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Abstract

Objective—Exposure to multiple traumatic events (polyvictimization) is a reliable predictor of 

deleterious health outcomes and risk behaviors in adolescence. The current study extends the 

literature on the prevalence and consequences of adolescent trauma exposure by (a) empirically 

identifying and characterizing trauma exposure profiles in a large, ethnically diverse, multi-site, 

clinical sample of adolescents, and (b) evaluating relations among identified profiles with 

demographic characteristics and clinical correlates.

Method—Data from the National Child Traumatic Stress Network Core Data Set were used to 

identify and characterize victimization profiles using latent class analysis in a sample of 3,485 

adolescents (ages 13–18, 63% female, 35.7% White, 23.2% Black/African American, 35.0% 

Hispanic/Latino). Multiple measures of psychological distress and risk behaviors were evaluated 

as covariates of trauma exposure classes.

Results—Five trauma exposure classes, or profiles, were identified. Four classes—representing 

approximately half the sample—were characterized by polyvictimization. Polyvictimization 

classes were differentiated on number of trauma types, whether emotional abuse occurred, and 

whether emotional abuse occurred over single or multiple developmental epochs. Unique relations 

with demographic characteristics and mental health outcomes were observed.

Discussion—Results suggest polyvictimization is not a unidimensional phenomenon but a 

diverse set of trauma exposure experiences with unique correlates among youth. Further research 

on prevention of polyvictimization and mechanisms linking chronic trauma exposure, gender, and 

ethnicity to negative outcomes is warranted.
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Exposure to potentially traumatic events (PTEs) is prevalent during adolescence (Finkelhor, 

Turner, Shattuck, & Hamby, 2013; Kilpatrick et al., 2003). Youth exposed to one PTE type 

are at elevated risk for experiencing multiple PTE types over time (Finkelhor, Ormrod, 

Turner, & Hamby, 2005). Epidemiologic studies suggest that polyvictimization (i.e., 

exposure to multiple PTEs regardless of source, repetitiveness, or chronicity) in adolescence 

is common (Finkelhor, Ormrod, & Turner, 2007a; Ford, Elhai, Connor, & Freuh, 2010); 

25% of youth report exposure to multiple types of direct victimization, over 10% report 5+ 

types, and 1.4% report exposure to 10+ types of violence annually (Finkelhor et al., 2011; 

Finkelhor et al., 2013). A study of adolescents in a clinical outpatient setting found 1 in 8 

youth reported polyvictimization, with trauma taking place across multiple contexts 

(Alvarez-Lister, Pereda, Abad, Guilera, & Grevia, 2014). PTE types are often studied in 

isolation, which may mask important differences among youth exposed to complex, varied 

patterns of trauma (Kazdin, 2011). The purpose of this study was twofold: to identify 

patterns or profiles of PTE exposure—particularly with respect to polyvictimization—in a 

large sample of clinic-referred adolescents, and to evaluate relations between identified 

profiles and demographic characteristics and mental health outcomes.

Polyvictimization is associated with higher rates of mental health problems (Briere, 

Kaltman, & Green, 2008; Greeson et al., 2012; Finkelhor et al., 2007ab; Ford et al., 2010; 

Macdonald et al., 2010), with repeated early exposure showing increased negative impact on 

functioning across multiple domains (Cook et al., 2005). The cumulative risk model posits 

that combinations of risk factors, including psychosocial adversities and PTEs, aggregate 

and interact to increase potential for negative outcomes (Sameroff, 2000). According to the 

related ‘risk factor caravan’ model, certain types of PTEs and stressors may be more likely 

than others to cluster or co-occur across one’s development, accumulating risk for a variety 

of negative consequences, including mental health problems (Layne, Briggs, & Courtois, 

2014). These models provide a useful framework for considering why individuals 

experience particular combinations of PTEs and resultant mental health consequences across 

development. There is variability in how polyvictimization and the related constructs of 

polytraumatization and complex trauma are operationalized, however; many studies have 

used simple counts of PTE types to define the constructs. This approach treats 

polyvictimization as a unitary phenomenon and ignores different combinations of PTEs that 

may be more common among adolescents than others, or certain profiles that may be 

uniquely associated with specific clinical outcomes (Spinazzola et al., 2014). For instance, 

polyvictimization profiles marked by emotional or verbal abuse (Spinazolla et al., 2014), 

early childhood onset (Kaplow & Widom, 2007), and prolonged duration of trauma 

exposure (Manly, 2005) may be uniquely predictive of emotional distress. However, few 

studies have used analytic approaches that empirically identify polyvictimization based on 

trauma characteristics (type, duration, onset). In response, research is needed to elucidate the 
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nature and correlates of polyvictimization profiles among adolescents and whether 

consideration of unique PTE profiles holds utility for clinical practice and research.

One approach to identifying trauma profiles empirically involves latent class analysis 

(LCA), a multivariate statistical method used to untangle complex data by identifying 

relatively homogeneous classes (i.e., profiles, subgroups) with similar characteristics. Ford 

et al. (2010) used LCA in a nationally representative community sample of adolescents and 

found six trauma profiles. Four of the profiles, comprising one-third of the sample, were 

characterized by polyvictimization, whereas the other two profiles included youth who 

primarily witnessed violence or experienced disasters or accidents. Moreover, 

polyvictimized youth experienced more adverse mental health outcomes, including being 

2.2–5.6 times more likely to meet diagnostic criteria for PTSD and 3.4–16.2 times more 

likely to engage in drug use than youth who experienced one trauma type. The use of 

empirically derived trauma profiles (Ford et al., 2010) was innovative, and offered valuable 

insight into patterns of adolescent polyvictimization in the general population. Consideration 

of clinic-referred youth represents a logical extension of this work that carries important 

implications for healthcare providers working with adolescents.

Polyvictimization patterns and associations with psychological distress have not been 

examined in a large, diverse sample of clinically referred adolescents. Where it has been 

studied in clinical samples of adolescents, polyvictimization was globally associated with 

PTSD (Ford, Wasser, & Connor, 2011) and internalizing and externalizing psychopathology 

in outpatients (Alvarez-Lister et al., 2014) and externalizing behaviors in inpatients (Ford, 

Connor, & Hawke, 2009). Methodological limitations of these prior studies, including small 

sample size, simple counts of trauma types, or cluster analysis as opposed to latent class 

analysis (DiStefano & Kamphaus, 2006) have precluded identification of unique 

polyvictimization profiles or direct comparisons of polyvictimization between community 

and clinical samples. The ubiquitous and deleterious nature of polyvictimization, broadly 

defined, particularly during adolescence, highlights the need to better understand the 

heterogeneity and consequences of the phenomenon.

Another limitation of the polyvictimization literature is that PTE chronicity is inconsistently 

included in definitions or statistical models. Similar to psychopathology (Krueger & 

Markon, 2011), traumatic stress varies along several dimensions, including chronicity 

(Manly 2005). Whereas PTE exposure across multiple developmental stages predicts more 

severe symptoms (English, Graham, Litrownik, Everson, & Bangdiwala, 2005; Graham et 

al., 2010), chronicity of polyvictimization appears to be less influential in predicting 

outcomes than the number of PTE types experienced (e.g., Finkelhor et al., 2007b; Turner, 

Finkelhor, & Ormrod, 2010). LCA and cluster analysis have yet to incorporate PTE 

chronicity when investigating polyvictimization, however. This study examined whether 

adolescents experienced PTEs across multiple developmental stages (epochs) to determine if 

certain polyvictimization profiles were more highly associated with trauma exposure across 

epochs than others.

Finally, findings on whether race or ethnicity relate to polyvictimization have been mixed, 

with some research indicating that non-white ethnicity increases vulnerability to 
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polyvictimization (Ford et al., 2010), whereas others found no such relation (Finkelhor et al., 

2009). Discrepancies could be due to the use of different classification systems (e.g., LCA, 

cluster analysis, PTE counts) and operationalization of ethnicity (e.g., measurement of race 

versus ethnicity). Thus, this study examined whether racial group identification, along with 

other demographic characteristics (e.g., gender and primary residence/living arrangement), 

was associated with particular polyvictimization profiles. Understanding which youth are 

more vulnerable to distinct patterns of trauma within the cumulative risk model, and thus 

certain clinical outcomes, may lead to more targeted adolescent prevention and intervention 

programs.

This study had two key aims: (1) to identify and characterize the number and composition of 

latent polyvictimization classes in a large, ethnically diverse, multi-site, clinic-referred 

sample of adolescents using the National Child Traumatic Stress Network (NCTSN) Core 

Data Set (CDS), and (2) to evaluate associations between identified polyvictimization 

profiles and (a) demographic characteristics and (b) distress and impairment. Based on 

theoretical models positing multiple pathways and combinations of PTE exposure (e.g., 

Layne et al., 2014) and past research in community samples (e.g., Ford et al., 2010), we 

hypothesized multiple polyvictimization classes would be identified, and that 

polyvictimization overall would be more prevalent in a clinical sample than community 

samples. We anticipated that trauma types represented by the polyvictimization classes 

would correspond to pathways to adolescent polyvictimization described in prior research 

(i.e., community, school, and interpersonal violence associated with residing in dangerous 

neighborhoods; maltreatment and domestic violence associated with living in dangerous 

families; chronic exposure to impaired caregivers, maltreatment, and assault associated with 

having chaotic family environments) (Finkelhor, Ormrod, Turner, & Holt, 2009). Given the 

mixed results of previous studies exploratory analyses examined whether ethnicity and 

gender are related to particular patterns of PTE.

Regarding clinical outcomes, it was predicted that polyvictimization profiles involving 

higher numbers of PTEs and more severe forms of victimization would be associated with 

greater psychological distress (Finkelhor et al., 2011; Ford et al., 2010), consistent with the 

cumulative risk model (Samaroff, 2000). Further, consistent with past polyvictimization 

research (Cyr et al., 2013; Layne eta l., 2014), we predicted that polyvictimization profile(s) 

that included sexual victimization and/or emotional maltreatment would correspond to 

elevated levels of distress. Exploratory analyses examined whether other combinations of 

trauma across different developmental epochs were associated with different patterns of 

mental health problems.

Method

The present study used data from the NCTSN-CDS, a quality improvement initiative 

designed to standardize assessment procedures across NCTSN sites. The NCTSN-CDS was 

collected from 2004 to 2010 at 56 centers across the United States, including community-

based organizations, hospitals, and universities providing youth mental health services 

(Briggs et al., 2012; Pynoos et al., 2008). The CDS includes core clinical and demographic 

characteristics, trauma history details, and treatment services information for 14,088 youth, 
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aged birth to 21 years, who presented for assessment and treatment following PTE exposure. 

Procedures were approved by the Duke University Health System Institutional Review 

Board (IRB) and the respective IRBs of all participating NCTSN sites. Trained staff 

obtained assent/consent from youth and their guardians and collected data as part of routine 

clinical care at intake.

Sample

The sample included youth aged 13–18 years (n=4,720), with 1+ confirmed trauma 

(n=3,754) and reported age(s) of exposure (n=3,485). The sample was racially/ethnically 

diverse and approximately 63% were female. This sample was randomly divided into two 

subsamples (n=1,743 and n=1,742) for exploratory and confirmatory analyses. Demographic 

characteristics are listed in Table 1 for the exploratory sample, which was the sample of 

primary emphasis here.

Measures

Trauma History Profile (THP)—The THP is a 20 item trauma screener derived from the 

UCLA PTSD-Reaction Index (UCLA PTSD-RI; Steinberg, Brymer, Decker, & Pynoos, 

2004). The THP was used to gather data from multiple informants - child/adolescent, 

parents/caregivers, and other collaterals (e.g., caseworkers) and included a comprehensive 

list of trauma types: 1) sexual maltreatment/abuse (by a caregiver); 2) sexual assault/rape 

(not by a caregiver); 3) physical abuse/maltreatment (by a caregiver); 4) physical assault 

(not by a caregiver); 5) emotional abuse/psychological maltreatment (emotional abuse, 

verbal abuse, excessive demands, emotional neglect); 6) neglect; 7) domestic violence; 8) 

illness/medical trauma; 9) injury/ accident; 10) traumatic loss/separation/bereavement; 11) 

having an impaired caregiver (caretaker depression, other medical illness, alcohol/drug 

abuse); 12) extreme interpersonal violence (not reported elsewhere); 13) community 

violence (not reported elsewhere); and 14) school violence. The remaining THP variables 

(e.g., exposure to war, natural disasters, kidnapping, forced displacement) occurred in less 

than 5% of the sample and were not included in the analysis.

Standard, detailed definitions, modeled after the National Child Abuse and Neglect Data 

System (NCANDS) Glossary (NCANDS, 2000) were provided to clinical staff before intake 

administration. Staff participated in mandatory trainings and ongoing quality assurance 

through the National Center for Child Traumatic Stress to ensure data integrity. For each 

item, clinicians indicated whether a trauma was thought to have occurred (Yes/No), and if 

so, whether the event was suspected or confirmed in the intake evaluation process (e.g., 

child interview, information from caregivers, Child Protective Service records). Only 

confirmed—not suspected—trauma types were used in the analyses here to minimize 

discrepancies in information reported by multiple respondents and from multiple sources.

For each trauma endorsed, clinicians provided additional information about the experience 

(e.g., age of exposure, duration, frequency, etc). The reported age of exposure was used to 

classify the trauma as occurring during one of three developmental epochs: 0–5 years of age, 

6–12 years, and 13–18 years. A 3-level variable for each trauma type was constructed to 
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assess chronicity of exposure: 0-trauma type not experienced, 1-trauma type experienced in 

only one epoch, and 2-trauma type experienced in multiple epochs.

Demographic variables—Demographic variables included age, gender, race/ethnicity, 

and current primary residence. Race and ethnicity were categorized as White (non-

Hispanic), Black/African American (non-Hispanic), Hispanic/Latino, or Other. Primary 

residence, which denotes placement status, was classified as: home with parent/s, lives with 

other relatives, foster care, residential treatment center/correctional facility, or other.

UCLA PTSD-RI—The UCLA PTSD-RI (Steinberg, Brymer, Decker, & Pynoos, 2004; 

Steinberg & Brymer, 2008) assessed the past-month frequency and severity of PTSD 

symptoms. Items corresponded to DSM-IV symptom cluster criterion for B (intrusion), C 

(avoidance), and D (hyperarousal). Clinicians administered this standardized measure 

primarily as a self-report instrument or by clinical interview, given the developmental and 

clinical needs of the participants (e.g. limited literacy/comprehension for age). Twenty items 

directly assessed PTSD symptoms, and two additional items assessed associated fear of 

recurrence and guilt. Subscale scores for criterion scales and a total PTSD score were 

tabulated. Relevance to recent changes in DSM-5 and robust psychometric properties have 

been described previously (see Elhai et al., 2013; Steinberg et al., 2013). Here, internal 

consistency for each scale was good (PTSD total score: α = 0.86, B: α = 0.93, C: α = 0.92, 

D: α = 0.94).

Child Behavior Checklist (CBCL) 6–18—The CBCL, completed by a caregiver, is a 

widely-used 113-item questionnaire that yields scores for Total Behavioral Problems based 

on two broadband scales (Internalizing and Externalizing Behavioral Problems) and 

empirically-based syndrome scales that reflect emotional and behavioral problems and 

symptoms (Achenbach & Rescorla, 2001). The CBCL has been used in ethnically diverse 

populations and has consistently demonstrated strong psychometric properties. Here, the 

CBCL yielded Cronbach alphas greater than 0.98 for the Total, Internalizing, and 

Externalizing Behavior Problem scales.

Risk Behaviors—At baseline, a 3-point scale was used to rate the degree of functional 

impairment and severity of 14 problems reported by youth and their caregivers in the past 30 

days. Three high risk behaviors—alcohol/substance abuse, suicidality, self-injurious 

behaviors—were assessed. The remaining items assessed functioning across a broad range 

of psychosocial domains and ecological contexts including home, school, and community. 

To remain consistent with previous analyses on the CDS and avoid skewness, the indicators 

were dichotomized by combining 1 (somewhat a problem) and 2 (very much a problem) vs. 

0 (not a problem).

Data Analysis

The primary goal of the analysis was to discern if distinct classes of trauma exposure could 

be identified in the sample and, if so, which of the auxiliary variables had significant 

relationships with class membership. Analyses were performed using Mplus 7.1 and SAS 

9.3. Descriptive statistics delineated sample characteristics. Latent class analysis (LCA), a 
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type of mixture modeling, was used to identify subgroups based on variables categorizing 

exposure to each of the 14 PTE types. The sample was large enough to be divided via 

random selection into two nearly equal groups (n=1743 and n=1742). These groups did not 

differ significantly on any demographic characteristics. The first group was used to conduct 

exploratory latent class analysis (LCA) and the second was used for a confirmatory LCA. 

The results of the first group are reported in this paper. Because the number of classes was 

unknown, variables were entered into the LCA beginning with one class; additional classes 

were added incrementally until the model was no longer well defined (i.e., a unique solution 

could not be determined with maximum likelihood methods). Resulting models ranged from 

one to eight classes.

Each model was tested for fit using several measures. The Bayesian Information Criterion 

(BIC) is a quantitative index of model fit utilizing both the likelihood and number of model 

parameters, where lower values indicate more favorable fit (Schwarz, 1978). The Consistent 

Akaike’s Information Criterion (CAIC) and Approximate Weight of Evidence Criterion 

(AWE) use similar criteria as the BIC. The Lo–Mendell–Rubin adjusted likelihood ratio test 

(LMR) (Lo, Mendell, & Rubin, 2001) provides between-model comparisons; non-significant 

values indicate the model with one additional class does not statistically improve fit over the 

current model. The Bayes Factor (BF) quantifies the extent to which the data favor the 

current model over the model with one more class by approximating the ratio of the 

probability of obtaining the sample data, assuming the current model is true, over the 

probability of obtaining the data assuming one additional class. The approximate Correct 

Model Probability (cmP) for a model is an approximation of the probability of a model 

being correct relative to the models we attempted. Entropy values (R2
entr) were used to 

evaluate the quality and separation of classes indicated (Ramaswamy, DeSarbo, Reibstein, 

& Robinson, 1993). Lower entropy values for a model (range: 0–1) suggest classes that do 

not possess unique characteristics. A confirmatory latent class was performed on the second 

half of the complete sample. Meaningfulness and interpretability of PTE patterns within 

modeled classes were considered in selecting the final class structure. Class descriptions for 

the selected models were generated using results and related inferences from the 3-step 

method (Vermunt, 2010). This method (1) summarizes covariates and most likely class 

assignments in a multidimensional frequency table, (2) uses matrix multiplication to 

reweight the frequency counts by the inverse of the matrix of classification errors, and (3) 

uses multinomial logistic regression with the reweighted frequency table. This approach 

estimates the relationship of class membership with auxiliary variables of interest while 

adjusting for misclassification bias (Vermunt, 2010).

Results

Sample demographic characteristics, lifetime number of trauma types, and emotional and 

behavioral outcomes are presented in Table 1. Table 2 presents the percent of youth exposed 

to the 14 PTE types across the developmental epochs.
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Aim 1: LCA Classes

Table 3 summarizes key model fit indices. The minimum BIC occurred with the 5-class 

model. Examination of CAIC and AWE yielded similar results. The LMR indicated a simple 

2-class model as most parsimonious. The 5-class model was the simplest model for which 

BF was of significant magnitude. The cmP heavily favored the 5 class model with a value of 

1. Thus the quantitative and qualitative fit indices suggested the 5-class model best 

explained the data. Class enumeration results from the confirmatory LCA of the second half 

of the sample were similarly in favor of a 5-class model.

The classes were delineated by two factors: the proportion of youth in the class estimated to 

have experienced each PTE and whether traumas were experienced in >1 developmental 

epoch. Figure 1 summarizes the first factor by presenting overall trauma exposure for each 

subgroup, combining single and multiple epoch exposure. Figure 2 details further class 

distinctions by presenting estimated proportions of multi-epoch exposure for each subgroup. 

Of the five subgroups, four were classified by multiple PTE types. One polyvictimization 

subgroup that emerged can be characterized as a high exposure subgroup (M=10.0 trauma 

types). This subgroup had high exposure rates to several trauma types: physical abuse 

(82.5%), emotional abuse (96.5%), domestic violence (76.8%), traumatic loss/separation/

bereavement (77.6%), impaired caregiver (86.5%), and community violence (77.8%). 

Additionally, several trauma types occurred in multiple developmental epochs: physical 

abuse (60.6%), emotional abuse (82.2%), domestic violence (56.9%), and impaired 

caregiver (68.7%).

Three polyvictimization subgroups had relatively moderate levels of trauma exposure: a 

multi-epoch emotional abuse subgroup (M =5.0 trauma types), an emotional abuse subgroup 

(M =6.1 trauma types), and a loss/violence exposure subgroup (M =5.4 trauma types). Of 

these, the multi-epoch emotional abuse subgroup had the largest estimated membership 

(19.2% of the sample). Multiple peaks in Figures 1 and 2 illustrate that this subgroup was 

distinguished by high rates of Emotional Abuse/Psychological Maltreatment, both overall 

(75.6%) and in multiple developmental epochs (74.3%). This subgroup also had relatively 

high multi-epoch exposure to physical abuse (46.5%), neglect (34.8%), domestic violence 

(49.1%), and an impaired caregiver (52.7%). The emotional abuse subgroup had relatively 

high exposure to trauma types similar to the multi-epoch emotional abuse subgroup; 

emotional abuse (72.1%), physical abuse (61.0%), domestic violence (62.1%), and an 

impaired caregiver (62.9%). However, as illustrated by the “flatness” of this group in Figure 

2, the majority of PTEs in this subgroup occurred in only one epoch. In contrast, the loss/

violence exposure group was distinguished by higher exposure rates to traumatic loss/

separation/bereavement (71.0%) and community violence (69.9%).

The final subgroups demonstrated relatively low numbers of PTEs, and thus was considered 

a non-polyvictimization profile, or low exposure subgroup. This group represents 

approximately half of the sample (51.2%). This subgroup had a comparably low average 

number of lifetime trauma types (M =2.2 trauma types). Though not distinguished by 

particularly high rates of any one trauma, traumatic loss/separation/bereavement was the 

most common trauma type in this group affecting half the sample (51.3%).
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The confirmatory analysis on the second half of the sample revealed 5 classes with the same 

distinct characteristics. Specifically, it revealed a high exposure subgroup (5.1%), multi-

epoch emotional abuse subgroup (17.4%), an emotional abuse subgroup (10.6%), and a 

loss/violence exposure subgroup (18.3%), and a low exposure subgroup (48.6%). The only 

distinct difference in in this model was that the high exposure subgroup in the confirmatory 

sample had even higher rates of distinct trauma types than the exploratory sample.

Aim 2: Demographic and Clinical Covariates across Classes

Multinomial logistic regression was used to determine which variables were significantly 

related to class membership. Class-specific estimates derived from multinomial logistic 

regression models are presented in Table 4. As seen in Table 4, gender, race, primary 

residence, and number of PTE types experienced were statistically significant predictors of 

class membership. For example, being male was associated with increased likelihood of 

being in the loss/violence subgroup and a decreased likelihood of being in the high exposure 

subgroup. Conversely, females were estimated to be overrepresented in the emotional abuse 

and high exposure subgroups.

Table 4 also delineates the LCA results for class membership and indicators of emotional 

and behavioral functioning, including internalizing (CBCL), externalizing (CBCL), 

traumatic stress (UCLA PTSD-RI), and risk behaviors (i.e., alcohol/substance use, suicidal 

ideation, and self-injurious behaviors). For all variables measured, class membership was 

significantly related to emotional and behavioral measures; specific findings are highlighted 

and discussed below.

Discussion

The first goal of this study was to identify and characterize groups or profiles based on 

patterns of victimization and trauma exposure among a large clinic-referred sample of 

adolescents. Several key findings paralleled past research with community (e.g., Finkelhor et 

al., 2011; Ford et al., 2010) and clinical (e.g., Alvarez-Lister et al., 2014; Ford et al., 2011) 

samples, but several important differences also emerged. First, multiple unique trauma 

profiles were observed among our sample of clinic-referred adolescents. In national 

community and clinic-referred samples, the most prevalent trauma profiles were those 

characterized by few (i.e., 1–3) trauma types, such as witnessed violence, traumatic loss, or 

accidents. In the current study, four of the five identified profiles involved polyvictimization 

compared to four of seven identified profiles in a nationally representative sample that used 

a similar data analytic approach (Ford et al., 2010). Moreover, in the current sample, 48.6% 

of youth were exposed to lifetime polyvictimization as compared to 25–30% in national 

community samples (Turner et al., 2010; Ford et al., 2010), suggesting polyvictimized youth 

are overrepresented in clinical settings. This may reflect the well-documented tendency for 

polyvictimized youth to experience greater symptomology than youth with less complex 

trauma histories (Finkelhor et al., 2007; Ford et al., 2010; Ford et al., 2011; Turner et al., 

2010). In prior studies where victimization subgroups have been identified empirically 

among youth in outpatient clinics, the prevalence of polyvictimization has been somewhat 

lower (i.e., 8–12%; Alvarez-Lister et al., 2014; Ford et al., 2011) than in the current study. 
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Closer examination of the composition of the polyvictimization profiles in those studies 

reveals that those groups were generally characterized by higher rates of overall trauma 

exposure than most polyvictimization classes identified in this study. The much larger 

sample size in the current study may have facilitated identification of a more nuanced and 

diverse polyvictimization taxonomy than was possible in prior studies conducted in 

outpatient mental health clinics, thus also allowing more polyvictimized youth to be 

identified and differentiated based on their trauma histories.

The second goal was to evaluate associations between identified trauma exposure profiles 

and demographic factors, as well as clinically relevant outcomes. Several demographic 

characteristics were associated with class membership. Boys were overrepresented in the 

loss/violence subgroup, whereas girls were more likely to be classified in the high exposure 

and emotional abuse subgroups. This may reflect links with specific PTE types that compose 

respective profiles. For instance, compared to other moderate and low trauma exposure 

groups, the loss/violence subgroup demonstrated high rates of community and school 

violence, and somewhat elevated prevalence of physical assault, three types of PTEs that are 

more commonly experienced by boys (Finkelhor et al., 2013; McLaughlin et al., 2013). 

Meanwhile, the high exposure, emotional abuse, and multi-epoch emotional abuse 

subgroups reveal somewhat elevated rates of sexual abuse, which is more prevalent among 

girls (Finkelhor et al., 2013).

Ethnicity findings were partially congruent with previous studies. Whereas African-

American youth were found to be disproportionately affected by traumatic loss in nationally 

representative community samples (Rheingold et al., 2004), in the current study Hispanic/

Latino youth were overrepresented in the loss/violence subgroup. This finding is consistent 

with prior work linking minority status to elevated risk for adversity (e.g., McLaughlin et al., 

2013). However, youth from minority backgrounds were underrepresented in the high 

exposure class. Also consistent with prior findings, racial/ethnic minority status did not 

appear to increase risk for inclusion in other polyvictimization subgroups (Finkelhor et al., 

2009; Ford et al., 2011). Instead, contrary to past research, White adolescents were 

overrepresented in the high exposure, multi-epoch emotional abuse, and emotional abuse 

classes. Continued research should examine whether these findings represent true 

differences in polyvictimization profiles between community and clinical samples, are 

artifacts of different methods of assessing race and ethnicity and trauma exposure, or reflect 

racial disparities in access to mental health services among youth with complex trauma 

histories (Martinez, Gudiño, & Lau, 2013).

With regard to clinical outcomes of identified victimization profiles, a dose-response 

relation was observed between the number of PTEs experienced and psychological distress. 

The high-exposure group, who experienced an average of 10 types of trauma during their 

lives, was at greatest risk for negative outcomes including residential treatment/correctional 

placement; internalizing, externalizing, and PTSD scores in the clinical range; and 

engagement in substance use and suicidal behaviors. The moderate exposure subgroups 

(multi-epoch emotional abuse, loss/violence, and emotional abuse profiles) were more at-

risk for internalizing and externalizing symptoms than the low exposure subgroup but did 

not differ appreciably from each other. These findings align with prior reports on the 
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positive relationship between number of victimization types and psychiatric symptoms (e.g., 

Alvarez-Lister et al., 2014; Finkelhor et al., 2011). Notably, although 5% of youth in low 

exposure subgroups met criteria for PTSD in a national community sample (Ford et al., 

2010), 21% of youth in the low exposure subgroup identified here evinced clinically 

significant overall scores on the UCLA PTSD-RI. This higher prevalence of PTSD in the 

low exposure subgroup may reflect successful efforts to link symptomatic youth to trauma-

focused clinical assessment, even in the case of low or limited exposure. Taken together, 

findings concerning the frequency and consequences of polyvictimization further validate—

within a clinical sample—the importance of understanding an adolescent’s overall trauma 

history rather than a single event.

Developmental epochs were incorporated into the LCA to determine whether chronicity 

distinguished polyvictimization profiles. Overall, chronicity did not appear to be a key 

predictor of worse outcomes among polyvictimized youth beyond number and types of 

traumatic experiences. However, two profiles demonstrated high rates of emotional abuse 

(emotional abuse and multi-epoch emotional abuse profiles) in addition to 4–5 other types of 

trauma exposure, but differed on the timing of emotional abuse. The two subgroups evinced 

highly similar patterns of association with clinical outcomes. Two exceptions were PTSD 

avoidance symptoms and suicidality, which were more common in the multi-epoch 

emotional abuse class than the other emotional abuse subgroup or in the loss/violence or low 

exposure subgroups. This finding may reflect a more durable or long-standing pattern of 

maladaptive thinking and coping that can develop following exposure to emotional abuse at 

a young age that continues over time (Gibb & Abela, 2008). It is important to note that 

although rates of emotional abuse were higher in those two profiles than the loss/violence or 

low exposure groups, emotional abuse co-occurred with several other types of maltreatment 

and trauma in both groups. Hence, it is not possible to tease apart the unique role of 

emotional abuse in this study.

Limitations and Research Implications

This study expands the polyvictimization literature by focusing on a large sample of clinic-

referred adolescents, but several limitations should be noted. First, the study utilized a cross-

sectional design, which limits capacity to evaluate causal influences between trauma and 

clinical outcomes. Future studies should utilize both prospective and retrospective methods 

to untangle the causal pathways connecting polyvictimization to clinical outcomes. Future 

work should also assess factors across multiple levels of measurement (e.g., genetic, 

neurobiological, cognitive, social) to identify moderators and mediators of 

polytraumatization and psychological health. These approaches may uncover novel ways to 

characterize the cumulative impact of multiple traumatic experiences and other co-occurring 

risk factors on psychological well-being (Layne et al., 2014; Sameroff, 2000).

Second, a limited number of clinical outcomes were included within the study. 

Polyvictimization has been implicated in a variety of additional clinical consequences, 

including other mental health problems, risky sexual behavior, and sleep disturbances 

(Briere et al., 2008; Briggs et al., 2012; Ford et al., 2010; Macdonald, Danielson, Resnick, 

Saunders, & Kilpatrick, 2010). Additional studies should investigate whether these 
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constructs are associated within polyvictimization subgroups. Relatedly, internalizing and 

externalizing symptoms were assessed broadly here, rather than specific clinical diagnoses. 

Given that treatment implications vary by disorder, future research should investigate the 

relation between victimization and trauma exposure profiles and distinct diagnoses. By 

better understanding the clinical impact of these polyvictimization profiles, future 

investigations could examine the effects of existing evidence-based interventions for 

trauma-related problems among polyvictimized youth, as well as the utility of emerging 

integrated treatments in this population.

Third, a variety of methods were used to obtain the data reported here, including self-

caregiver-, and clinician-report. Where multiple data sources were not consistently obtained, 

gaps may exist in knowledge of trauma history or psychosocial functioning. Whenever 

possible, self-reported information regarding trauma exposure and psychological distress 

should be obtained in addition to information gathered from other sources, given different 

respondents may offer disparate reports (de los Reyes & Kazdin, 2005).

Finally, the study was conducted before the release of DSM-5 criteria, so DSM-IV scales 

were used to assess PTSD. Recent factor analytic evidence suggests high coherence between 

DSM-IV and DSM-5 with regard to overall clinical significance (Elhai et al., 2013). Given 

similar observed associations between the LCA profiles and PTSD and CBCL internalizing 

scales, we anticipate that the findings here would be stable if DSM-5 PTSD scales were 

used.

Clinical and Policy Implications

Given that roughly half of adolescents exposed to one PTE report polyvictimization, 

findings have significant implications in clinical services for adolescents. Results provide 

support for the existence of distinct polyvictimization profiles among clinic-referred 

adolescents, and for the notion that it is important to understand particular combinations of 

trauma exposure rather than simply counting PTEs. Thus, results underscore the need to 

thoroughly assess multiple forms of traumatic events and victimization types when working 

with youth in mental health settings, even though youth may present for specific events. 

This can help guide treatment planning, particularly since more complicated victimization 

histories are associated with more severe emotional and behavioral problems. Notably, many 

youth in the sample had experienced few types of trauma. It is encouraging that these youth 

were referred to clinical services, as intervention following initial PTE experiences may be 

especially effective in ameliorating symptoms and preventing revictimization. Clinicians, 

advocates, and policymakers should continue to identify and implement strategies for 

ensuring that these vulnerable youth receive evidence-based interventions in a timely 

fashion to promote recovery from trauma and resilience.
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Figure 1. 
Detailed estimated probabilities of exposure to each PTE type. SAb=sexual abuse. 

SAs=sexual assault. PAb=physical abuse. PAs=physical assault. EAb=emotional abuse. 

Neg=neglect. DV=domestic violence. Med=illness or medical trauma. Inj=serious injury/

accident. Loss=traumatic loss/separation. ImpC=impaired caregiver. IntV=extreme 

interpersonal violence. CV=community violence. SV=school violence.
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Figure 2. 
Probabilities of multi epoch exposure to each PTE for the 5-class model. SAs=sexual 

assault. PAb=physical abuse. PAs=physical assault. EAb=emotional abuse. Neg=neglect. 

DV=domestic violence. Med=illness or medical trauma. Inj=serious injury/accident. 

Loss=traumatic loss/separation. ImpC=impaired caregiver. IntV=extreme interpersonal 

violence. CV=community violence. SV=school violence.
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Table 1

Demographic Characteristics, Lifetime Number of Trauma Types, and Emotional and Behavioral Functioning 

(N=1,743)

Variable N (%)

Gender

 Male 667 (38.3%)

 Female 1,076 (61.7%)

Race/Ethnicity (n = 1,680)

 White (Non-Hispanic) 571 (34.0%)

 Black/African American 401 (23.9%)

 Hispanic/Latino 612 (36.4%)

 Other 96 (5.7%)

Primary Residence (n = 1,589)

 Home (with parent(s)) 1,004 (63.2%)

 Home (with relatives) 208 (13.1%)

 Foster Care 135 (8.5%)

 Residential treatment/Correctional facility 152 (9.6%)

 Other 90 (5.7%)

Lifetime Number of Trauma Types 4.0 (2.5)

CBCL (n =1,180) Clinical Range

M (SD) N (%)

 Externalizing Behavioral Problems 62.7 (10.6) 610 (51.7%)

 Internalizing Behavioral Problems 62.3 (11.0) 577 (48.9%)

 Total Behavioral Problems 63.5 (10.1) 670 (56.8%)

UCLA PTSD-RI (n = 1,521) Clinical Range

M (SD) N (%)

 Re-experiencing Subscale - 1,117 (76.4%)

 Avoidance Subscale - 783 (53.5%)

 Hyperarousal Subscale - 1,145 (78.3%)

 Overall Score 26.7 (15.0) 385 (25.3%)

Risk Behaviors N (%)

 Alcohol/Substance Use 392 (22.5%)

 Suicidality 417 (25.3%)

 Self-injurious Behaviors 278 (16.9%)

Psychol Violence. Author manuscript; available in PMC 2017 January 01.



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Adams et al. Page 19

Table 2

Percent of Adolescents with Each Type of Potentially Traumatic Event during Single vs. Multiple 

Developmental Epoch(s) and Overall (N=1,743)

PTE Type
Exposure

Single Developmental Epoch Multiple Developmental Epochs Overall

Sexual Abuse/Maltreatment 269 (15.4%) 111 (6.4%) 380 (21.8%)

Sexual Assault/Rape 328 (18.8%) 60 (3.4%) 388 (22.2%)

Physical Abuse/ Maltreatment 257 (14.7%) 253 (14.5%) 510 (29.3%)

Physical Assault 218 (12.5%) 55 (3.2%) 273 (15.7%)

Emotional Abuse/Psychological Maltreatment 215 (12.3%) 383 (22.0%) 598 (34.3%)

Neglect 193 (11.1%) 163 (9.4%) 356 (20.4%)

Domestic Violence 323 (18.5%) 354 (20.3%) 677 (38.8%)

Illness/Medical Trauma 147 (8.4%) 55 (3.2%) 202 (11.6%)

Serious Injury/Accident 241 (13.8%) 28 (1.6%) 269 (15.4%)

Traumatic Loss, Separation, or Bereavement 727 (41.7%) 260 (14.9%) 987 (56.6%)

Impaired Caregiver 185 (10.6%) 424 (24.3%) 609 (34.9%)

Extreme Interpersonal Violence 124 (7.1%) 28 (1.6%) 152 (8.7%)

Community Violence 242 (13.9%) 142 (8.2%) 384 (22%)

School Violence 207 (11.9%) 106 (6.1%) 313 (18%)

Note. Trauma types are not mutually exclusive.
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