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Abstract

Purpose To evaluate protective factors that help individuals overcome adverse health outcomes associated with childhood
trauma in an urban environment.

Methods This retrospective cohort study included adults born between 1970 and 1995 who grew up in the former Cabrini-
Green Homes, a low-income, Chicago public housing development. Participants completed surveys asking about general
health, smoking, and mental health status. Surveys included questions related to neighborhood and family support, com-
munity safety, and childhood youth program participation. Simple regression models were performed to compare childhood
exposure of adverse and protective factors to adult health outcomes. Multivariable logistic regression models were con-
structed to adjust for age, sex, and educational attainment.

Results 334 former residents completed the survey, and only those that reported an adversity score>2 were included in the
analysis (n=248). For those individuals who reported that their families cared for them as children, they described feeling
hopeful about the future (OR 2.77, 95% CI, 1.28-6.00, aOR 2.63, 95% CI, 1.21-5.75) and reported decreased smoking rates
as adults (OR 0.30, 95% CI, 0.14-0.66, aOR 0.35, 95% CI, 0.16—0.78). Better self-reported adult health status was associated
with residents who believed the neighborhood looked out for one another (OR 2.31, 95% CI, 1.21-4.42, aOR 2.01, 95% CI,
1.02-3.95).

Conclusion These findings suggest that a caring family and neighborhood connectedness are protective in mitigating child-
hood adversity. Devoting resources to strengthen families and communities is a promising strategy to promote healthier adult
behaviors.
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Introduction

Both positive and negative childhood experiences impact
future life outcomes and opportunities. In the early 1990s,
a landmark study performed by Kaiser Health Plan and the
Centers for Diseases Control and Prevention (CDC) dem-
onstrated a strong association between adverse childhood
experiences (ACEs) and poor health outcomes in adulthood
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(Felitti, 1998). Future studies expanded upon this research to
demonstrate that adversity in childhood is common, interre-
lated, and demonstrates a graded dose-response on negative
health and well-being outcomes Dong et al., 2004; Felitti et
al., 1998; Hughes et al., 2017; Merrick et al., 2019).

Data from the Behavioral Risk Factor Surveillance Sur-
vey (BRFSS), a national survey of demographics, behaviors,
and health indicators, demonstrate that nearly half of chil-
dren experience at least one adverse childhood experience
and more than 10% of children report three or more (Sacks
& Murphey, 2018). Further, these traumatic experiences
disproportionately affect children of color, socioeconomi-
cally disadvantaged children, and those residing in unsafe
neighborhoods (Merrick et al., 2018; Sacks & Murphey,
2018). Racial and ethnic minority youth are at increased
risk for poor health compared to their White counterparts,
even after adjusting for other social determinants such as
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socioeconomic status (Mehta et al., 2013). Nationally, one
in three Black non-Hispanic children have experienced two
to eight ACEs, compared to only one in five White non-
Hispanic children (CDC, 2009). Black youth living in urban
settings are particularly impacted by failing school systems,
community violence, and the justice system (Mersky et al.,
2013; Slopen et al., 2016).

While the prevalence of adverse childhood experiences
is alarming, not all of these children grow up to develop
poor health outcomes. Many researchers credit the develop-
ment of resilience, the context-specific ability to respond to
real or perceived stress while avoiding the negative health
trajectories (Davydov et al., 2010; Luthar et al., 2000; Mas-
ten, 2014). Individual, family, and community factors all
contribute to the development of resilience (Bethell et al.,
2014; Lee et al., 2012). Specifically, safe, stable, and nurtur-
ing relationships have a protective and moderating effect on
adverse experiences (Mercy & Saul, 2009; Schofield et al.,
2013). The Search Institute developed a list of “40 Develop-
mental Assets” and demonstrated associations between the
number of assets and both positive and negative outcomes
(Bleck & Debate, 2016). These include internal assets
described as beliefs, values, and skills needed to engage
with others and external assets, relationships, activities, and
structures that create positive environments (Search Insti-
tute, 2007). As resilience research has developed so too has
the idea that the resilience of an individual over the course
of development is dynamic and depends on the function of
complex adaptive systems that are continually interacting
and transforming (Masten, 2014; Schoon, 2012).

Similar, to racial disparities in adverse childhood experi-
ences, a 2019 study by Liu et al. found that White youth
endorsed fewer adverse experiences and reported greater
access to protective factors compared to their Black and
Latinx counterparts. There remains a great need to iden-
tify the protective factors that help members of ethnically
diverse communities overcome adversity. The goal of this
study was to further elucidate protective factors in Black
youth growing up in an urban environment. This knowledge
will aid in the development of targeted programs and policy
promoting positive childhood experiences.

Methods
Study Setting

This retrospective cohort study included adults born between
1970 and 1995 who grew up in or near the former Cabrini-
Green (CG) Homes, a low-income, Chicago public housing
development. Beginning in 1942 until 2011, Cabrini-Green
Homes housed generations of low-income families until the
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last high rise was torn down as part of the Chicago Hous-
ing Authority’s Plan for Transformation (Austen, 2018).
In 1990, Cabrini Green census data indicated that 95% of
residents were Black and 75% of families lived below the
federal poverty level (U.S. Census Bureau, 1990). Nearly
70% of adults did not have a high school or GED diploma.
Cabrini Green youth were at high risk for intergenerational
poverty and low educational attainment (Marciniak, 1986).
Given these difficult social and economic conditions, the
children living in the Cabrini Green neighborhood were at
an increased risk of traumatic childhood experiences (Anda
et al., 2010; Crouch et al., 2000; Giano et al., 2020; Walsh
etal., 2019).

Study Sample and Design

Participants were recruited through Facebook groups, word
of mouth, and prior involvement in a youth program. Sub-
jects completed a phone or electronic survey, which included
validated measures assessing childhood adversity and a
variety of self-reported adult health measures from other
previously validated questions. This survey was conducted
as part of a larger study assessing the long-term effects of
participation in the Cabrini-Green Youth Program. Partici-
pants were compensated $50 for completion of the survey.
Data collection for both groups by trained research assis-
tants occurred between October 2018 and April 2019. This
project was deemed exempt by Ann & Robert H. Lurie Chil-
dren’s Hospital of Chicago’s Institutional Review Board.

Measures

Demographic measures of race, age, sex, and educational
attainment were assessed using questions from the Behav-
ioral Risk Factor Surveillance System (BRFSS; Table 1).
The BRFSS is the largest ongoing health survey in the

Table 1 Socio-Demographic Characteristics

Measure n=248 %
Adversity Score>2 248 100
Race

Black 248 100
Current Age (years)

Mean (SD) 36.3 (6.6)

Sex

Female 162 65.3
Male 86 34.7
Educational Attainment

< Highschool/GED 20 8.1
Highschool/ GED 72 29.0
>Highschool/GED 156 62.9




Journal of Child & Adolescent Trauma (2022) 15:1063-1068

1065

world and has proved useful in defining the prevalence of
health behaviors and other determinants of health in the
United States.

Childhood adversity was assessed with measures from
the Philadelphia Urban Ace Survey, which expanded the
ACE questions from the initial CDC-Kaiser study to bet-
ter understand the impact of community-level adversi-
ties in urban areas (Cronholm et al., 2015). This modified
ACE questionnaire was found to be useful and validated in
assessing adversity in traditionally marginalized communi-
ties (Cronholm et al., 2015). A composite adversity score
was calculated for each participant using a total of six ques-
tions (Table 2). Responses were dichotomized for analysis.
Participants with >2 were considered to have a high adver-
sity score as was used previously (Bethell et al., 2014). Only
those individuals with >2 were included for analysis as the
goal was to evaluate differences between individuals who
reported high adversity scores.

The main health metrics for this study were assessed by
previously validated survey questions. Self-reported health
status was assessed by asking the respondent to rate their
overall heath on a scale from one to five (CDC, 2017). Cur-
rent smoking status was assessed from the National Health
and Nutrition Examination Survey (NHANES) - smoking
and Tobacco use 2017-2018 question (SMQ.040). Par-
ticipants current mental health status was assessed through
questions asking about hopefulness for the future from the
Center for Epidemiological Studies Short Depression Scale
(CESD 10) and their ability to cope with stress from the
Perceived Stress Scale (Cohen et al., 1983).

Protective factors were assessed using three survey ques-
tions. Survey participants were asked if they thought their
family cared about them when times were hard using a
question from the Resilience Research Center (Jefferies et
al., 2018). They were asked if they felt the people in their
neighborhood looked out for each other and could be trusted

Table 2 Childhood Adversity Survey Questions
Adversity Questions

1. Did you feel safe in your neighborhood?

2. How often, if ever, did you see or hear someone being beaten
up, stabbed, or shot in real life?

3. How often, if ever, did you see or hear a parent, step-parent,
or another adult who was helping to raise you being yelled at,
screamed at, sworn at, insulted, or humiliated?

4. How often, if ever, did you see or hear a parent, step-parent,
or another adult who was helping to raise you being hit or kicked
hard that caused injury?

5. During your first 18 years of life, how often did a parent, step-
parent, or another adult living in your home hit you so hard that
you had marks or were injured?

6. During your first 18 years of life, how often did a parent, step-
parent, or another adult living in your home act in a way that made
you afraid that you would be physically hurt?

* All questions from the Philadelphia Urban ACE Survey

(BRFSS), and whether they participated in a childhood
youth program. Responses were dichotomized for analysis.

Statistical Analysis

319 people were surveyed and only participants that
reported an adversity score >2 were included in the analysis
(n=248). Descriptive statistics summarized demographic
and survey variables of interest. Simple regression models
were performed to compare childhood exposure of adverse
and protective factors to the adult health outcomes of inter-
est: their general health status, including smoking status,
and mental health, including hopefulness for the future and
ability to cope with stress. Multivariable logistic regression
models were constructed to adjust for age, sex, and edu-
cational attainment. All statistical analysis was performed
in the statistical software R version 4.0.0 (R Core Team,
2020), under an alpha level of 0.05.

Results
Demographic Measures

A distribution of the adversity score was examined and
former residents that reported an adversity score>2 were
included in the analysis (n=248; Fig. 1). Demographic
measures were assessed (Table 1). The average age of
respondents was 36.3 years old (SD +/- 6.6 y). All partici-
pants primarily identified as Black and there were more
women than men in the study (65.3% vs. 34.7%). Over 90%
(91.9%) of participants had a high school GED or more.
The majority of participants rated their health as excellent or
very good (79.8%), were non-smokers (74.6%), felt hope-
ful about the future (60.5%), and felt like they could cope
with stress (53.2%). The childhood support variables dem-
onstrated that 87.5% felt like their family cared about them,
50.0% felt people in their neighborhood looked out for one
another most of the time, and 56.9% of adults included for
analysis had participated in the Cabrini Green youth men-
toring program (CGYP; Table 3).

Bivariate Analysis

Decreased smoking rates as an adult were observed for
those who reported their families cared for them as chil-
dren (OR 0.30, 95% CI, 0.14-0.66, aOR 0.35, 95% CI,
0.16-0.78; Table 4). Similarly, participants who felt like
their family cared for them reported feeling more hopeful
about the future (OR 2.77, 95% CI, 1.28-6.00, aOR 2.63,
95% CI, 1.21-5.75; Table 4). Additionally, former residents
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Fig. 1 Adversity Score Distribu-

tion (Total surveyed=319, 100
only those with >2 included in

analysis, n=248) 90
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Table 3 Adult Health Outcomes, and Childhood Protective Factors
Survey Results

Survey Result Number %
of people
(n=248)
Health Status
Excellent/Very Good/Good 198 79.8%
Fair/Poor 50 20.2%
Smoking Status
Yes 63 25.4%
No 185 74.6%
Affect
Felt hopeful 150 60.5%
Not hopeful 98 39.5%
Stress
Could Cope 132 53.2%
No Cope 116 46.8%
Childhood Support
Participation in Youth Program (Yes) 141 56.9%
Family cared about you (Yes) 217 87.5%

People in neighborhood looked out for each other 124 50.0%

(All/most of the time)

who believed that people looked out for each other in the
neighborhood demonstrated more than a two-fold increase
odds of having a self-reported adult health status of good or
excellent health (OR 2.31, 95% CI, 1.21-4.42, aOR 2.01,
95% CI, 1.02-3.95; Table 4).

Discussion

Findings from this study suggest that a caring family and
neighborhood connectedness are protective in mitigating the
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Table 4 Childhood Protective Factors and Adult Health Outcomes

Childhood Protective Factor Odds ratio (95%  Adjusted
Adult Health Outcome CI) Odds ratio
(95% CI)*

Family caring about you in

childhood

Hopeful about future (Most or all ~ 2.77 2.63 (1.21-

of the time) (1.28-6.00)** 5.75)**

Current smoking status (not at all) 0.30 0.35 (0.16—
(0.14-0.66)** 0.78)**

Neighborhood looking out for

you

Current self-reported health status  2.31 (1.21-4.42)** 2.01 (1.02—
(good/very good/ excellent health) 3.95)**

* Multivariable logistic regression was adjusted for age, sex, and edu-
cational attainment

** Statistically significant under p <.03

negative health outcomes associated with childhood adver-
sity. Participants in this study grew up in a poor, segregated
neighborhood with high rates of community violence. In a
previous study surveying seven-to-13-year-old children liv-
ing in Cabrini-Green Homes in the 1990’s, children reported
that 42% had already seen someone shot and 37% had seen
someone stabbed (Sheehan et al., 1997). These statistics are
alarming and highlight the need to identify protective fac-
tors that could mitigate the effects of this trauma (Sheehan
etal., 2021).

The Wisconsin Behavioral Risk Factor Survey (BRFS),
a large national survey, expanded in 2014 to include ques-
tions related youth resilience and positive childhood expe-
riences (Wisconsin Department of Health Services, 2015;
Silva, 2014). Similar to our current study, results from the
BRFS indicated that feeling like your family stood by you
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during hard times and having someone to talk with about
difficult feelings led to the development of resilience (Sege
et al., 2017). Another national study found that for children
exposed to adverse childhood experiences, the strongest
protective factor for positive academic success was having
a parent sharing ideas and talking to their child about topics
that mattered (Robles et al., 2019). Further, Bethell et al.
demonstrated that similar to the cumulative effects of multi-
ple ACEs, positive childhood experiences also demonstrate
a dose-response association with adult mental and relational
health (2019).

In arecent review, Duh-Leong et al. discussed the value of
a social support system for children (2021). They described
the importance of social capital, the benefits a child receives
from social relationships at family and community levels,
and explained that through social relationships, children
exposed to adversity can achieve healthy outcomes and even
thrive (Duh-Leong et al., 2021). Collectively, this research
demonstrates that programs and resources should focus on
strengthening family relationships and building community
partnerships to increase social support for children.

This current study is not without its limitations. First, this
is a retrospective cohort study and cannot confirm causal
effect. It is further limited by the potential selection bias of
participants. Participants were recruited through Facebook
groups, word of mouth, and prior involvement in a youth
group, which may not be representative of the entire Cabrini-
Green Community. These participants who accessed the
survey may represent a more affluent group than the popu-
lation as a whole and may have looked more favorably on
their circumstances and neighborhood growing up and their
current health status. Unfortunately, it was challenging to
locate individuals 25 years later from a neighborhood that
no longer exists, leading to a small sample size. This study
was also a subset of a larger one examining the effects of a
youth development program for youth in the Cabrini Green
Neighborhood and the questions used for this study were
limited to the initial survey.

Further, multivariable analyses were difficult to perform
due to an already small sample size of the study. Future
efforts could work on expanding the sample size by sur-
veying adults who grew up in government housing similar
to Cabrini Green, such as the Henry Horner Homes on the
West Side of Chicago and the Robert Taylor Homes and
Stateway Gardens on the South Side of Chicago. Lastly, the
average age of those surveyed was 36.3 years old and most
participants rated their current health as very good/excel-
lent. Participants may be too young for the adverse health
outcome to have occurred and these results may continue
to change as the population ages. Current smoking status,
however, may be indicative of future health outcomes.

Conclusions

These findings suggest that a caring family and neigh-
borhood connectedness are protective in mitigating the
long-term health effects of childhood adversity in urban
environments. Promoting these protective factors may be
one path forward towards reducing existing health dispari-
ties. Resources should be devoted to help strengthen fami-
lies and their communities.
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