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Abstract

Objectives.—Using the life course guidance, the goal of this study was to examine the degree 

to which previously experienced adversity and trauma was associated with subjective well-being 

among older adults.

Methods.—Data from the Health and Retirement Study (1992–2012) was used to examine these 

trends over time. We used multilevel models to test for specific individual change across time. The 

study sample included older community dwellers aged 55 and over (N = 5,649).

Results.—In terms of early childhood adversities, 77% experienced at least one trauma 

and 72% experienced at least one trauma in adulthood. Adverse childhood experiences and 

adulthood trauma were predictors of depressive symptoms, poorer self-rated health, and worse 

life satisfaction. Older black, other race, and Hispanic groups have poorer subjective well-being 

overtime compared to whites.

Conclusion.—Findings suggested exposure to childhood adversities and adulthood trauma 

increases depressive symptoms, poor self-rated health, and low satisfaction of life over time. 

Findings from this study provide insight into how life course exposure of adversity and trauma 

among older adults showed a negative trend over time.
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The world is aging faster than ever, and members of some groups fare better than others 

with respect to overall well-being. Although research on the aging minority population is 

growing, there are still gaps that need to be examined (Kuo et al., 2008; Mui & Kang, 

2006; Mutchler et al., 2007; Wilmoth & Chen, 2003). A key gap is the impact of adversity 

experienced throughout the life course on later-life outcomes for minority populations. 

From the literature on childhood trauma and adjustment in early adulthood, we know that 

individuals who experienced trauma and adversity, such as growing up in a family with low 

socioeconomic status, having only one parent, growing up in less than favorable settings, are 
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more likely to be at risk for maladjustment, poor health behaviors, risky life choices, and 

overall poorer mental and physical health outcomes (Dube et al., 2001; Horwitz et al., 2001). 

We do not know how racial minority older adults are faring, and their experience with these 

compounded traumas and adversity is not well documented (Pumariega et al., 2005).

The purpose of this research study is to examine how early-life events and adversity are 

associated with subjective well-being (e.g., depressive symptoms, self-rated health, and 

life satisfaction) in later life among vulnerable populations using data from the Health 

and Retirement Study (HRS). Self-rated health is part of a larger subjective component 

of overall well-being (Montross et al., 2006). Subjective well-being is assessed through 

various self-reported measures of well-being. Some of these measurements includes life 

satisfaction, aspects of life, quality of relationships, community, employment, and health 

(Proctor, 2014; National Research Council, 2013). Specifically, subjective health is viewed 

as part of an important component subjective well-being (Monden, 2014; National Research 

Council, 2013; Yang & Burr, 2015). For this study we include self-rated health as element 

of subjective well-being. By focusing on multiple dimensions of health, social relations, 

and life experiences, this study captured an expansive perspective on how older racial 

minorities are aging overall. The role of social support during childhood and later life are 

also explored to see if poor subjective well-being was reduced over time. In addition, this 

study examined whether race moderated the relationship between adversity and trauma and 

subjective well-being in later-life.

Adverse Experiences

Cumulative Advantage Theory (O’Rand, 1996), based on the life course perspective of 

health and well-being, specifically argues that childhood is critical to later-life well-being 

(Ben-Shlomo & Kuh, 2002). Adults who experienced childhood trauma and adversity were 

more likely to experience difficulty adjusting during adulthood, since they are at increased 

risk for poor health behaviors, lifestyle choices, and mental and physical health outcomes 

(Dube et al., 2001; Horwitz et al., 2001; Mullen et al., 1996). These traumas and adversities 

also influence well-being in later life, including mental (Barnes et al, 2012; Horowitz et 

al., 2001; Palgi et al., 2012) and physical health (Blackwell et al., 2001), life expectancy 

(Montez & Hayward, 2013), and mortality (Hayward & Gorman, 2004).

Adverse childhood experiences and later-life subjective well-being

The link between adverse childhood experiences to middle adulthood is well established and 

studied. Substantial research shows that childhood exposure to adverse events (e.g., physical 

abuse, mental abuse, neglect, family disruption(s), life-threatening illness, natural disasters) 

is negatively associated with middle and later-life well-being (Corso, et al., 2007; Schilling, 

Aseltine, & Gore, 2008; Springer, 2009). Negative outcomes included difficulty finding and 

maintaining meaningful relationships, employment, and poor health status (Amato, 2000; 

Benjet et al., 2010; Yang & Burr, 2015). Research specific to the Veteran population found 

that Veterans who experienced adverse childhood events reported lower levels of subjective 

well-being in later life (Bareis & Mezuk, 2016; Chapman et al., 2004: Park, et al., 2015). 

A study examining Jewish and Arab retirees found other-oriented adversity (witnessing 
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harm done to another person) impacted Arabs’ mental and physical health more strongly 

than Jewish retirees’. Their finding showed the accumulation of adverse events negatively 

impacting health with respect to collective focused culture compared to individualist focused 

culture (Palgi & Shrira, 2016). However, little is known of the relationship of added 

experience of additional adverse experiences (e.g., combat trauma, survived an attack, or 

ever robbed) and the role of race and subjective well-being over time in American older 

adults.

Adverse adulthood experiences and later-life subjective well-being

The impact of adverse experiences in adulthood is also well documented. Adverse and 

traumatic adulthood experiences include death of one’s child, physical assault, life-threating 

illness or accident, or military combat exposure may all affect subjective well-being in later 

life. Empirical research has demonstrated that adults who experienced adversities were more 

likely to report lower life satisfaction, poorer health, and more depressive symptoms (Benjet, 

et al., 2010; Sachs-Ericsson, et al., 2015; Williams, et al., 2010). Older male Veterans 

who experienced military combat trauma during service reported poorer emotional control, 

psychological trauma, and lower subjective well-being compared to older Veterans who 

did not suffer from military combat trauma (Renshaw, et al., 2009; Sachs-Ericsson, et al., 

2015; Williams, et al., 2010). These life course span adverse events during childhood and 

middle adulthood have yet to be examined together for their impacts on later-life subjective 

well-being among older adults.

Social Support: parent-child relationships and later-life relationships

There is a plethora of scientific literature that demonstrates social support as a protective 

factor from poor outcomes (Holt-Lunstad, Robles, & Sbarra, 2017; House, Landis, & 

Umberson, 1988). Early-childhood support from at least one parent or an adult figure have 

been shown to serve as a protective factor between early-life adversity and trauma on mental 

and physical health during early adulthood (Agaibi & Wilson, 2005; Lipschitz-Elhawi 

& Itzhaky, 2005). Specifically, children who experienced adversity developed functional 

relationships in early adulthood if they had a positive relationship with their parents or 

parents who provided them with support on how to navigate interpersonal relationships. 

The protective effect of a positive parent-child relationship into later life is still relatively 

unknown in general. However, the protective benefit of parent-child relationship may also 

extend into later life.

Social support in later life is particularly an important protective factor in subjective well-

being. Health stressors in later life compounded with early and mid-adulthood adversity 

could lead to poorer health outcomes. Late-life social support have been shown to reduced 

poor outcomes including health conditions, mental health problems, and the risk of early 

mortality (Holt-Lunstad, Robles, & Sbarra, 2017; House, Landis, & Umberson, 1988). 

Krause (2004; 2005) demonstrated that the relationship between lifetime traumas and life 

satisfaction and meaning in life are buffered by social support, especially emotional support. 

Both of these support systems (parent-child relations and later life support) were examined 

as key protective factors in our study.
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Race groups and later life subjective well-being

Studies have found older adults of racial minorities reported lower quality of subjective 

well-being than did white older adults. Cho et al. (2004) found Puerto Ricans have more 

activities of daily living limitations and spent more days in bed due to an illness compared 

to white older adults. In the same study, they also found that those who self-reported to 

be from a Hispanic subgroup (regardless of nativity status) or black self-rated their health 

lower compared to whites (Cho et al., 2004). Another study focused on older black and 

white community dwellers, using the Health and Retirement Study’s Assets and Health 

Dynamics data, found that at baseline the older black adults had lower self-rated health 

and more depressive symptoms compared to whites (Han, 2001). However, at follow up 

assessment (two years later) blacks self-reported improvement on health and depression 

even though there was no change in health function disability among both groups (Han, 

2001). Subjective well-being in later-life is a complex concept to study and more research 

is needed to document life course approach to aging and change, especially with respect to 

race groups and adversity.

The evidences of racial minorities suffering from adversity or traumatic events and 

developing post-traumatic stress disorder are higher compared to whites is well established 

(Pieterse, et al., 2010; Roberts et al., 2011). Blacks and Hispanics were more likely to have 

higher risk of child maltreatment, witnessing domestic violence. And War-related traumas 

were more likely to be experienced by Asians, black men, and Hispanic women compared to 

whites (Roberts et al., 2011). However, we do not have information how these adversity and 

trauma impact racial minorities when they are older. A goal of this study is to see if there 

were interactions between the two indexes (ACE, ATI) and race groups.

This study employs the life course theory to provide a theoretical framework for exploring 

and interpreting how experiences with adversity and trauma throughout a lifespan relate to 

subjective well-being among older minority adults (Pearlin, 2010; Pearlin et al., 1990). We 

examine both adverse childhood experience and adult trauma together to provide a better 

understand of how these two effect subjective well-being in the same model since little is 

known how these two indexes impact later life subjective well-being. Thus, we sought to 

explore whether there were race groups difference in the relationship between changes in 

subjective well-being. This study focused on three hypothesis:

1. We expect those with exposure to adversity and trauma during childhood and 

mid-adulthood and later life to report lower subjective well-being over time.

2. Those who have social support during childhood and/or late adulthood will 

report favorable subjective well-being on average over time.

3. We anticipate a negative association between racial minority groups and 

subjective well-being in later life. And over time racial minority groups who 

experienced adversity and trauma at the two time points will report lower 

subjective well-being in later life.
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Methods

Data source and study sample

The Health and Retirement Study (HRS) was used to address our research questions. The 

HRS is a panel study of a nationally representative sample of community-dwelling adults 

51 years of age or older, with its first wave of data collection in 1992 (Servais, 2010). The 

HRS oversampled blacks and Hispanics. We examined group differences based on race (e.g., 

non-Hispanic blacks, non-Hispanic others, Hispanics, and non-Hispanic whites) for those 

who are 55 years or older. According to the literature young-old starts at age 55, thus we 

used the cut off of 55 years or older for this study (Hummert, 1993; Jeuring, et al., 2019; 

Klokgieters, van Tilburg, Huisman, 2018; Neugarten, 1974; Suanet, Broese van Groenou, & 

Braam, 2009). We used core data from the HRS from 1992–2012. Between 2008–2012 the 

Leave Behind Questionnaire (LBQ) portion of the HRS collected retrospective information 

from respondents that dated from childhood to the last five years (Smith et al., 2013). 

Data from the LBQ was also utilized in this study. Information on health conditions and 

limitations with activities of daily living were taken from a special data file constructed by 

the RAND Corporation.

Our outcome variables were self-rated health, depressive symptoms, and life satisfaction. 

The HRS began collecting data on each variable at different waves: self-rated health in 

1992, depressive symptoms in 1998, and life-satisfaction in 2008. Therefore, there are 11 

time points for self-rated health, 8 time points for depressive symptoms, and 3 time points 

for life-satisfaction. Each of the participants had to have answered all three of the outcome 

variables at least once to be retained in this study. The sample size for this study started 

at 16,298 (after deleting proxy, nursing home respondents, and not having at least one 

observation for all subjective well-being measures). An additional 10,649 respondents were 

deleted due to missing one or more of the independent variables or covariates.

The total sample for this study was 5,649 community dwellers. To examine differences 

between those who were deleted (N = 10,649) compared to those who were used for 

the analytical sample (N = 5,649) we conducted t-tests of mean differences for the 

predictors (i.e., Adverse Childhood Experiences Index, Adulthood Trauma Index, Parent-

Child Relation Index, and Social Relationship Index) and control variables (i.e., age, gender, 

education, race categories, income, health conditions, and activities of daily living). Given 

the large sample size, many of the comparisons were statistically significant. However, in 

terms of meaningful differences, Cohen (1988) suggests effect sizes as follows: less than .2 

of a standard deviation as a small effect size, between .2 - .5 as small to moderate, and .8 

or higher as large. Most of the differences were in the low range, however the following 

variables had effect sizes larger than .2: Hispanic (.21), black (.27), age (.34), white (.38), 

and ADLs (.44). One could suggest that from these effect sizes those who remained in the 

analytic sample were healthier, white, and younger respondents. However, the t-test of mean 

differences suggest that those who were deleted compared to the analyzed respondents were 

not very different from each other.
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Measures

Subjective well-being variables.—The dependent variables for this study were 

depressive symptoms, self-reported health, and life satisfaction. Depressive symptoms were 

measured by the short version of the Center for Epidemiologic Studies Depression Scale 

(CESD – 8), containing 8 questions: Much of the time during the past week “you felt 

depressed”, “you felt that everything you did was an effort”, “your sleep was restless”, 

“you were happy”, “you felt lonely”, “you enjoyed life”, “you felt sad”, and “you could not 

get going” (1=yes and 0 = no). The depression scale may range from 0 – 8 (two positive 

items were reverse coded). Self-reported health was based on the question: “Would you say 

your health is excellent, very good, good, fair, or poor?” (1 = excellent to 5 = poor). Life 

satisfaction was based on the following question: “Please think about your life-as-a-whole. 

How satisfied are you with it?” (1 = completely satisfied to 5 = not at all satisfied).

Trauma and adversity variables.—Two indices capture the experience of trauma and 

adversity: Adverse Childhood Experience Index (ACE) and Adulthood Traumas Index 

(ATI). The ACE consists of the following 6 questions (range 0 – 6): “Before you were 18 

years old, did you have to do a year of school over again?”, “Before you were 18 years old, 

were you ever in trouble with the police?”, “Now think about your family when you were 

growing up, from birth to age 16. Would you say your family during that time was pretty 

well off financially, about average, or poor?”, “While you were growing up, before age 

16, did financial difficulties ever cause you or your family to move to a different place?”, 

“Before you were 18 years old, did either of your parents drink or use drugs so often that it 

caused problems in the family?”, “Before you were 18 years old, were you ever physically 

abused by either of your parents?” The ATI was based on the following questions (range 0 – 

7): “Has a child of yours ever died?”, “Have you ever been in a major fire, flood, earthquake, 

or other natural disaster?”, “Have you ever fired a weapon in combat or been fired upon 

in combat?”, “Has your spouse, partner, or child ever been addicted to drugs or alcohol?”, 

“Were you the victim of a serious physical attack or assault in your life?”, “Did you ever 

have a life-threatening illness or accident?”, “Did your spouse or a child of yours ever have a 

life-threatening illness or accident?”

Parent-child relationship index.—The Parent-Child Relationship Index (PCRI) was 

based on the following questions (range 0 – 5): “How much time and attention did your 

mother give you when you needed it?”, “How much effort did your mother put into watching 

over you and making sure you had a good upbringing?”, “How much did your mother 

teach you about life?”, “I had a good relationship with my mother before age 18”, “I had a 

good relationship with my father before age 18.” Higher score indicated more support from 

parents.

Social relationship index.—A Social Relationship Index (SRI) was a summation of 

the presence of the following social characteristics (range 0 – 7): married (1 = yes), 

child geographic proximity (1 = within 10 miles), self-report of good friends living in 

the neighborhood (1 = yes), self-report of relatives living the neighborhood (1 = yes), 

volunteered for a formal organization in the previous year (1 = yes), attended religious 

services one or more times a week in the previous year (1 = yes), and perceived social 
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support available for help with basic personal care activities from relatives or friends (1 = 

yes).

Covariates.—Age is a continuous variable in years. A disability index is the sum of five 

self-reported Activities of Daily Living (ADLs) limitations (Does anyone ever help you 
dress, get across a room, bathe, etc.? Does anyone ever help you eat? Does anyone ever help 
you get in or out of bed?). A variable on health conditions is a count of eight self-reported 

physician diagnosed health conditions (heart disease, stroke, hypertension, cancer, diabetes, 

lung disease, arthritis and psychiatric condition, range = 0 – 8). Two socioeconomic status 

measures were annual household income (transformed by natural log) and years of formal 

education. Gender was coded as 1 = female, 0 = male.

Analytic Strategy

We employed multilevel models (i.e., hierarchical linear) to investigate the relationships 

among older adults’ experiences with adversity and traumas, social relationships, and 

subjective well-being. Multilevel models allow for each subject to have his/her own 

“personal” intercept and time trend deviating from the population average intercept and 

time trend, thus allowing heterogeneity in the subject trends across time (Hedeker & 

Gibbons, 2006). The model specification for each subjective well-being variable (depressive 

symptoms, self-rated health, and life satisfaction) included these predictors: time, ACE, 

ATI, PCRI, SRI in later life, and race categories (non-Hispanic white as reference group). 

Both depressive symptoms and self-rated health models allowed for linear and quadratic 

time trends. Since life satisfaction was assessed at three time points, only linear time trends 

were considered. We conducted three sets of interaction terms (race groups by ACE, race 

groups by ATI, and race groups by time) for all subjective well-being variables. Further 

interaction models between time and each of the adversity indexes (time*ACE, time*ATI) 

were ran however we did not find any support for each of the interactions (information on 

additional interaction models ran is available upon request). All models were adjusted for 

social demographic variables, health conditions, and ADLs.

Results

Figure 1 shows the means of each of the subjective well-being outcomes plotted over time. 

Over time self-rated health worsened, lower life satisfaction levels rose, and depressive 

symptoms decreased modestly. Table 1 lists descriptive characteristics of the sample. The 

average age of the sample was 70.9 years (SD = 8.8), with the majority of respondents 

identifying as non-Hispanic white (77.6%). Of the sample 11.6% self-reported as non-

Hispanic black, 8.5% Hispanic, and 2.2% non-Hispanic other. 49.4% of the sample had 

completed at least one year of college. The median income for this sample was $42,904 (M 
= $ 66,516, SD = 94,657). This sample self-reported an average of 2.3 health conditions (SD 
= 1.40) and an average of 0.10 ADLs limitations (SD = .40). The mean ACE was .88 (SD 
= 1.03), and the mean ATI was 1.03 (SD = 1.11). The mean score for PCRI was 4.35 (SD 
= 1.20), and the mean later-life SRI was 3.62 (SD = 1.52). Table 1a describes the frequency 

of the ACE and ATI indexes items. In terms of the adverse childhood experiences index the 

most reported adversities were family not being financially well off (n = 1,589), followed 
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by family having to move due to financial hardship (n = 930), next was having at least one 

parent had substance abuse problems (n = 924), and having to repeat a school year (n = 837). 

For the adulthood trauma index the most experienced traumas were experiencing a family 

member’s life-threatening illness or accident (n = 1,436), surviving a life-threatening illness 

or accident (n = 1,241), suffering through a death of a child (n = 828), surviving a natural 

disaster (n = 799), and having a family member addicted to drugs or alcohol (n = 789).

Depressive symptoms and adversity

Table 2 presents the results of the multilevel models for each subjective well-being outcome 

(depressive symptoms, self-rated health, and life satisfaction). Direct effects are shown, 

as interaction terms were non-significant. For depressive symptoms (Model 1), the linear 

time effect was statistically significant, indicating that symptoms decrease on average over 

time (B = − 0.04, 95% CI = −0.07, −0.02). ACE was positively related to depressive 

symptoms (B = 0.09, 95% CI = 0.07, 0.13). ATI was positively related to depressive 

symptoms over time in later life (B = 0.04, 95% CI =0 .01, 0.06). PCRI on average was 

negatively associated with depressive symptoms over time on average (B = −0.08, 95% CI 

= −0.10, −0.05). Further, SRI relationships in later-life was associated with fewer symptoms 

(B = −0.12, 95% CI = −0.14, −0.10). Blacks (B = 0.15, 95% CI = 0.05, 0.24), others 

(B = 0.69, 95% CI = 0.49, .89), and Hispanics (B = 0.37, 95% CI = 0.25, 0.48) groups 

were associated with overall more depressive symptoms compared to non-Hispanic whites 

over time. Table 3 presents results for the change across time between race groups and 

depressive symptoms (left columns). The results indicate that older blacks (B = 0.36, 95% 

CI = 0.23, 0.49), others (B = 0.70, 95% CI = 0.43, 0.98), and Hispanics (B = 0.58, 95% 

CI = 0.42, 0.74) compared to whites the differences were more pronounced at time zero 

(1998) and then the racial differences diminished over time for older blacks (B = −0.05, 

95% CI = −0.07, − 0.03) and Hispanics (B = −0.05, 95% CI = −0.08, − 0.03). The findings 

provided support for our first and second questions, exposure to adversity and trauma during 

childhood, middle-aged and/or later life were all related to higher levels of depressive 

symptoms; having early and later life social support lowered depressive symptoms. There 

were race groups difference over time with reports of higher depressive symptoms. We 

found no support for any of the interaction terms, thus we found partial support for our third 

question. Please see the supplemental material section to review additional information on 

the interaction terms between race groups and each of the adversity indexes (Table 4a–c), 

and the variance-covariance estimates for the time trends (Table 5).

Self-rated health and adversity

Likelihood test between the direct model (without interaction terms) and a moderated model 

(including interaction terms) and found the model with moderators did not provide a better 

fit. Thus, we report the results from the direct effect model. Over time, self-rated health 

worsened (B = 0.07, 95% CI = 0.06, 0.08). There was a quadratic effect of time on self-rated 

health, indicating that the linear trend diminished as time increased, however, this effect is 

relatively small (B = −0.002, 95% CI = −0.003, −0.001). ACE was positively related to 

higher levels of poor health status (B = 0.04, 95% CI = 0.02, 0.05). ATI was positively 

associated to worse self-rated health (B = 0.02, 95% CI = 0.01, 0.04). The later-life SRI was 

negatively associated with worse self-rated health in later life (B = −0.04, 95% CI = −0.05, 
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−0.03). Black (B = 0.22, 95% CI = 0.17, 0.27), other (B = 0.35, 95% CI = 0.24, 0.46), and 

Hispanic (B = 0.32, 95% CI = 0.26, 0.38) groups all were positively associated with higher 

poor self-rated health compared to non-Hispanic whites. Table 3 presents the change over 

time between race groups and self-rated health (middle columns). The results indicate that 

compared to whites older blacks (B = 0.38, 95% CI = 0.30, 0.46), others (B = 0.29, 95% 

CI = 0.11, 0.47), and Hispanics (B = 0.42, 95% CI = 0.32, 0.52) the differences were more 

pronounced at time zero (1992). However, over time the racial differences diminished for the 

older black (B = −0.02, 95% CI = −0.03, − 0.02) and Hispanic groups (B = −0.02, 95% CI = 

−0.03, − 0.004). There was partial support for our third question, race groups predicted poor 

self-rated health in later-life across time.

Life satisfaction and adversity

A likelihood test between the direct model and the model with interaction terms and 

indicated that there was no difference between the two models. Therefore, we presented 

the direct effect model here. ACE was positively associated with lower life satisfaction (B 
= 0.03, 95% CI = 0.01, 0.05). ATI was positively associated with lower life satisfaction (B 
= 0.05, 95% CI = 0.03, 0.06). PCRI was negatively associated with not satisfied with life 

(B = −0.04, 95% CI = −0.06, −0.03). In other words those with PCRI were more satisfied 

with their life. SRI in later-life was also negatively related to not satisfied with life over 

time (B = −0.09, 95% CI = −0.10, −0.08). Thus those with later life social support reported 

having higher life satisfaction. For those who self-reported other race they on average had 

lower life satisfaction (B = 0.11, 95% CI = 0.001, 0.22) compared to whites over time. Table 

3, right columns, presents the change across time between race groups and life satisfaction. 

The results indicate that older others (B = 0.15, 95% CI = 0.12, 0.29) and Hispanics (B = 
0.13, 95% CI = 0.06, 0.21) compared to whites the differences were more pronounced at 

time zero (2008). Over time the racial differences diminished for the older Hispanic group 

(B = −0.09, 95% CI = −0.13, − 0.04). There were support for the first and second hypothesis 

that older adults who were exposed to adverse childhood experiences and/or adulthood 

trauma reported higher level of not being satisfied with later-life; and early and later-life 

social support served as protective factors against reporting worse life satisfaction. Again, 

we found only partial support for our third question, those who self-identified as other 

rated their life satisfaction worse overtime compared to whites. There were no interactions 

between any of the adversity indexes and race groups.

Discussion

This study examined the lasting effects of childhood adversity and adulthood trauma in later 

life among community-dwelling adults in the U.S. The results showed adverse childhood 

experiences had a long-lasting negative impact on subjective well-being among older adults, 

supporting our study’s first question. Specifically, individuals who reported exposure to 

adverse childhood experiences had higher depressive symptoms, worse self-rated health, and 

less satisfied with life in later life. Exposure to adulthood trauma also had a negative impact 

on later-life subjective well-being. As expected, social support during childhood (e.g., 

early-life parent-child relationship and in later life) contributed to subjective well-being 

in later life, supporting for our second question. These findings align with previous studies 
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that suggest social support served as a protective factor from depressive symptoms, worse 

self-rated health, and life satisfaction in later adulthood.

For the third question in this study we looked at the direct and moderating effects of race 

on subjective well-being. In the direct effect models we found black, other, and Hispanic 

groups compared to the white group in later-life reported more depressive symptoms and 

worse self-rated health over time. Respondents who self-reported as other reported less life 

satisfaction compared to whites over time. We found partial support for our third question.

Adversity and trauma observed at various stages of the life-course had long-term association 

with subjective well-being in this sample. The direct effects between adversity and trauma 

and depressive symptoms support the findings from previous research (Barnes et al, 2012; 

Horwitz et al., 2001; Palgi et al., 2012). Families and social support were important 

factors for mental health in later life (Golden et al., 2009). The findings demonstrated 

that resilience in later adulthood were in the form of parent-child relationships and later-life 

social relationships. We should note that the protective effect of parent-child relationship 

was not present with respect to self-rated health, thus suggesting that late life social support 

may be more impactful for later life health status.

Previous studies that examined race and subjective well-being in later life among U.S 

based community dwellers were primarily cross-sectional studies (Cho et al., 2004; Han, 

2001; Roberts et al., 2011). Our study used longitudinal data among middle-aged and older 

community dwellers of the U.S. to examine the relationship between race and subjective 

well-being. Our study did not replicate previous findings like Palgi and Shrira’s (2016) 

study where other-oriented adversity impacted Arab respondents’ mental and physical 

health compared to Jewish respondents’ health. Our null finding could be attributed to the 

limitations of the types of adversity and trauma questions that were available in the HRS. 

The questions did not fully reflect any dialogistic inventory and were general. In addition, 

we may need to examine our null finding further by examining the role of social support and 

race, and resiliency and race in later life in future studies.

This study adds to current literature on the impact of life-span exposure to adversity and 

trauma on later-life subjective well-being. Previous studies have examined the role of 

adverse childhood experiences up to mid-adulthood (Dube et al., 2001; Horwitz et al., 

2001; Irving & Ferraro, 2006; Noll, et al., 2009). These studies found adults who were 

exposed to adversities (e.g., physical abuse, sexual abuse, neglected) were more likely to 

report poor quality of relationships in adulthood, poor mental health status, and poor life 

choices. Our study’s findings further this field by using longitudinal data, the effect of 

cumulated adversity and trauma, and the life course approach to examine the long-term 

effect of adverse childhood experiences on later-life subjective well-being. In addition, we 

found changes across time between race groups and subjective well-being in later life.

Limitations

There were a few limitations in this study. Although we were able to use longitudinal 

data to examine our research questions the measurement of childhood adversity relies on 

participants’ ability to recall events that occurred decades ago. A study by Andrews, Brewin, 
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& Gotlib (1993) discussed how recalled memories maybe exaggerated and there may be 

a retrospective recall bias for early trauma experiences. Thus the first limitation could be 

there was some bias from the reliance on the respondents’ retrospective recall of adversity 

and parent-child support. A second limitation is that our sample may have been biased 

towards those who either experienced intensely positive or negative experiences, as these 

may be individuals more likely to report experiencing adversity and traumatic events and 

childhood support. Thirdly, the HRS does not have information on the exact timing of the 

childhood events. In addition, the frequency of childhood adversities was not collected. 

Thus, we do not know if certain adversities were experienced more than once and its full 

impact on subjective well-being in later-life. Another limitation is the fact that the measured 

ACE items do not correspond to the Diagnostic and Statistical Manual of Mental Disorder-5 

(DSM-5) Criterion A for traumatic events (American Psychiatric Association, 2013). The 

DSM-5’s Criterion A events may exert greater effect on subjective well-being than what was 

measured by ACE in this study. Thus, this study may have not been able to capture the full 

effect of adversity and trauma in early-life on later life well-being. Finally, certain types of 

adversity and trauma were not asked in the HRS. For example, adversity and trauma related 

to historical events, e.g., Civil Rights movement, may have influenced later-life subjective 

well-being.

Conclusion and contributions

Although this study is not without its limitations we contributed to the literature on the 

impact of adverse childhood experiences and adulthood trauma on later-life subjective well-

being using the life course perspective. This study was able to employ longitudinal data to 

capture how adversity and trauma impact subjective well-being among community dwellers 

in later life. A vast majority of studies focuses on the association between adverse childhood 

exposure and mid-adulthood. Along with a few other studies focusing on adversity and 

later-life well-being we advanced this field by adding mid-adulthood trauma and extending 

the impact of these adversities into later life using longitudinal data. This approach allowed 

us to begin to understand the roles of adversity and trauma and demographic characteristics 

(race groups) on well-being in later-life among older community dwellers. Finally, the 

findings from this study suggest that professional care givers and healthcare provides should 

ask, recognize, and understand older adults’ exposure to adversity and trauma from a 

lifespan perspective to better provide services for mental and physical health concerns.
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Figure 1. Means of Subjective Well-Being Variables overtime
Note: N=5,649, Data from the Health and Retirement Study
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Table 1.

Sample Characteristics for Community Dwellers in the Health and Retirement Study

Mean/% (SD) Range

Adversity

 Adverse childhood experiences index 0.88 (1.03) 0–6

 Adulthood trauma experiences index 1.03 (1.11) 0–7

Social Support

 Early-life parent-child relationship index 4.35 (1.20) 0–5

 Later-life social relationships index 3.62 (1.52) 0–7

Demographic characteristics

 Race-ethnic status

  Non-Hispanic Black, % 11.60

  Non-Hispanic other race, % 2.24

  Hispanic, % 8.53

  Non-Hispanic White, % 77.61

 Age 70.91 (8.81) 55–100

 Female, % 59.11

Socioeconomic status

 Education (in years) 13.00 (2.88) 0–17

 Household income ($) 66,516 (94,657)

Health characteristics

 Number of health conditions 2.30 (1.40) 0–8

 Number of ADL limitations 0.10 (0.40) 0–5

Notes: N = 5,649. ADL = activities of daily living, a sum score of five items.
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Table 1a.

Frequencies of Adverse Childhood Experience Index and Adulthood Trauma Index items

Index n

Adverse Childhood Experiences Index

 Repeat a year of school 837

 Trouble with the police 276

 Family not financially well off 1,589

 Had to move due to financial hardship 930

 Parent(s) had substance abuse problem 924

 Physically abused by either of his or her parents 408

Adulthood Trauma Index

 A death of a child 828

 Experienced a natural disaster 799

 Experienced military combat 240

 A family member addicted to drugs or alcohol 789

 Experienced a serious physical attack or assault 249

 Experienced a robbery 217

 Experienced a life-threatening illness or accident 1,241

 A family member experienced a life-threatening illness or accident 1,436

Total 5,649
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Table 4c.

Mixed-effect regression results for adverse childhood experiences adulthood trauma experiences, moderated 

by race groups and adverse indexes, and life satisfaction among older community dwellers

Lower Life Satisfaction

B (SE) 95% CI B (SE) 95% CI

Adverse Childhood Experiences Index (ACE) 0.03 (0.01) (0.01, 0.05) 0.04 (0.01) (0.02, 0.05)

Adulthood Trauma Experiences Index (ATI) 0.04 (0.01) (0.03, 0.06) 0.04 (0.01) (0.03, 0.06)

Parent-Child Relationship Index −0.04 (0.01) (−0.06, −0.03) −0.05 (0.01) (−0.07, −0.04)

Later-Life Social Relationship Index −0.09 (0.01) (−0.10, −0.07) −0.09 (0.01) (−0.10, −0.08)

Race

Non-Hispanic black (Blk) −0.10 (0.04) (−0.80, −0.06) 0.04 (0.04) (−0.03, 0.12)

 Non-Hispanic other (Other) 0.17 (0.08) (0.02, 0.03) 0.25 (0.08) (0.10, 0.41)

 Hispanic (Hisp) 0.05 (0.04) (−0.04, 0.13) 0.15 (0.04) (0.07, 0.23)

 Non-Hispanic white (ref)

Time 0.01 (0.01) (−0.001, 0.02) 0.01 (0.05) (−0.0001, 0.02)

Time^2

Interactions

Blk*ACE 0.01 (0.02) (−0.03, 0.06)

Other*ACE −0.05 (0.05) (−0.15, 0.05)

Hisp*ACE −0.001 (0.03) (−0.06, 0.06)

Blk*ATI 0.01 (0.02) (−0.03, 0.06)

Other*ATI −0.10 (0.05) (−0.20, 0.004)

Hisp*ATI −0.02 (0.03) (−0.07, 0.03)

Notes: B=unstandardized coefficients, SE=standard error of coefficients; ref=reference group.

All models controlled for: age, gender, education, income, health condition counts, and activities of daily living

Aging Ment Health. Author manuscript; available in PMC 2022 June 28.
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