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Childhood abuse is a major public health concern associated with long-term difficulties in mental health and functioning.
Post-traumatic stress disorder (PTSD) is a common outcome of early trauma, but it remains unclear whether the associations
between childhood abuse and adult emotional dysregulation and functional impairment are stronger among those with a history
of PTSD diagnosis. This study tested whether PTSD diagnosis moderates these relationships. Data were drawn from Wave
IV (2007–2008) of the National Longitudinal Study of Adolescent to Adult Health (Add Health). Complete-case analyses
included 4,732 adults. Childhood abuse, emotional dysregulation, functional impairment and PTSD diagnosis were assessed,
with sex, age, education and household income included as control variables. Bivariate associations among study variables
were examined, and moderated regression models tested childhood abuse × PTSD interactions. Childhood abuse was positively
correlated with both emotional dysregulation and functional impairment. PTSD diagnosis was also positively associated with
both outcomes. Moderation analyses indicated a significant abuse × PTSD interaction for emotional dysregulation; however, the
interaction was not significant for functional impairment. Contrary to the hypothesis, the association between childhood abuse
and emotional dysregulation was weaker among respondents with a PTSD diagnosis compared to those without a diagnosis.
Childhood abuse and PTSD diagnosis were independently associated with higher emotional dysregulation and greater functional
impairment, but a PTSD diagnosis did not amplify abuse-related associations in this sample. Future studies should replicate
these findings using symptom-level PTSD measures and samples with higher PTSD prevalence, and examine mechanisms that
may explain the attenuating interaction.
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Introduction

Childhood abuse is a widespread global public health con-
cern, with meta-analytic evidence indicating substantial preva-
lence across regions and measurement approaches1. Expo-
sure to abuse and other adverse childhood experiences (ACEs)
is consistently associated with elevated risk for later mental
and physical health problems, often showing a dose–response
relationship with the number and severity of adverse experi-
ences2. Although childhood abuse is strongly linked to post-
traumatic stress disorder (PTSD), not all abuse-exposed indi-
viduals develop PTSD, and the mechanisms and conditions
shaping heterogeneity in outcomes remain an important em-
pirical question. The present study examines whether PTSD
diagnosis moderates the association between childhood abuse
and two key adult outcomes: emotional dysregulation and
functional impairment.

1 American International School, Hong Kong

Childhood Abuse and Adult Outcomes

Childhood abuse refers to acts of commission against a child,
encompassing emotional, physical, and sexual abuse occur-
ring before age 18, and is distinguished from neglect within
the broader construct of childhood maltreatment3. In the cur-
rent study, abuse is operationalised using retrospective items
assessing emotional, physical, and sexual abuse, consistent
with the available Add Health Wave IV measures. Across the
literature, childhood abuse is associated with increased risk
for multiple psychiatric outcomes, including PTSD, anxiety,
and depression4. Early adversity is also linked to broader im-
pairment through biological embedding and cumulative stress
pathways (e.g., allostatic load), which can contribute to long-
term mental and physical health risk5.

Beyond diagnostic outcomes, childhood abuse is theorised
to influence core developmental processes relevant to emo-
tional and functional adjustment. Dimensional models of ad-
versity differentiate “threat” (e.g., abuse) from “deprivation”
(e.g., neglect), proposing that threat-related exposures are es-
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pecially likely to shape emotion-related learning, vigilance,
and affective reactivity6,7. In this context, the current study
focuses on emotional dysregulation and functional impairment
as two outcomes that are theoretically and clinically relevant
consequences of early abuse.

Emotional Dysregulation Following Childhood Abuse

Defining Emotional Dysregulation
Emotion regulation refers to processes through which indi-

viduals influence which emotions they have, when emotions
occur, and how emotions are experienced and expressed8.
Emotional dysregulation broadly reflects difficulties manag-
ing emotional responses and using adaptive regulation strate-
gies, including elevated reactivity, impulsive responding under
distress, and difficulty returning to baseline9. Meta-analytic
work indicates that maladaptive emotion regulation strategies
and regulation difficulties are consistently associated with a
range of psychopathologies, supporting emotional dysregula-
tion as a transdiagnostic construct10.

Link Between Childhood Abuse and Emotional Dysreg-
ulation

Childhood abuse may increase risk for emotional dysregula-
tion through neurodevelopmental, learning-based, and stress-
physiology mechanisms. Developmental psychopathology re-
search shows that the timing and chronicity of abuse relate to
differences in neurocognitive functioning and regulatory con-
trol11. Consistent with this, patterns of abuse have been shown
to predict emotion processing and regulation into emerging
adulthood12. At the level of mechanism, a meta-analysis in-
dicates that emotion regulation processes partially mediate
the association between childhood adversity and later psy-
chopathology, suggesting that dysregulation is a central path-
way linking early trauma to adult mental health outcomes13.

In addition, childhood abuse is associated with alterations in
stress physiology and stress reactivity, which may contribute
to heightened emotional reactivity and poor recovery from
stressors5,14. Thus, these lines of evidence support the expec-
tation that childhood abuse is associated with higher emotional
dysregulation in adulthood.

Daily Functioning Impairments Following Childhood
Abuse

Defining Daily Functioning
Daily functioning is often conceptualised as the ability to

perform activities necessary for independent living. Classic
measurement frameworks distinguish between basic activities
of daily living (ADLs; e.g., bathing, dressing, toileting, trans-
ferring, continence, feeding)15 and instrumental activities of
daily living (IADLs; e.g., managing finances, shopping, medi-

cation management)16. Impairments across these domains can
substantially reduce quality of life and independence.

In population health research, functioning is also commonly
operationalised as health-related limitations in physical ac-
tivities, such as the physical functioning concept in the SF-
3617. The present study uses a health-related physical limita-
tion item (limitations in moderate activities), which is concep-
tually closer to physical functioning/health-related limitation
than to comprehensive ADL/IADL assessment.

Link Between Childhood Abuse and Functional Impair-
ment

Childhood abuse has been associated with impairments in
adult functioning through several proposed pathways. First,
abuse is associated with long-term differences in cognitive im-
pacts, with potential implications for occupational and daily
functioning. A prospective study found childhood abuse pre-
dicted differences in cognitive functioning from young adult-
hood into later midlife18. Second, abuse is associated with so-
cial functioning difficulties, including impaired interpersonal
relations, with meta-analytic evidence in affective-disorder
samples indicating abuse relates to poorer social function-
ing19.

Third, abuse is associated with increased risk for later phys-
ical health problems that can constrain physical functioning.
Biological embedding models propose that early adversity can
contribute to long-term dysregulation in stress and immune
systems5, and meta-analytic evidence links childhood trauma
to elevated inflammatory markers in adulthood20. Consistent
with these pathways, adverse childhood experiences are asso-
ciated with chronic pain risk21, and earlier meta-analytic work
similarly found associations between self-reported childhood
abuse and adult chronic pain outcomes22. Childhood abuse
has also been linked prospectively to gastrointestinal symp-
toms, partially through psychological distress23. Thus, these
findings suggest plausible psychological and biological routes
from abuse to later functional impairment.

PTSD as a Moderating Factor

Defining PTSD and Why Moderation is Plausible
PTSD is characterised by intrusive re-experiencing, avoid-

ance, negative alterations in cognition/mood, and hyper-
arousal following trauma exposure24. Cognitive and memory-
based models propose that persistent PTSD is maintained
by ongoing perceptions of current threat, trauma-related ap-
praisals, and trauma memory disturbances25,26. Importantly,
PTSD is not an inevitable outcome following abuse; resilience
and recovery are common, supported by protective systems
such as supportive relationships and adaptive coping pro-
cesses27,28.

Because PTSD involves heightened arousal, threat moni-
toring, avoidance, and emotion-related symptoms, it is plau-

2 | © The National High School Journal of Science 2026



sible that the association between childhood abuse and adult
emotional and functional outcomes may be stronger among
individuals with PTSD. Meta-analytic evidence shows PTSD
symptoms are strongly associated with emotion regulation dif-
ficulties29. PTSD is also linked to broad functional impair-
ment across domains, with a systematic review and meta-
analysis indicating substantial functional limitations among
individuals with PTSD30. Moreover, in certain somatic out-
comes such as pain, PTSD has been shown to interact with
documented childhood victimisation to predict adult pain risk
decades later31. Collectively, these findings support the hy-
pothesis that PTSD could act as a moderator that strengthens
the relationship between childhood abuse and adult emotional
dysregulation and functional impairment.

Moderation Logic and Gap
Despite extensive evidence linking childhood abuse to

PTSD and to adult impairment, many studies treat PTSD
as an outcome or examine it as a mediating pathway rather
than directly testing moderation. For example, posttrau-
matic stress reactions have been examined as mediators link-
ing abuse to physical health complaints32, and related work
indicates trauma-related symptom profiles (including com-
plex PTSD features) can statistically account for childhood
trauma–physical health associations33. Mediation and mod-
eration, however, address distinct questions. Mediation ex-
amines whether posttraumatic stress accounts for the path-
way from abuse to later outcomes, whereas moderation ex-
amines whether the strength of abuse–outcome associations
differs between those with and without PTSD34. A modera-
tion framework follows from the cognitive and emotional fea-
tures of PTSD. Because PTSD involves ongoing perceptions
of current threat25 and difficulties in emotion regulation29, the
difficulties associated with a given level of early abuse may be
expressed more strongly among affected individuals. Direct
evidence for such conditional associations exists for some out-
comes, such as adult pain31. Few studies, however, have tested
whether PTSD alters the strength of abuse–outcome associa-
tions for emotional dysregulation and functional impairment.
Addressing this gap can clarify whether abuse-related difficul-
ties are especially pronounced among those with PTSD.

Current Study and Hypotheses

This study uses Add Health Wave IV to examine whether a
history of PTSD diagnosis moderates associations between
childhood abuse and (1) emotional dysregulation and (2) func-
tional impairment. It was hypothesised that:

Hypothesis 1: The association between childhood abuse
and emotional dysregulation will be stronger among adults
with a PTSD diagnosis than among adults without a PTSD
diagnosis.

Hypothesis 2: The association between childhood abuse
and functional impairment will be stronger among adults with
a PTSD diagnosis than among adults without a PTSD diagno-
sis.

Methods

Data

This study analysed secondary data from Wave IV (2007–
2008) of the National Longitudinal Study of Adolescent to
Adult Health (Add Health), a nationally representative longi-
tudinal study that has followed participants from adolescence
into adulthood since 199435. Wave IV was selected because
it includes retrospective measures of childhood abuse and
adult measures relevant to emotional regulation and health-
related functioning, allowing examination of long-term as-
sociations between early adversity and adult outcomes. At
Wave IV, respondents were aged 25–34 years (M = 29.00,
SD = 1.78). The analytic dataset included 5,114 respondents
with valid values for the key study variables. Due to miss-
ing data on household income, the sample size for correlation
and regression (moderation) analyses was reduced to 4,732
following listwise deletion. Included and excluded partici-
pants did not differ in PTSD prevalence or age and differed
only marginally in childhood abuse (p = .052); however, ex-
cluded participants reported lower educational attainment and
slightly higher emotional dysregulation and functional impair-
ment, suggesting that the data were not missing completely at
random. The robustness of the complete-case estimates to this
missingness was therefore evaluated using multiple imputa-
tion.

Measures

Childhood Abuse
Childhood abuse was measured using three retrospective

items assessing adverse experiences before age 18: emotional
abuse (“Before your 18th birthday, how often did a parent or
other adult caregiver say things that really hurt your feelings or
made you feel like you were not wanted or loved?”), physical
abuse (“Before your 18th birthday, how often did a parent or
adult caregiver hit you with a fist, kick you, or throw you down
on the floor, into a wall, or down stairs?”), and sexual abuse
(“How often did a parent or other adult caregiver touch you in
a sexual way, force you to touch him or her in a sexual way,
or force you to have sexual relations?”). Response options
ranged from 0 (never happened) to 5 (more than ten times).
A mean composite score was computed across the three items
(M = .68, SD = .97), with higher scores indicating more fre-
quent experiences of abuse (Cronbach’s α = .545).
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Emotional Dysregulation
Emotional dysregulation was measured using four items

from the Wave IV personality assessment: “I have frequent
mood swings,” “I get stressed out easily,” “I get angry eas-
ily,” and “I lose my temper.” Response options ranged from
1 (strongly disagree) to 5 (strongly agree). A mean score was
computed across the four items (M = 2.35, SD = .66), with
higher scores indicating greater emotional dysregulation. In-
ternal consistency was acceptable (Cronbach’s α = .795).

Functional Impairment
Functional impairment was measured using a single item

assessing health-related limitation in moderate physical activ-
ities: “How much does your health now limit you in moderate
activities, such as moving a table, pushing a vacuum cleaner,
bowling, playing golf?” Response options were 1 (not lim-
ited), 2 (limited a little), and 3 (limited a lot). Higher scores
indicated greater functional impairment (M = 1.12, SD= .39).
Because this measure is ordinal, results should be interpreted
as reflecting a graded increase in limitation.

PTSD Diagnosis
PTSD was measured using a single item asking whether a

doctor, nurse, or other healthcare provider had ever told the re-
spondent that they have or had PTSD. Responses were coded
as 0 (no) and 1 (yes). This item indexes a lifetime history
of professional diagnosis and does not assess current symp-
toms or clinically verified PTSD. In the complete-case sample,
3.1% of respondents (n = 149) reported a PTSD diagnosis.

Control Variables
Models controlled for sex, age, education, and household

income. Sex was coded as 0 (male) and 1 (female), with 54%
of respondents coded as female. Age ranged from 25 to 34
years (M = 29.00). Education was measured on a five-point
scale: less than high school (1), high school (2), 2–4 year col-
lege (3), 4-year university (4), and graduate school or above
(5). Household income was measured using 12 categories
ranging from less than $5,000 (1) to $150,000 or more (12).

Table 1 presents descriptive statistics for all study variables.

Table 1 Descriptive Statistics (n = 5,114; full sample)

Variables N (%) Mean (SD) Range

Childhood Abuse .68 (.97) 0–5
Emotional Dysregulation 2.35 (.66) 1–5
Functional Impairment 1.12 (.39) 1–3
PTSD (1 = yes) 161 (3.1%) – 0–1
Controls

Male 2,353 (46.0%)
Female 2,761 (54.0%)

Age 29.00 (1.78) 25–34
Education 3.14 (1.08) 1–5
Household Income 8.00 (2.67) 1–12

Analytic Strategy

First, descriptive statistics (means, standard deviations, and
frequencies) were computed for all study variables. Second,
bivariate associations among childhood abuse, emotional dys-
regulation, functional impairment, and PTSD diagnosis were
examined, with each correlation estimated using a coeffi-
cient appropriate to the measurement level of the variable pair
(Pearson’s r, point-biserial, rank-biserial, Spearman’s rho, or
polychoric). Third, to test moderation hypotheses, two multi-
ple regression models were estimated (one for emotional dys-
regulation and one for functional impairment). Each model
included childhood abuse, PTSD diagnosis, covariates (sex,
age, education, and household income), and the interaction
term (childhood abuse × PTSD). A statistically significant in-
teraction term was interpreted as evidence that PTSD mod-
erates the association between childhood abuse and the out-
come (Figure 1). As functional impairment was an ordinal
variable, the corresponding moderation model was addition-
ally estimated using ordinal (proportional-odds) logistic re-
gression, and the complete-case results were evaluated against
a multiple-imputation analysis (20 imputations, pooled using
Rubin’s rules) addressing missing data, which occurred pri-
marily on household income. All analyses were conducted
in R (version 4.4.1), using the psych package for correlations
and reliability, the MASS package for ordinal logistic regres-
sion, and the mice package for multiple imputation. Statistical
significance was evaluated at α = .05 (two-tailed).

Figure. 1 Hypothesised Model

Results

Descriptive Analysis

Table 2 presents correlations among all study variables for the
complete-case sample (n = 4,732), each estimated using a co-
efficient appropriate to the measurement level of the variables
(see Table 2 note). Childhood abuse (CA) was positively asso-
ciated with emotional dysregulation (ED) (r = .191, p < .001)
and functional impairment (FI) (ρ = .089, p < .001). PTSD
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diagnosis was also positively associated with ED (r = .166,
p < .001) and FI (r = .139, p < .001).

Moderation Analyses

Two moderation models were estimated to test whether PTSD
diagnosis moderates the association between childhood abuse
and (1) emotional dysregulation and (2) functional impair-
ment. Sex, age, education, and household income were in-
cluded as covariates in both models.

Emotional Dysregulation
As shown in Table 3, the regression model predicting emo-

tional dysregulation was significant (R2 = .125). Childhood
abuse was positively associated with emotional dysregulation
(B = .104, SE = .010, p < .001), indicating that higher abuse
exposure was associated with greater emotional dysregulation.
PTSD diagnosis was also a significant predictor of emotional
dysregulation (B = .547, SE = .059, p < .001), with respon-
dents reporting a PTSD diagnosis showing higher emotional
dysregulation on average.

The CA × PTSD interaction was significant (B = −.089,
SE = .037, p = .016), indicating that PTSD diagnosis moder-
ated the association between childhood abuse and emotional
dysregulation. However, the direction of moderation was op-
posite to Hypothesis 1: the association was weaker among re-
spondents with a PTSD diagnosis. The simple slope for re-
spondents without a PTSD diagnosis was B = .104, 95% CI
[.085, .123], p < .001, whereas for respondents with a PTSD
diagnosis it was B = .015, 95% CI [–.054, .085], p = .66, the
latter interval including zero (Figure 2). Thus, the association
between childhood abuse and emotional dysregulation was at-
tenuated among respondents with a PTSD diagnosis. In stan-
dardized terms, these associations were small (CA, β = .149;
PTSD, β = .145; interaction, β = −.023). The CA × PTSD
interaction explained a statistically significant but negligi-
ble increment in variance (∆R2 = .001, ∆F(1,4724) = 5.86,
p = .016). A power analysis indicated that statistical power
to detect an interaction of the observed magnitude was lim-
ited (approximately .70), consistent with the small size of the
PTSD subgroup (n = 149, 3.1%). The multiple-imputation
analysis (n = 5,114) yielded a pooled CA × PTSD interaction
estimate consistent with the complete-case result (B =−.078,
SE = .036, p = .030).

To characterise this pattern, the distributions of childhood
abuse and emotional dysregulation were examined by PTSD
subgroup. Among respondents without a PTSD diagnosis
(n = 4,583), childhood abuse (M = .66, SD = .94, range 0–
5) and emotional dysregulation (M = 2.32, SD = .64, range
1–5) were observed, whereas among those with a PTSD diag-
nosis (n = 149), both childhood abuse (M = 1.51, SD = 1.43,
range 0–5) and emotional dysregulation (M = 2.94, SD = .79,
range 1.14–4.86) were higher.

Functional Impairment
The functional impairment item was markedly skewed, with

91.2% of respondents (n = 4,315) reporting “not limited,”
6.4% (n = 305) “limited a little,” and 2.4% (n = 112) “limited
a lot.” In view of this distribution, functional impairment was
modeled using ordinal (proportional-odds) logistic regression
(Table 4). Childhood abuse (OR = 1.17, p = .002) and PTSD
diagnosis (OR = 5.29, p < .001) were each associated with
greater functional impairment.

The CA × PTSD interaction was not statistically signifi-
cant (OR = .84, p = .190), and Hypothesis 2 was therefore
not supported. The same pattern was obtained under a lin-
ear specification (interaction ∆R2 = .0002, ∆F(1,4724) = .81,
p = .368), indicating that the non-significant interaction did
not reflect the choice of model.

Figure. 2 Simple Slopes: PTSD as a Moderator of Childhood
Abuse on Emotional Dysregulation

Discussion and Conclusion

This study examined whether PTSD diagnosis moderates the
associations between childhood abuse and two adult out-
comes: emotional dysregulation and functional impairment.
Childhood abuse was positively associated with both emo-
tional dysregulation and functional impairment, and PTSD di-
agnosis showed independent positive associations with both
outcomes. Hypothesis 1 proposed that a PTSD diagnosis
would amplify the association between childhood abuse and
emotional dysregulation. Although the interaction term was
statistically significant, it was opposite in direction: the abuse–
emotional dysregulation association was weaker among re-
spondents with a PTSD diagnosis. Thus, Hypothesis 1 was
not supported. Hypothesis 2 proposed that a PTSD diagnosis
would amplify the association between childhood abuse and
functional impairment; the interaction term was not signifi-
cant, so Hypothesis 2 was not supported.
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Table 2 Correlation Matrix (n = 4,732)

Variables 1 2 3 4 5 6 7 8

1. CA –
2. ED .191*** –
3. FI .089*** .156*** –
4. PTSD .154*** .166*** .139*** –
5. Sex .100*** .149*** .075*** .036* –
6. Age –.022 –.003 .023 –.010 –.053*** –
7. Education –.034* –.196*** –.180*** –.035* .125*** –.011 –
8. HH Income –.080*** –.153*** –.187*** –.044** –.074*** .057** .347*** –

Note. Analysis sample reduced due to listwise deletion; Coefficients match each variable pair: Pearson’s r (continuous–continuous), point-biserial
(binary–continuous), rank-biserial (binary–ordinal), Spearman’s rho (ordinal–continuous), and polychoric (ordinal–ordinal); CA = Childhood Abuse; ED =

Emotional Dysregulation; FI = Functional Impairment; HH Income = Household Income. *** p < .001, ** p < .01, * p < .05

Table 3 Moderation Analysis: PTSD as a Moderator of Childhood
Abuse on Emotional Dysregulation (n = 4,732)

Variables B SE β t p

CA .104*** .010 .149 10.66 < .001
PTSD .547*** .059 .145 9.25 < .001
CA × PTSD –.089* .037 –.023 –2.42 .016
Constant 2.027 .030 — 68.03 < .001
Controls

Sex .192*** .018 .143 10.45 < .001
Age .005 .005 .012 .91 .365
Education –.108*** .009 –.171 –11.94 < .001
Household Income –.025*** .004 –.100 –6.88 < .001

Note. Analysis sample reduced due to listwise deletion; R2 = .125; β =
standardized regression coefficient; CA = Childhood Abuse. *** p < .001,

** p < .01, * p < .05

Table 4 Ordinal Logistic Moderation Analysis: PTSD as a
Moderator of Childhood Abuse on Functional Impairment
(n = 4,732)

Variables B SE OR z p

CA .159** .052 1.17 3.04 .002
PTSD 1.666*** .274 5.29 6.08 < .001
CA × PTSD –.176 .134 .84 –1.31 .190
Controls

Sex .543*** .112 1.72 4.85 < .001
Age .063* .030 1.07 2.13 .033
Education –.254*** .053 .78 –4.78 < .001
Household Income –.089*** .019 .92 –4.59 < .001

Note. Analysis sample reduced due to listwise deletion; OR = odds ratio; CA
= Childhood Abuse. *** p < .001, ** p < .01, * p < .05

Childhood Abuse and Emotional Dysregulation

The positive association between childhood abuse and emo-
tional dysregulation is consistent with emotion regulation the-
ory and empirical evidence identifying dysregulated emotion

processes as a key pathway linking childhood adversity to
adult psychopathology8,10,13. Developmental research further
suggests that the timing and chronicity of abuse relate to long-
term differences in neurocognitive functioning relevant to reg-
ulatory control11.

Childhood Abuse, PTSD, and Functional Impairment

The association between childhood abuse and functional im-
pairment aligns with life-course models proposing that early
adversity becomes biologically embedded via cumulative
stress-system changes and allostatic load, contributing to later
health risk and functional limitations5. Meta-analytic evi-
dence also links childhood trauma exposure to elevated in-
flammatory markers in adulthood, which may be relevant
to long-term physical functioning and health-related limita-
tions20. The independent association between PTSD diagno-
sis and functional impairment is consistent with meta-analytic
evidence showing that PTSD is associated with substantial im-
pairment across domains of functioning30, and with work sug-
gesting functional impairment in trauma-exposed populations
reflects processes beyond PTSD symptoms alone36.

Why Did PTSD Diagnosis Attenuate the Abuse–Emotional
Dysregulation Association?

Although a PTSD diagnosis was expected to amplify abuse-
related emotional dysregulation, the observed interaction sug-
gested attenuation. The subgroup distributions reported above
argue against two artifactual explanations: emotional dysreg-
ulation in the PTSD diagnosis group spanned nearly the full
scale (1.14–4.86) and showed greater variability than in the
no-PTSD diagnosis group, so neither a hard ceiling effect nor
range restriction is evident. A more plausible account involves
construct overlap between PTSD and emotional dysregula-
tion: meta-analytic evidence indicates robust associations be-
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tween emotion regulation difficulties and posttraumatic stress
symptoms29. If dysregulation is elevated among diagnosed in-
dividuals across all levels of abuse exposure, variation in abuse
explains less additional variance within the PTSD group, pro-
ducing a smaller slope.

A second explanation relates to measurement and selection.
PTSD was measured as a lifetime professional diagnosis (bi-
nary). Diagnosis-based measures can reflect not only symp-
tom presence, but also factors such as help-seeking, healthcare
access, and clinician recognition, which may introduce het-
erogeneity in the PTSD group. In addition, a lifetime PTSD
diagnosis can stem from a wide range of traumas other than
childhood abuse, including assaults, accidents, and disasters in
adolescence or adulthood37; respondents in the PTSD group
with low childhood abuse scores may therefore have experi-
enced other index traumas, and this heterogeneity in trauma
source would further weaken the within-group association be-
tween childhood abuse and emotional dysregulation. More
generally, interaction effects are statistically difficult to esti-
mate precisely, especially with an imbalanced moderator, be-
cause power to detect interactions is typically much lower than
for main effects38. Replication using symptom-severity PTSD
measures may clarify whether attenuation persists when PTSD
is measured dimensionally rather than categorically.

Why was There No Moderation for Functional Impair-
ment?

The absence of a significant interaction for functional impair-
ment suggests that PTSD diagnosis did not change the strength
of the abuse–functional impairment association in this sam-
ple. This pattern is consistent with a broader literature in
which trauma-related symptom profiles often function as me-
diators rather than moderators of physical health outcomes.
For example, posttraumatic stress reactions have been shown
to statistically mediate associations between child abuse and
later physical health complaints32, and related work suggests
complex PTSD symptom profiles can account for childhood
trauma–physical health associations33. Importantly, modera-
tion may also be outcome-specific: PTSD has been shown to
interact with documented childhood victimisation to predict
some pain outcomes in adulthood31. The single-item func-
tional impairment measure used here is broad and may be
less sensitive to PTSD-specific amplification effects than more
specific outcomes (e.g., pain interference, disability indices).

Implications

These findings reinforce that childhood abuse is associated
with adult emotional dysregulation and functional impair-
ment, supporting models that position emotion regulation as
a central mechanism linking adversity to later adjustment13.

Clinically, the attenuating interaction suggests that emotion
dysregulation may be elevated among abuse-exposed indi-
viduals regardless of PTSD diagnosis, highlighting the value
of assessing and addressing regulation difficulties even when
PTSD is not present or not diagnosed. For functioning, sig-
nificant main effects of both abuse and PTSD suggest that
intervention and prevention efforts may need to address both
trauma-related symptoms and broader health-related and psy-
chosocial pathways that contribute to impairment30.

Limitations

Several limitations should be considered. First, PTSD was as-
sessed with a single self-report item indicating a lifetime his-
tory of professional diagnosis. Such an item does not capture
symptom severity, chronicity, or current status, and reflects
help-seeking and access to healthcare as well as symptom bur-
den; reported diagnoses may also be inaccurate. The findings
therefore pertain to a history of PTSD diagnosis rather than to
PTSD as a clinical construct. Second, the PTSD group was
small (3.1%), which likely reduced precision for interaction
estimates38. This prevalence is also lower than United States
lifetime estimates of approximately 6 to 8 percent from na-
tionally representative surveys37,39. Several features of the
present study may contribute to this difference. The sample
was restricted to adults aged 25 to 34, whereas national esti-
mates cover the full adult age range. The Add Health sampling
frame was school-based, which may underrepresent severely
affected individuals. In addition, PTSD was indexed by a
self-reported professional diagnosis rather than a structured
diagnostic interview, so individuals who met criteria but never
sought or received care are not captured, which would lower
the observed prevalence. Third, childhood abuse was mea-
sured retrospectively with a brief three-item composite with
low internal consistency (α = .545). Because the three items
index distinct forms of abuse that need not co-occur, α may
understate the reliability of the composite, which functions
as a formative index of cumulative abuse exposure40. Sen-
sitivity analyses entering each abuse item separately produced
the same pattern of results as the composite (each item posi-
tively associated with emotional dysregulation, all p < .001;
all CA × PTSD interaction coefficients negative and none
indicating amplification; no significant interaction for func-
tional impairment). Retrospective recall is a further source
of measurement error and predominantly produces false neg-
atives rather than false positives41. Both sources of error at-
tenuate regression estimates, so the observed associations are
likely conservative. The measure also excludes neglect; the
findings therefore pertain to threat-related adversity (abuse)
specifically and may not generalise to deprivation-related ex-
periences. Fourth, functional impairment was measured with
a single three-level ordinal item, which may be less sensitive
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than multi-item functioning measures. Fifth, although Add
Health is a longitudinal study, the present analyses were cross-
sectional, as childhood abuse was reported retrospectively and
both outcomes were measured concurrently at Wave IV; the
findings therefore reflect associations and do not permit causal
inference. Sixth, the models adjusted for demographic covari-
ates only. Conditions such as depression, anxiety disorders,
substance use, and physical health problems were not included
and may be related to both emotional dysregulation and func-
tional impairment, so the possibility of residual confounding
remains.

Future Directions

Future studies should replicate these findings in samples with
higher PTSD prevalence and use validated symptom-level
PTSD measures (e.g., the PCL-5 or CAPS-5) to test whether
the attenuating interaction persists. It may also be informa-
tive to compare moderation models (PTSD changes the abuse–
outcome slope) with mediation models (posttraumatic stress
explains the pathway from abuse to functioning), given evi-
dence supporting mediation in physical health outcomes32.

Conclusion

Childhood abuse and PTSD diagnosis were each associated
with higher emotional dysregulation and greater functional
impairment in adulthood. However, a PTSD diagnosis did
not amplify abuse-related associations in this sample: mod-
eration was attenuating for emotional dysregulation and non-
significant for functional impairment. These findings sug-
gest that abuse-related dysregulation and impairment may be
important clinical targets regardless of PTSD diagnosis sta-
tus, and that future work should clarify the mechanisms and
measurement conditions under which the strength of abuse–
outcome associations varies by PTSD status.

References
1 M. Stoltenborgh, M. J. Bakermans-Kranenburg, L. R. A. Alink and M. H.

van IJzendoorn, The prevalence of child maltreatment across the globe:
Review of a series of meta-analyses, 2015, 10.1002/car.2353.

2 K. Hughes, M. A. Bellis, K. A. Hardcastle, D. Sethi, A. Butchart, C. Mik-
ton, L. Jones and M. P. Dunne, The effect of multiple adverse childhood
experiences on health: A systematic review and meta-analysis, 2017,
10.1016/S2468-2667(17)30118-4.

3 R. T. Leeb, L. J. Paulozzi, C. Melanson, T. R. Simon and I. Arias, Child
Maltreatment Surveillance: Uniform Definitions for Public Health and
Recommended Data Elements, Version 1.0, Centers for Disease Control
and Prevention, National Center for Injury Prevention and Control, 2008.

4 Y. D. Ahn, S. Jang, J. Shin and J. W. Kim, Psychological aspects of child
maltreatment, 2022, 10.3340/jkns.2021.0300.

5 A. Danese and B. S. McEwen, Adverse childhood experiences, allostasis,
allostatic load, and age-related disease, 2012, 10.1016/j.physbe
h.2011.08.019.

6 K. A. McLaughlin and M. A. Sheridan, Beyond cumulative risk: A di-
mensional approach to childhood adversity, 2016, 10.1177/096372
1416655883.

7 K. A. McLaughlin, M. A. Sheridan and H. K. Lambert, Childhood adver-
sity and neural development: Deprivation and threat as distinct dimen-
sions of early experience, 2014, 10.1016/j.neubiorev.2014.1
0.012.

8 J. J. Gross, The emerging field of emotion regulation: An integrative re-
view, 1998, 10.1037/1089-2680.2.3.271.

9 K. L. Gratz and L. Roemer, Multidimensional assessment of emotion
regulation and dysregulation: Development, factor structure, and ini-
tial validation of the Difficulties in Emotion Regulation Scale, 2004,
10.1023/B:JOBA.0000007455.08539.94.

10 A. Aldao, S. Nolen-Hoeksema and S. Schweizer, Emotion-regulation
strategies across psychopathology: A meta-analytic review, 2010, 10.1
016/j.cpr.2009.11.004.

11 R. A. Cowell, D. Cicchetti, F. A. Rogosch and S. L. Toth, Childhood
maltreatment and its effect on neurocognitive functioning: Timing and
chronicity matter, 2015, 10.1017/S0954579415000139.

12 J. M. Warmingham, E. B. Duprey, E. D. Handley, F. A. Rogosch and
D. Cicchetti, Patterns of childhood maltreatment predict emotion process-
ing and regulation in emerging adulthood, 2023, 10.1017/S0954579
422000025.
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