall self-rated health compared to 

peers, and satisfaction with health, was partially supported by findings in the present study. The 

fact that PR positively predicted overall self-rated health is in line with previous literature as it 

has observed that PR is able to predict the quality of physical health (Schnarrs et al., 2020). This 

finding may be due to PR’s mediating role in the relationship between the use of resilience 

resources and health outcomes (Wagnild, 2003), meaning that individuals are more likely to 

better manage negative health outcomes via health promoting behaviours, such as, health 

actualization, health responsibility, exercise, nutrition, interpersonal support, and stress 

management (Wagnild, 2003). Furthermore, PR has been associated with more successful aging 

within middle to higher income older adults (Wagnild, 2003). Within the current study 59.8% of 

the sample reported a household income between $50,000 and $124,999, which in previous 

research has been considered middle to high income within Canada (Carroll et al., 2020). The 

demographic characteristics of the sample may therefore be able to partially explain why PR 

resulted in higher overall self-rated health in the present study.  

In the present study, PR and PSS positively predicted overall self-reported health 

compared to peers. This finding provides partial support for the second and third hypotheses. 

These results are consistent with previous literature demonstrating significant associations 

between PR, PSS, and general health in adult samples (Bousquet et al., 2015). With regards to 

PR, it has been postulated that the physical health of an individual with high levels of PR will 

fluctuate less, and that the individual will recuperate faster from negative fluctuations resulting in 
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a more positive mindset and social outlook (Gijzel et al., 2017). Thus, greater levels of  PR might 

predict better overall self-reported health compared to peers as these individuals are able to 

maintain more positive mindsets and social outlooks despite setbacks with their physical health. 

The fact that PR predicted both overall self-reported health and overall self-reported health 

compared to peers is also in line with previous literature. That is, fewer reported ACEs has been 

associated with greater levels of PR in adults and, especially, among adult women (Lau et al., 

2018; Logan-Greene et al., 2014). Given that the sample in the present study included 

individuals with relatively low numbers of reported ACEs and that the sample was primarily 

made up of women (i.e., 74%), the strong relationship between PR and health outcomes is 

consistent with this literature.  

Furthermore, providing partial support for the third hypothesis, individuals who reported 

higher levels of PSS in the present study also reported better overall self-reported health 

compared to peers. This finding may be due to higher PSS resulting in higher positive emotion 

(Gloria & Steinhardt, 2016), which may result in more positive self-rated comparisons with 

peers. Furthermore, higher levels of PSS and medium-to-high levels of PR have been shown to 

result in lower levels of anxiety and depressive symptoms (Gloria & Steinhardt., 2016) that can, 

in turn, result in better interpersonal relationships (Gloria & Steinhardt., 2016). Overall, this 

arrangement may result in a more positive evaluation of the self, including self-rated health, 

when compared to others. However, in contrast with the third hypothesis, PSS did not predict 

overall self-reported health and satisfaction with health. PSS was therefore only relevant when 

the health outcome involved a specific comparison of one’s health to that of their peers. 

Contrary to the first, second, and third hypotheses for the present study, and in contrast 

with previous literature (e.g., Mosley-Johnson et al., 2019), satisfaction with health was not 
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predicted by ACEs, PR, or PSS. Previous findings have observed that individuals who report any 

number of ACEs reported lower levels of life-satisfaction (i.e., overall life satisfaction, work 

satisfaction, health satisfaction, and relationship satisfaction) compared to those who reported no 

adverse childhood experiences (Mosley-Johnson et al., 2019). Although the sample in the present 

study reported low levels of ACEs, no relationship was observed with levels of reported health 

satisfaction. Furthermore, previous findings have observed higher levels of social support to be 

associated with better health (Haber et al., 2007; Krause, 2001), to be strongly linked to positive 

health outcomes in older adult populations (Harvey & Alexander, 2012) and to independently 

correlate with self-rated health (Asante et al., 2018). Since the current sample reported high 

levels of PSS, a significant relationship with self-rated health satisfaction was expected; 

however, no such relationship was identified in the present study. Finally, Wagnild (2003) 

observed PR to be correlated with positive life satisfaction, including health satisfaction, but the 

present study did not identify a significant relationship between PR and satisfaction with health. 

Since the sample from the present study reported that their satisfaction with health was, on 

average, moderately high with a mean of 3.1 on a Likert-type scale ranging from 1 (i.e., 

excellent) to 4 (i.e., poor), the variability within the sample was limited, and it might have 

influenced the ability to detect significant differences in health satisfaction between those with 

low and high numbers of reported ACEs as well as low or high levels of PR and PSS. Moreover, 

the inconsistency between findings in the present study and those in previous literature may be 

due to a smaller sample size than observed in previous studies, which may have created a lack of 

statistical power, or perhaps due to an overly simplistic way of assessing health satisfaction (i.e., 

1 item on a scale). 
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4.3 Implications 

The current was aimed at furthering the literature by evaluating the relationship between 

ACEs, PR, and PSS in health outcomes among middle-aged and older adults. Few studies have 

examined the relationship between ACEs and health among middle-aged and older adult 

populations (Chartier et al., 2010; Logan-Greene et al., 2014), so the present study offers a 

significant contribution to the literature by reporting findings specific to middle-aged and older 

adults. From a practical standpoint, ACEs may result in one of the largest health burdens among 

adults (Zarse et al., 2019). It is therefore crucial to uncover the different health aspects that ACEs 

may influence. Furthermore, it is crucial to reveal if any modifiable psychosocial factors, such as 

PSS and PR, may influence the same health outcomes as ACEs. Identifying these modifiable 

psychosocial factors is especially important for aging populations as it is in the later years that 

individuals typically experience the most significant health declines.  

The current study provides insight into the dose-response relationship of ACEs and self-

rated health in adults (Mostoufi et al 2013) by focusing on the ways in which this relationship 

presents itself among middle-aged and older adults. In the present study, a dose-response 

relationship between ACEs and self-rated health was not identified, pointing to the need to focus 

on other types of adversities experienced beyond childhood. On the other hand, the present study 

showed that PR predicted both self-rated health and self-rated health in comparison to same-aged 

peers, with higher levels of PR resulting in better outcomes for both measures of health. 

Furthermore, high levels of PSS were observed to predict better self-rated health in comparison 

to same-aged peers. Due to the significant relationship of PR and PSS with one or more aspects 

of self-rated health, and the potential interaction with ACEs (e.g., Asante et al., 2018; Felitti, 

1993; Logan-Greene et al., 2014; Schnarrs et al., 2020; Zimet et al., 1988), a convincing 
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argument for increasing PR and PSS in order to improve health outcomes among middle-aged 

and older adults exists. Thus, findings from the present study could inform the development of 

interventions to promote better health for older adults by targeting the psychosocial factors 

potentially affected by ACEs (or other life adversities) such as PSS and PR.  

4.4 Limitations 

A major limitation of the present study is the online nature of the data collection. It it is 

possible that participants’ completion of the set of questionnaires was influenced by a few 

factors, such as distractions, inattention, or rushing through sensitive questions due to the setting. 

The sensitive nature of the ACE-IQ, combined with the online nature of the questionnaires, may 

have also discouraged participants from completing the questionnaires. Furthermore, the self-

reported nature of the present study means that the health outcomes collected were based on 

subjective self-reports rather than objective observations. Another limitation of this study was 

the relatively small sample. Due to the size of the sample, results that may have been significant 

within larger samples remained unsignificant in the present study (i.e., satisfaction of health). 

Although the current study was aimed at focusing on middle-aged and older adults, the results 

cannot be generalized to this whole population, as the sample was mostly made up by middle to 

high income women of European descent. Furthermore, due to the use of a convenient sample 

(i.e., those who had access to the internet and were willing to volunteer in the study), 

marginalized communities, which tend to report having experienced a greater number of ACEs 

(e.g.,Wade et al., 2015 ), were underrepresented in this study. Lastly, given the correlational 

nature of the present study, conclusions about causal relationships among the measured variables 

cannot be drawn. 
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4.5 Directions for Future Research   

 Several directions for future research should be explored. For example, future studies 

should collect data in person rather than online. In-person data collection would serve a few 

purposes, such as ensuring participants are in a neutral, safe environment with little distractions. 

It would also allow researchers to provide support for any participants that may find the 

questions of a sensitive nature triggering, which may encourage more individuals to complete 

these questions. Objective measurements of health, such as routine or annual physician 

checkups, in addition to self-rated measures of health, may provide more insights on the 

influence of ACEs, PR, and PSS on health. Subjective self-report measures of health should still 

be included, however, as they have been shown to better account for outcomes when compared 

to objective measurements (Cohen, 2004; Haber et al., 2007; Skånér et al., 2007; Zimet et 

al.,1988). As ACEs were not significant predictors for any outcomes, future researchers may 

wish to incorporate a scale for adversities experienced later in life. This may be useful as the way 

in which PR manifests may change throughout the lifespan and different types of adversity may 

interact differently with it (Cosco et al., 2019). This could potentially illustrate why this sample 

reported low numbers of ACEs and high levels of PSS but did not report high levels of PR, 

contradicting the expected outcomes drawn by years of research (see CHAPTER 1 for a review). 

Future research should also investigate the inclusion of a larger sample size in order to gain more 

statistical power using a more representative sample (i.e., more diversity in gender identity and 

household income). Furthermore, future researchers should actively seek out middle-aged and 

older adults from marginalized communities (i.e., Black, Indigenous, and People of Colour 

[BIPOC], sexual and gender diversity, lower socioeconomic status) as these individuals tend to 

have experienced a greater number of ACEs and other adversities that could differentially affect 
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health in the midlife and old age. Larger sample sizes would allow for more advanced statistical 

analyses, including mediation and moderation analyses, that could provide important insights 

regarding the relationships between ACEs, PR, and PSS on health among middle-aged and older 

adults. 

4.6 Conclusion 

The current study expands previous research findings to a sample of middle-aged and 

older adults. The well know dose-dependent relationship of ACEs and health (Chang et al., 2019; 

Felitti et al., 1998; Zarse et al., 2019) had been previously observed in younger adult samples 

(Mostoufi et al., 2013) and this study supports this relationship in a middle-aged and older adult 

population. Furthermore, the relationship between low number of ACEs, high levels of PR, high 

levels of PSS and better health (Asante et al., 2018; Felitti, 1993; Logan-Greene et al., 2014; 

Schnarrs et al., 2020; Zimet et al., 1988), although not significant, can be observed in the current 

study. This allows researchers some insight into the effects of ACEs in later life. Interestingly, 

none of the independent variables (i.e., ACEs, PR and PSS) were significant with health 

satisfactions, perhaps indicating a disconnect between satisfaction with health and self-rated 

health. Lastly, the current research brings forth significant relationships postulating that 

modifiable factors (i.e., PR and PSS) can have an impact on successful aging in middle-aged and 

older adults.  

  

 

 

 



 

32 

 

 References 

Albiol, L. (2014). Highly resilient coping entails better perceived health, high social support and

 low morning cortisol levels in parents of children with autism spectrum Disorder. 

 Research in Developmental Disabilities, 35(3), 686-695.

 https://10.1016/j.ridd.2013.12.007 

Asante, S., & Castillo, J. (2018). Social connectedness, perceived social support, and health

 among older adults. Innovation in Aging, 2, 737. https://10.1093/geroni/igy023.2719 

Baker, C. K., Norris, F. H., Jones, E. C., & Murphy, A. D. (2009). Childhood trauma and

 adulthood physical health in mexico. Journal of Behavioral Medicine, 32(3), 255-269.

 https://10.1007/s10865-009-9199-2 

Bonanno, G. A., Galea, S., Bucciarelli, A., & Vlahov, D. (2007). What predicts psychological

 resilience after disaster? the role of demographics, resources, and life stress. Journal of

 Consulting and Clinical Psychology, 75(5), 671-682. https://10.1037/0022006X.75.5.671 

Bonner, W. I. A., Weiler, R., Orisatoki, R., Lu, X., Andkhoie, M., Ramsay, D., Yaghoubi, M.,

 Steeves, M., Szafron, M., & Farag, M. (2017). Determinants of self-perceived health for

 Canadians aged 40 and older and policy implications. International Journal for Equity in

 Health, 16. http://10.1186/s12939-017-0595-x  

Bousquet, J., Kuh, D., Bewick, M., Standberg, T., Farrell, J., Pengelly, R., Joel, M. E., Roiguez

 Manas, L., Mercier, J., Bringer, J., Camuzat, T., Bourret, R., Bedbrook, A., Kowalski, M.

 L., Samolinski, B., Bonini, S., Brayne, C., Michel, J. P., Venne, J., . . . ... (2015).

 Operational definition of active and healthy ageing (AHA): A conceptual framework. The

 Journal of Nutrition, Health & Aging, 19(9), 955-960. 



 

33 

 

Brown, D. W., Anda, R. F., Tiemeier, H., Felitti, V. J., Edwards, V. J., Croft, J. B., & Giles, W.

 H. (2009). Adverse childhood experiences and the risk of premature mortality. American

 Journal of Preventive Medicine, 37(5), 389-396. https://10.1016/j.amepre.2009.06.021 

Canadian Medical Association. (2013, December). Health and health care for an aging

 population [Policy summary]. https://www.cma.ca/sites/default/files/2018-

 11/CMA_Policy_Health_and_Health_Care_for_an_Aging-Population_PD14-03-e_0.pdf 

Carroll, N., Sadowski, A., Laila, A., Hruska, V., Nixon, M., Ma, D. W. L., & Haines, J. (2020).

 The impact of COVID-19 on health behavior, stress, financial and food security among

 middle to high income canadian families with young children. Nutrients, 12(8), 2352.

 https://10.3390/nu12082352 

Chang, X., Jiang, X., Mkandarwire, T., & Shen, M. (2019). Associations between adverse

 childhood experiences and health outcomes in adults aged 18–59 years. PloS One, 14(2),

 e0211850. https://10.1371/journal.pone.0211850 

Chartier, M. J., Walker, J. R., & Naimark, B. (2010). Separate and cumulative effects of adverse

 childhood experiences in predicting adult health and health care utilization. Child Abuse

 & Neglect, 34(6), 454-464. https://10.1016/j.chiabu.2009.09.020 

Cheong, E. V., Sinnott, C., Dahly, D., & Kearney, P. M. (2017). Adverse childhood experiences

 (ACEs) and later-life depression: Perceived social support as a potential protective

 factor. BMJ Open; BMJ Open, 7(9), e013228. https://10.1136/bmjopen-2016-013228  

Cohen, S. (2004). Social relationships and health. The American Psychologist, 59(8), 676-684.

 https://10.1037/0003-066x.59.8.676 



 

34 

 

Cosco, D. T., Kok, A., Wister, A., & Howse, K. (2019). Conceptualising and operationalising

 resilience in older adults. Health Psychology and Behavioural Medicine, 7(1), 90-105.

 https://doi.org/10.1080/21642850.2019.1593845   

Crouch, E., Strompolis, M., Radcliff, E., & Srivastav, A. (2018). Examining exposure to adverse

 childhood experiences and later outcomes of poor physical and mental health among

 south carolina adults. Children and Youth Services Review, 84, 193

 197.https://10.1016/j.childyouth.2017.11.031 

Employment and Social Development Canada, Government of Canada. (2019, March 25). Action

 for seniors report: Health and action aging, https://www.canada.ca/en/employment

 social-development/programs/seniors-action-report.html   

Faul, F., Erdfelder, E., Buchner, A., & Lang, A. G. (2009). Statistical power analyses using 

G*Power 3.1: Tests for correlation and regression analyses. Behavior Research Methods, 

41(4), 1149-1160. 

Felitti, V. J. (1993). Childhood sexual abuse, depression, and family dysfunction in adult obese

 patients: A case control study. Southern Medical Journal (Birmingham, Ala.), 86(7),

 732-736. https://10.1097/00007611-199307000-00002 

Felitti, V. J., Anda, R. F., Nordenberg, D., Williamson, D. F., Spitz, A. M., Edwards, V., Koss,

 M. P., & Marks, J. S. (1998). Relationship of childhood abuse and household dysfunction

 to many of the leading causes of death in adults: The adverse childhood experiences

 (ACE) study. American Journal of Preventive Medicine, 14(4), 245-258.

 https://10.1016/S0749-3797(98)00017-8 



 

35 

 

Findlay, R. A. (2003). Interventions to reduce social isolation amongst older people: Where is

 the evidence? Ageing and Society; Ageing and Society, 23(5), 647-658.

 https://10.1017/S0144686X03001296 

Gayer-Anderson, C., Fisher, H. L., Fearon, P., Hutchinson, G., Morgan, K., Dazzan, P., Boydell,

 J., Doody, G. A., Jones, P. B., Murray, R. M., Craig, T. K., & Morgan, C. (2015). Gender

 differences in the association between childhood physical and sexual abuse, social 

 support and psychosis. Social Psychiatry and Psychiatric Epidemiology, 50(10), 1489

 1500. https://10.1007/s00127-015-1058-6 

Gijzel, S., Leemput, v. d.,I.A., Scheffer, M., Roppolo, M., Olde Rikkert, Marcel G. M, & Melis,

 R. J. F. (2017). Dynamical resilience indicators in time series of self- rated health

 correspond to frailty levels in older adults. The Journals of Gerontology.Series A,

 Biological Sciences and Medical Sciences, 72(7), 991-996. 

Gloria, C. T., & Steinhardt, M. A. (2016). Relationships among positive emotions, coping,

 resilience and mental health. Stress Health, 32(2), 145-156. https://10.1002/smi.2589 

Haber, M. G., Cohen, J. L., Lucas, T., & Baltes, B. B. (2007). The relationship between self

 reported received and perceived social support: A meta-analytic review. American

 Journal of Community Psychology, 39(1-2), 133-144. https://10.1007/s10464-007-9100-9 

Hardt, J., Vellaisamy, P., & Schoon, I. (2010). Sequelae of prospective versus retrospective 

reports of adverse childhood experiences. Psychological Reports, 107(2), 425-440. 

https://10.2466/02.04.09.10.16.21.PR0.107.5.425-440 

Harvey, I. S., & Alexander, K. (2012). Perceived social support and preventive health behavioral

 outcomes among older women. Journal of Cross-Cultural Gerontology, 27(3), 275-290.

 https://10.1007/s10823-012-9172-3 



 

36 

 

Hayes, A. F.(2018), Introduction to mediation, moderation, and conditional process analysis: a

 regression-based approach (2nd ed). Guilford Press; New York New York.  

https://10.1007/s12603-0150589-6 

Idler, E. L., & Kasl, S. V. (1995). Self-ratings of health: Do they also predict change in

 functional ability? The Journals of Gerontology. Series B, Psychological Sciences and

 Social Sciences,50B(6), S344-S353. https://10.1093/geronb/50b.6.s344 

Krause, N., Shaw, B. A., & Cairney, J. (2004). A descriptive epidemiology of lifetime trauma

 and the physical health status of older adults. Psychology and Aging, 19(4), 637-648.

 https://10.1037/0882-7974.19.4.637  

Lau, S. Y. Z., Guerra, R. O., Barbosa, Juliana Fernandes de Souza, & Phillips, S. P. (2018).

 Impact of resilience on health in older adults: A cross-sectional analysis from the

 international mobility in aging study (IMIAS). BMJ Open, 8(11), e023779.

 https://10.1136/bmjopen-2018-023779 

Logan-Greene, P., Green, S., Nurius, P. S., & Longhi, D. (2014). Distinct contributions of

 adverse childhood experiences and resilience resources: A cohort analysis of adult

 physical and mental health. Social Work in Health Care, 53(8), 776-797.

 https://10.1080/00981389.2014.944251  

McGuinness, T. M. (2010). Childhood adversities and adult health. Journal of Psychosocial

 Nursing and Mental Health Services 48(8), 15-18. https://10.3928/02793695-2010070104 

Mostoufi, S. M., Strachan, E., Chopko, L., Succop, A., Martinez, B., Ahumada, S. M., & Afari,

 N. (2013). Adverse childhood experiences, health perception, and the role of shared

 familial factors in adult twins. Child Abuse & Neglect, 37(11), 910 916.

 https://10.1016/j.chiabu.2013.06.005 



 

37 

 

Mosley-Johnson, E., Mosley-Johnson, E., Garacci, E., Garacci, E., Wagner, N., Wagner, N.,

 Mendez, C., Mendez, C., Williams, J. S., Williams, J. S., Egede, L. E., & Egede, L. E.

 (2019). Assessing the relationship between adverse childhood experiences and life

 satisfaction, psychological well-being, and social well-being: United states longitudinal

 cohort 1995–2014. Quality of Life Research, 28(4), 907-914.

 https://10.1007/s11136-018-2054-6 

Phillips, S. P., Auais, M., Belanger, E., Alvarado, B., & Zunzunegui, M. (2016). Life-course

 social and economic circumstances, gender, and resilience in older adults: The

 longitudinal international mobility in aging study (IMIAS). SSM - Population Health, 2,

 708-717. https://10.1016/j.ssmph.2016.09.007 

Poole, J. C., Dobson, K. S., & Pusch, D. (2017). Anxiety among adults with a history of

 childhood adversity: Psychological resilience moderates the indirect effect of emotion

 dysregulation. Journal of Affective Disorders, 217, 144-152.

 https://10.1016/j.jad.2017.03.047  

Ruiz-Robledillo, N., De Andrés-García, S., Pérez-Blasco, J., González-Bono, E., & Moya  

Schafer, M. H., Ferraro, K. F., & Mustillo, S. A. (2011). Children of misfortune: Early adversity

 and cumulative inequality in perceived life trajectories. The American Journal of

 Sociology, 116(4), 1053-1091. https://10.1086/655760 

Schnarrs, P. W., Stone, A. L., Salcido, R., Georgiou, C., Zhou, X., & Nemeroff, C. B. (2020).

 The moderating effect of resilience on the relationship between adverse childhood

 experiences (ACEs) and quality of physical and mental health among adult sexual and

 gender minorities. Behavioral Medicine (Washington, D.C.), 46(3-4), 366-374.

 https://10.1080/08964289.2020.1727406 



 

38 

 

Sheffler, J., & Sachs-Ericsson, N. (2016). Racial differences in the effect of stress on health and

 the moderating role of perceived social support. Journal of Aging and Health, 28(8),

 1362-1381. https://10.1177/0898264315618923 

Skånér, Y., Nilsson, G. H., Sundquist, K., Hassler, E., & Krakau, I. (2007). Self-rated health,

 symptoms of depression and general symptoms at 3 and 12 months after a first-ever

 stroke: A municipality-based study in sweden. BMC Family Practice, 8(1), 61.

 https://10.1186/1471-2296-8-61 

Smith, B. W., Dalen, J., Wiggins, K., Tooley, E., Christopher, P., & Bernard, J. (2008). The brief

 resilience scale: Assessing the ability to bounce back. International Journal of

 Behavioral Medicine, 15(3), 194-200. https://10.1080/10705500802222972 

Statistics Canada (2020, October 18). Demographic estimates by age and sex, provinces and

 territories. https://www150.statcan.gc.ca/n1/pub/71-607-x/71-607-x2020018-eng.htm 

Stewart, D. E., & Yuen, T. (2011). A systematic review of resilience in the physically

 ill. Psychosomatics (Washington, D.C.); Psychosomatics, 52(3), 199-209.

 https://10.1016/j.psym.2011.01.036 

Tabachnick, B. G. & Fidell, L. S. (2019). Using Multivariate Statistics (7th ed.). New York, NY:

 Pearson. 

Taloyan, M., Wajngot, A., Johansson, S., Tovi, J., & Sundquist, J. (2010). Poor self-rated health

 in adult patients with type 2 diabetes in the town of södertälje: A cross-sectional

 study. Scandinavian Journal of Primary Health Care, 28(4), 216-220.

 https://10.3109/00016349.2010.501223 

United Nations. (2010). World population ageing: 1950-2050. New York, NY.  

 



 

39 

 

Wade, R., Cronholm, P. F., Fein, J. A., Forke, C. M., Davis, M. B., Harkins-Schwarz, M.,

 Pachter, L. M., & Bair-Merritt, M. (2015). Household and community-level adverse

 childhood experiences and adult health outcomes in a diverse urban population. Child

 Abuse & Neglect, 52, 135-145. https://10.1016/j.chiabu.2015.11.021 

Wagnild, G. (2003). Resilience and successful aging: Comparison among low and high income

 older adults.Journal of Gerontological Nursing, 29(12), 42-49.  

https://10.3928/0098 9134-20031201-09 

Wielaard, I., Hoyer, M., Rhebergen, D., Stek, M. L., & Comijs, H. C. (2018). Childhood abuse

 and late-life depression: Mediating effects of psychosocial factors for early- and late

 onset depression. International Journal of Geriatric Psychiatry, 33(3), 537-545.

 https://10.1002/gps.4828  

Windle, G. (2011). What is resilience? A review and concept analysis. Reviews in Clinical

 Gerontology, 21(2), 152-169. https://10.1017/S0959259810000420 

World health Organization (2018). Violence and injury prevention: Adverse childhood

 experiences international questionnaire (ACE-IQ).

 https://www.who.int/violence_injury_prevention/violence/activities/adverse_childhood_e

xperiences/en/ 

Yuan, G., Xu, W., Liu, Z., & An, Y. (2018). Resilience, posttraumatic stress symptoms, and

 posttraumatic growth in chinese adolescents after a tornado: The role of mediation

 through perceived social support. The Journal of Nervous and Mental Disease, 206(2),

 130-135. https://10.1097/NMD.0000000000000778 

Zarse, E. M., Neff, M. R., Yoder, R., Hulvershorn, L., Chambers, J. E., & Chambers, R. A. 

(2019). The adverse childhood experiences questionnaire: Two decades of research on 



 

40 

 

childhood trauma as a primary cause of adult mental illness, addiction, and medical 

diseases. Cogent Medicine, 6(1). https://10.1080/2331205X.2019.1581447 

Zimet, G. D., Dahlem, N. W., Zimet, S. G., & Farley, G. K. (1988). The multidimensional scale

 of perceived social support. Journal of Personality Assessment, 52(1), 30-41.

 https://10.1207/s15327752jpa5201_2 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

41 

 

Appendix A 

Demographic Information Sheet 

 
 

 

 



 

42 

 

 

 

 

 

 



 

43 

 

Appendix B 

Adverse Childhood Experience International Questionnaire (ACE-IQ) 
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Appendix C 

The Multidimensional Scale of Perceived Social support (MSPSS) 
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Appendix D 

The Brief Resilience Scale (BRS) 
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Appendix E 

Global Self-Rated Health  

 

1. How would you rate your overall health?  

 

Excellent  

Good  

Fair  

Poor  

Prefer not to answer  

 

2. Compared to your peers of the same age, how would you rate your overall health?  

 

Excellent  

Good  

Fair  

Poor  

Prefer not to answer  

 

3. Are you satisfied with your current overall health?  

 

                   Very satisfied 

                   Somewhat satisfied 

                   Somewhat dissatisfied 

                   Very dissatisfied 

                   Prefer not to answer 
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Appendix F 

University or Regina’s Research Ethics Board Certificate of Approval  
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 University of Regina 
 Research and Innovation Centre 109 
                                                                                             Regina, SK S4S 0A2 
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The influence of social support and resilience on the association between adverse childhood experiences and health 
outcomes: A multiple mediation analysis 
 
APPROVED ON RENEWAL DATE 
October 2, 2020    October 2, 2021 
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Application for Behavioural Research Ethics Review  
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Letter of Information and Consent 
Demographic Information Sheet 
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found to be acceptable on ethical grounds.  The principal investigator has the responsibility for any other administrative 
or regulatory approvals that may pertain to this research project, and for ensuring that the authorized research is carried 
out according to the conditions outlined in the original protocol submitted for ethics review. This Certificate of Approval 
is valid for the above time period provided there is no change in experimental protocol, or related documents. 
 
Any significant changes to your proposed method, procedures or related documents should be reported to 
the Chair for Research Ethics Board consideration in advance of implementation. 
 
ONGOING REVIEW REQUIREMENTS 
In order to receive annual renewal, a status report must be submitted to the REB Chair for Board consideration one 
month in advance of the current expiry date each year the study remains open, and upon study completion.  Please 
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Recruitment Poster 
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Appendix H  

Letter of Information & Informed Consent Form  

 

Project Title:   The influence of perceived social support and psychological 

resilience on the relationship between adverse childhood 

experiences and self-rated health: A cross-sectional study of 

community-dwelling older adults 

 

Principal Investigator: Maria Garcia Vargas 

    Psychology of Aging Laboratory 

    Department of Psychology 

    University of Regina 

    garcmari@uregina.ca 

    (306) 841-7207 

 

What is the purpose of the study? 

The purpose of this study is to evaluate whether social support, and resilience influence the 

association between adverse childhood experiences and health outcomes. 

 

What does the study involve? 

You will be asked to complete a series of questionnaires about social support, resilience, 

adversity, and health status. The completion of these questionnaires should take approximately 

30 minutes.  

 

 

What are the potential benefits of participating in the study? 

Findings from this study may lead to a better understanding of the role of adversity, resilience, 

and social support in health status which, in turn, could lead to the development of interventions 

to improve health outcomes among older adults.  

 

What are the potential risks of participating in the study? 

Some of the survey questions may make you uncomfortable or upset or you may simply wish not 

to answer some questions. You are free to decline to answer any questions you do not wish to 

answer or stop participating at any time by closing your browser. A list of supports is listed here 

in case you feel you need support during or after the survey is completed. Please print this page 

or write down the contact information in case you want to access this information once you 

complete the survey. 

 

 

 Family Service Regina  

 #200 1440 Broadway Ave  

Regina, SK  

S4P 1E2 

(306)-757-6675 

info@familyserviceregina.com 

mailto:info@familyserviceregina.com
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Online Therapy Unit  

3737 Wascana Parkway 

Regina, SK  

S4S 0A2  

(306)-337-3331 

Online.therapy.USER@uregina.ca 

 

            Adult Mental Health Clinics 

            2110 Hamilton Street 

            Regina, SK 

            S4P 2E3 

            (306) 766-7800 

            http://www.rqhealth.ca/department/mental-health/adult-mental-health-clinics 

  

            Canadian Mental Health Association, Regina Branch 

            1810 Albert Street 

            Regina, SK 

            S4P 2S8 

            (306) 525-9543 

            http://cmharegina.com/ 

 

What will the study cost me? 

There is no cost associated with participation in this study. 

 

Will my participation in the study be kept confidential? 

All data will be securely stored. The study’s researchers and research assistants will be the only 

persons with access to the data and these persons will employ the strictest rules of 

confidentiality. Electronic data will be kept in password-protected databases and on password-

protected computers. Participants will be assigned a participant number and all identifying 

information will be removed from the data. Data from this study will be published and presented 

at conferences, and peer reviewed journals, but no identifying information will released or 

published without your specific consent to the disclosure. Only group results will be presented in 

our reports. All data will be stored for no less than seven years following publication. When it is 

time to destroy the data, electronic data will be deleted and paper data will be shredded. 

 

What happens if I decide to withdraw my consent to participate in the study? 

We hope that you will assist us with this research project; however, your decision to participate 

is completely voluntary. You can choose to answer only those questions that you are comfortable 

answering. You may withdraw from the study at any time and for any reason without a need for 

explanation and without penalty of any sort. If you wish to withdraw from this study, please 

notify the researcher so that they can immediately end the study. If you choose to withdraw, all 

data will be permanently shredded and deleted. Please note that, due to the nature of 

anonymous surveys these data cannot be removed.  

 

mailto:Online.therapy.USER@uregina.ca
http://www.rqhealth.ca/department/mental-health/adult-mental-health-clinics
http://cmharegina.com/
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What will happen after the study? 

Results of this study will be available in Spring/Summer 2021. If you would like to receive a 

summary of these results, you may request a copy of the results from Natasha Gallant’s Lab by 

emailing Natasha.Gallant@uregina.ca.  

 

Who do I contact if I have any questions or concerns? 

If you have any questions or would like more information about the study, please contact the 

Natasha Gallant’s Lab or the principal investigator at garcmari@uregina.ca. If you have any 

questions or concerns about your rights as a research participant, you may contact the Chair of 

the University Research Ethics Board at (306) 585-4775 or at research.ethics@uregina.ca. 

 

This study has been approved by […]. 

 

ELECTRONIC CONSENT: 

 

Please select all statements that are true. 

 I have read and understood the information and consent form. 

 I have had sufficient time to consider the information provided and to ask for advice. 

 I have had the opportunity to ask questions and have had satisfactory responses. 

 I understand that all of the information collected will be kept confidential and that the 

results will only be used for scientific objectives. 

 I understand that my participation in this study is voluntary. 

 I understand that I am completely free to refuse to participate or withdraw myself from this 

study at any time and for any reason. 

 I understand that I am not waiving any of my legal rights as a result of signing this consent 

form. 

 I understand that there is no guarantee that this study will provide any benefits to me. 

 

Please select your choice below. Clicking on the “Agree” button indicates that you have read 

the above information, you voluntarily agree to participate in this study, and you are at least 18 

years of age. Clicking on the “Disagree” button indicates that you would decline to participate in 

this study. 

 

 Agree 

 Disagree 
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