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Abstract: Low-income young adults are more likely to have exposure to trauma, which increases
risk for mental health problems. Although adequate sleep promotes good health, people with
histories of trauma are more likely to have sleep problems. The current study explored whether
poor sleep mediated the relationship between trauma exposure and mental health. A sample of
143 low-income 18–24-year-old young adults completed depression, anxiety, and trauma exposure
measures and wore sleep monitors for four nights. Structural equation modeling (SEM) was used to
examine both direct and indirect effects of variables. Results showed that higher trauma exposure
was associated with depression and anxiety. Mean sleep hours per night was fewer than six, far
below recommended guidelines for optimal health and functioning. Fewer sleep hours partially
mediated the relationship between both trauma exposure and depression and anxiety, and the direct
effect from trauma remained significant after adjusting for the partial mediation from sleep.

Keywords: anxiety; depression; trauma exposure

1. Introduction

A growing body of evidence shows that sleep plays a critical role in overall health.
Poor sleep has been associated with a range of problems such as obesity, violence and
aggression, and impaired cognitive functioning [1–3]. People in young adulthood (defined
as those aged 18–25 years) may be especially likely to get insufficient sleep and suffer from
subsequent negative outcomes [4]. There are both biological and behavioral reasons that
young adults are more sleep deprived. Young adults experience hormonal changes that
can disrupt sleep, and a decrease in synaptic density affecting the brain’s structure and
organization can impact sleep [5].

Subpopulations of young adults such as those in poverty may be at greater risk for
sleep problems [6]. They may also be more at risk for trauma exposure and subsequent
mental health problems [7]. This suggests a complex relationship between trauma exposure,
mental health, life challenges, and sleep problems in young adults.

1.1. Trauma and Mental Health

Trauma exposure has been consistently linked with higher risk for developing mental
health difficulties. For example, a large body of literature reports a significant relationship
between early trauma experiences and problems such as attachment disruptions and social
impairments, dissociation, and emotion dysregulation [8–10]. Studies that are more recent
have focused on understanding the influence of multiple trauma types on mental health
outcomes as opposed to focusing on one specific form of trauma [11].

Studies have also investigated factors that further amplify the association between
traumatic exposure and mental health difficulties, such as socioeconomic status and
race/ethnicity. For example, a study reported that Hispanic and non-Hispanic Black
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youth experience higher rates of multiple victimization relative to their White counter-
parts [12]. Experiencing multiple victimizations not only significantly predicted mental
health disorders after accounting for individual trauma types but also showed a stronger
effect in terms of predicting disorders compared to multiple exposures to a single type of
trauma [13]. Given the higher rates of multiple victimization reported among racial/ethnic
minority individuals, subsequent problems facing them may be more severe and complex.

In addition to racial/ethnic disparities, members of lower socioeconomic status groups
suffer from higher rates of trauma and related mental health consequences. In particular,
people with low incomes, low education levels, and/or low occupational status more
frequently experience traumatic events, which are related to a wide array of mental health
disorders [7]. Having a low income and limited access to education show the strongest
effects on trauma disparities among younger populations [14].

1.2. Sleep

The ability to initiate and maintain sleep is closely related to aspects of stress regulation
and vigilance [15]. One element of trauma theory as conceptualized by Herman [16] is
that exposure to traumatic events can leave the brain in a perpetually hyperaroused state.
Individuals who experience high levels of vigilance or who perceive their environment
as unsafe are therefore vulnerable to sleep disturbances [17]. Sleep disruptions have
been strongly associated with psychiatric problems, especially depression and anxiety, in
community samples of young adults [18].

Sleep disturbances are frequently associated with mental health problems, most
commonly depression [19]. Insomnia lasting more than two weeks was predictive of major
depressive disorder in a longitudinal study of young adults [20]. Because depressive and
anxiety disorders are highly co-morbid, it is difficult to understand the unique relationship
that each might have with sleep problems [21]. While the relationship between sleep
and mental health is well established, there are still many unanswered questions about
the etiology.

Previous research has demonstrated significant associations among poor sleep, trauma,
and mental health problems in young adults [22,23]. A systematic review of the effects of
adverse childhood experiences (ACEs) on sleep disorders among adults concluded that
a higher number of ACEs was associated with a longer sleep onset latency and a shorter
period of staying asleep [23]. Specifically, early adverse experiences and post-traumatic
stress disorder have both been associated with poor health habits and health outcomes,
including smoking and sleep disturbances [22].

The negative effects of childhood trauma on sleep problems have been evidenced in
clinical and subclinical populations. For example, Hamilton and colleagues [24] found that
childhood maltreatment strongly predicted insomnia, controlling for current depression,
anxiety, and low socioeconomic status. Another study of 161 adults reporting childhood
trauma found that the effects of early life traumatic experiences on sleep quantity and
quality likely persist into adulthood [25]. Trauma exposure in adulthood, however, did not
predict sleep problems, underscoring the strong association between early life traumas and
sleep health.

Some studies have tested whether sleep problems predict mental health outcomes
in young adults [26]. A study of young adults aged from 17 to 24 years in Australia
showed that the significant association between shorter sleep duration and higher levels of
self-reported psychological distress remained at a 1-year follow-up after controlling for
a range of other potential explanatory factors [27]. A recent study of preadolescent chil-
dren showed that sleep problems mediated the effects of ACEs on externalizing problems
after controlling for demographics, post-traumatic stress, and use of psychotropic medi-
cation [28]. These studies highlight the role of sleep problems in mediating associations
between trauma exposure and mental health among young adults at high risk.

The primary aim of the current study is to better understand the role of sleep in the
lives of low-income young adults, particularly the relationship of sleep with both trauma
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exposure and mental health, by examining three research questions: (1) What is the level
of trauma exposure in low-income young adults? (2) What are the sleep patterns of low-
income young adults? (3) Does sleep mediate the relationship between trauma exposure
and mental health outcomes?

2. Materials and Methods
2.1. Participants

Young adults between 18 and 24 years old (N = 143) were recruited from a local agency
in a U.S. city that provides support and workforce development training for low-income
young adults under age 25. Any young adult between 18 and 24 earning below the U.S.
poverty guideline of USD 12,760 per year was eligible for services. The agency offers both
structured groups and drop-in meetings with mentors, and young adults usually visit the
agency at least once a week for a 3–6-month period. Participants recruited for the study
needed to have a regular place to sleep to be eligible for study enrollment.

2.2. Procedures

Fliers providing study information were posted in common areas of the agency where
young adults meet with friends, watch TV, and access free laundry services. Interested
young adults could phone, email, or text the study team for more information. Individuals
with diagnosed sleep disorders or who reported taking medication (either prescription
or over-the-counter) for sleep were excluded from the study. Participants received USD
100 compensation for survey completion and wearing a Fitbit monitor for five consecutive
nights. Informed consent was obtained from all study participants and the University of
Pittsburgh Institutional Review Board approved the research procedures.

2.3. Measures
2.3.1. Sleep

Sleep was measured with a Fitbit Charge watch, which participants wore for five
days. The Fitbit Charge watches collected data on total time asleep, length of time to fall
asleep (sleep onset latency), and number of awakenings. These factors are all considered
important quantitative measures of sleep problems. Fitbit Charge has shown effectiveness
in measuring sleep time in prior studies [29]. A study comparing the Fitbit Charge to
polysomnography found that the Fitbit watch slightly overestimated total sleep time
and sleep efficiency and underestimated wake after sleep onset by 5 min in a sample of
adolescents [30]. Fitbits have high inter-device reliability [31]. Data were downloaded and
analyzed with SPSS, and there were no missing data.

2.3.2. Depression

The Patient Health Questionnaire (PHQ) is a nine-item scale that asks respondents to
rate depressive symptoms over the past two weeks. Responses to items range from 0 (Not
at all) to 3 (Nearly every day) for a total score from 0 to 27 [32]. In clinical settings, major
depression is diagnosed if five or more symptom criteria have been present for at least
“more than half the days” in the past two weeks, and one of the symptoms is depressed
mood or anhedonia. The PHQ-9 has been found to have construct validity not only in
medical settings but in the general population [33,34].

2.3.3. Anxiety

The Beck Anxiety Inventory (BAI) is a self-report measure with 21 multiple-choice
items in which the respondent is asked to rate the severity of various anxiety symptoms
across the past week [35]. Each symptom is presented with four responses (not at all,
mildly, moderately, and severely) and the respondent is asked to endorse the one that
best applies. A score above 10 indicates mild anxiety, and a score above 19 indicates
moderate anxiety [36]. The BAI has high internal consistency, test–retest reliability, and
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good concurrent and discriminant validity. It is widely used in research and to screen for
anxiety disorders in a range of populations [37,38].

2.3.4. Trauma Exposure

Trauma exposure was measured with the Brief Trauma Questionnaire (BTQ), a screen-
ing tool to determine whether an individual has experienced a traumatic event that meets
the criteria required for a diagnosis of Posttraumatic Stress Disorder (PTSD) [39]. The mea-
sure evaluates 10 potentially traumatic life events including severe physical abuse, serious
motor vehicle accidents, death of a close friend or family member, and life-threatening
illnesses. Kappa coefficients for all event-specific items range from 0.74 to 1.00 [40]. In-
terrater reliability has been shown to be good to excellent for all of the trauma categories,
and criterion validity has been demonstrated repeatedly, with expected associations found
between BTQ measured trauma and PTSD symptomology [41]. Scores range from 0 to 10.

2.4. Data Analysis

Descriptive statistical analyses were conducted to show participant characteristics
across variables. Means and standard deviations were calculated for the depression,
anxiety, and trauma exposure scales. Mean sleep hours, sleep onset latency, and number of
nighttime awakenings were also calculated and were used as indicators in the measurement
model of our structural equation modeling (SEM).

Additional descriptive statistics such as simple correlations among the variables of
interest, t-tests, and a multivariate analysis of variance (MANOVA) were fully examined
before advanced statistical analyses were conducted. After initial examination of the simple
correlations, a multiple regression analysis without interaction terms was conducted in
R, where sleep hours was the outcome variable and mental health outcomes were the
primary predictors.

Finally, a multi-level mediation model was created using the structural equation
modeling method (SEM) in R, using trauma history as the predictor, sleep as the mediator,
and depression scores and anxiety scores as the outcome variables. SEM is an analytical
approach that allows for testing theoretical models comprising both direct and indirect
effects [42]. A direct effect concerns a regression-type relationship between the independent
variable and dependent variable (e.g., Trauma→Depression/Anxiety), whereas an indirect
one deals with a relationship between those two variables mediated/intervened through a
third variable (or a set of other variables) (e.g., Trauma→ Sleep→ Depression/Anxiety).

Using SEM over traditional regression analyses allows us to model an unobserved,
abstract concept (i.e., a latent factor of “Sleep”) and to test multiple lines of hypothesized
relationships simultaneously while accounting for measurement errors [43]. In light of
that, we were able to investigate a dynamic interplay between factors at different levels
(from micro- to macroenvironments). To date, there is no consensus in terms of deciding
sample sizes of SEM. A past review of SEM studies reported that the median sample size
for testing an indirect effect was about 142.5, and about 40% of all the studies included
fewer than 150 participants [44]. A common guide that researchers often utilize is the ratio
of observations to parameters, in which a ratio of ten (our ratio was 15:143, falling close to
that range) is deemed acceptable [45]. Initial examination of the data distribution revealed
violations of normality assumptions. To adjust for potential biases, robust corrections of
non-normality were conducted using the Satorra–Bentler scaled chi-squared statistic [46].

Specifically, there are two distinct steps in the modeling process of SEM with latent
variables: structural and measurement modeling [42]. The structural model represents the
main theory to be tested, which is that trauma history exacerbates depression and anxiety
symptoms operating through sleep. The measurement portion of the model depicts the
relationship between the factors (e.g., sleep) and the manifest variables that measure the
factors (e.g., sleep hours, sleep onset latency, and nighttime awakenings). In our structural
model, sleep was specified as the mediator, trauma as the main predictor, and depression
and anxiety as the outcome variables. In terms of the measurement model, a latent construct
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of sleep was measured collectively by the subconstructs of sleep hours, sleep onset latency,
and nighttime awakenings, all of which were collected and calculated using Fitbit watches.

To evaluate the performance of our model, fit indices were thoroughly examined,
including Satorra–Bentler scaled chi-square results, the comparative fit index (CFI), stan-
dardized root mean square residual (SRMR), and root mean square error of approximation
(RMSEA). Non-significant chi square, CFI > 0.95, SRMR < 0.08, and RMSEA < 0.06 would
indicate well-fitting models based on Bentler’s recommendations [47].

3. Results

The sample was 53% female and 24% identified as White, 69% as Black, and 7% as
biracial. These figures roughly represent the overall population served by the agency from
which the sample was recruited. Fourteen percent of participants indicated obtaining a
high school diploma and 85% reported having some type of employment. In regards to
mental health measures, the mean score of the PHQ (depression) was 9.65 (SD = 3.68,
Min = 3, Max = 21), the mean score of the BAI (anxiety) was 16.28 (SD = 9.26, Min = 1,
Max = 45), and the mean score of the BTQ (trauma exposure) was 2.48 (SD = 2.40, Min = 0,
Max = 8). The most commonly reported items were being severely physically punished
by a parent or caregiver before age 18 (61% of the sample), being in a serious car accident
(47%), and being attacked, beaten, or mugged by a friend or stranger (32%). As for the sleep
measures, Fitbit-measured mean sleep hours were 5.61 (SD = 1.25, Min = 4, Max = 9.5), the
mean onset latency time in minutes was 21.63 (SD = 10.36, Min = 4, Max = 54), and the
mean number of nighttime awakenings was five (SD = 2.16, Min = 1, Max = 9).

Pearson’s correlations indicated that (1) trauma scores were significantly and positively
associated with depression/anxiety, sleep onset latency, and nighttime awakenings and
negatively correlated with sleep hours, and (2) sleep hours were significantly and negatively
correlated with both depression and anxiety as well as the other two sleep indicators, while
sleep onset latency and nighttime awakenings were positively associated with higher
depression and anxiety (Table 1). The correlational patterns (between sleep and all mental
health outcomes) confirmed the potential role of sleep in predicting mental health outcomes.

Table 1. Simple correlations among trauma scores, depression/anxiety, and sleep indicators.

1 2 3 4 5 6

1 Trauma \
2 Anxiety 0.66 \
3 Depression 0.64 0.61 \
4 Sleep Hours −0.61 −0.75 −0.67 \
5 Sleep Onset Latency 0.12 0.18 0.30 −0.29 \
6 Nighttime Awakenings 0.15 0.31 0.22 −0.31 0.24 \

Note: All correlations were significant at the p < 0.05 level.

Initial descriptive statistics revealed no significant demographic (age, gender, educa-
tion, and employment) differences in the scores of depression, anxiety, or trauma; hence,
there was no need to add control variables. Multiple regression results indicated that all
three mental health measures significantly negatively predicted sleep hours as measured
by Fitbit.

Multi-Level SEM

In Table 2, all path parameters of the SEM model are presented. The initial model had
overall good fit, as evidenced by the following indices: X2 (5143) = 9.24, p = 0.1; CFI = 0.99;
RMSEA = 0.077 (90% CI: 0.00, 0.154); and SRMR = 0.03. Informed by the measurement
model, the factor structure of the latent construct “Sleep” was well identified. In general, the
total effects (the direct and indirect paths from trauma to depression/anxiety) and indirect
effects (from trauma to depression/anxiety, mediated by sleep) were both significant.
Specifically, there existed (1) a direct negative prediction from trauma to individuals’ sleep
quality (b = −0.32, z = −9.09, p < 0.001), a direct positive prediction from trauma to anxiety
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(b = 0.96, z = 2.15, p < 0.05), and from trauma to depression (b = 0.47, z = 2.81, p < 0.01);
(2) a direct negative prediction from sleep to anxiety (b = −5.09, z = −3.98, p < 0.001), and
from sleep to depression (b = −1.64, z = −3.65, p < 0.001); and (3) significant indirect effects
(mediation) from trauma to both depression and anxiety. Given the significant direct effects
after accounting for the indirect paths, sleep partially mediated the path from trauma to
depression (b = −0.76, z = −5.25, p < 0.001) as well as to anxiety (b = −4.87, z = −3.78,
p < 0.001) (Figure 1).

Table 2. Mediation model of trauma predicting depression and anxiety via mediation through sleep.

Measurement Model B SE Z P Beta

Sleep
Sleep Hours 1.00 0.94

Sleep Onset Latency −2.66 0.79 −3.37 0.00 −0.30
Nighttime Awakening −0.62 0.17 −3.77 0.00 −0.34

Structural Model

Outcome Predictor

Sleep Trauma −0.32 0.04 −9.09 0.00 −0.64
Anxiety Trauma 0.96 0.45 2.15 0.03 0.25

Depression Trauma 0.47 0.17 2.81 0.01 0.30
Anxiety Sleep −5.09 1.28 −3.98 0.00 −0.64

Depression Sleep −1.64 0.45 −3.65 0.00 −0.52

Indirect and Total Effects

Indirect Effect 1 (Anxiety) −4.87 1.29 −3.78 0.00 −0.16
Indirect Effect 2 (Depression) −0.76 0.15 −5.25 0.00 −0.16

Total Effect 1 −5.18 1.28 −4.04 0.00 −0.80
Total Effect 2 −1.08 0.15 −7.40 0.00 −0.80

Fit indices: X2 (5143) = 9.24, p = 0.1; CFI = 0.99; Root Mean Square Error of Approximation (RMSEA) = 0.077 (90% CI: 0.00, 0.154); Stan-
dardized Root Mean Residual (SRMR) = 0.03. Path diagram of trauma. predicting depression/anxiety via sleep. B = Unstandardized beta;
SE = Standard Error; Z = Z-scores; P = p-values.Int. J. Environ. Res. Public Health 2021, 18, x FOR PEER REVIEW 7 of 11 
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Young adults can be at risk for mental health problems due to social and environmental
factors such as family adversity, peer stressors, and employment concerns [48]. Young
adulthood is also the developmental period when mental health problems, especially
mood disorders, may emerge or worsen [49]. Low-income young adults are more likely to
report trauma exposure, which elevates risk for developing mental health problems [50].
Although sufficient and quality sleep promotes good health, a history of trauma and mental
health problems can contribute to poor sleep.

Participants in the current study reported exposure to an average of 2.5 traumatic
events, with the maximum number of events reported being eight. The most commonly
reported items included both being severely punished as a child and being beaten, attacked,
or mugged by a stranger or a friend. A study of adolescents with trauma histories found
that each traumatic event experienced increased the odds of engaging in high-risk behaviors
such as substance abuse, criminal activity, and self-injury by roughly 15% [11]. It is not
only the number of traumatic events but also the type of trauma experienced that has an
impact. Interpersonal trauma is significantly more likely to result in PTSD, especially severe
intrusive memories, reminders of past trauma, and suppression of emotional responses,
compared to experiencing non-interpersonal trauma [51]. A study of U.S. adults found that
those who reported more than one type of traumatic event exposure, especially physical or
sexual assault, were significantly more likely to have both PTSD and sleep problems [52].

We explored whether or not poor sleep plays a mediating role in mental health
problems and, thus, a pattern evolves in which mental health problems contribute to poor
sleep, and poor sleep exacerbates mental health problems. Our results showed that higher
levels of trauma exposure were related to depression and anxiety. Fewer sleep hours
partially mediated the relationship between both trauma exposure and depression and
anxiety, and the direct effect from trauma remained significant after adjusting for the partial
mediation from sleep.

The National Sleep Foundation [53] recommends 7–9 h of sleep per night for people
aged 18 to 25. The young adults in the current study were receiving a mean total of 5.6 h,
and some showed as few as four hours of sleep per night. Insufficient sleep in young
adults has been linked to a range of negative outcomes including obesity, car accidents,
and suicidal ideation [4]. A systematic review of studies revealed that youth who received
less than six hours of sleep showed significant increases in health risk behaviors [54].
These relationships were stronger among young adults with emotional problems, poor
psychosocial functioning, and a history of negative life events. Given the powerful effect
that poor sleep can have on all aspects of functioning, especially among more vulnerable
subpopulations, it is important to identify interventions to improve sleep.

One effective sleep intervention is Cognitive Behavioral Therapy for Insomnia (CBT-
I). CBT-I targets the behavioral, cognitive, and physiological aspects of insomnia [55].
Multiple randomized control trials have shown the effectiveness of CBT-I in reducing sleep
latency, increasing total sleep time, and decreasing nighttime awakenings [56]. Results of
CBT-I have been found to be similar to or better than using sleep medications, and the
maintenance of effects after cessation of therapy is better than with medications [57]. There
is evidence that CBT-I may not only improve sleep but may reduce symptoms in people
with anxiety, depression, or post-traumatic stress [58].

Young adults may also benefit from more easily accessible interventions. Education
about good sleep hygiene such as having a regular sleep–wake schedule, avoiding caffeine
and light-emitting devices close to bedtime, and getting regular exercise can be effective in
improving sleep habits [59]. A study of college students found that those who attended
an information session about the importance of sleep, the consequences of sleep deficits,
and recommendations to improve sleep showed an increase of 30 min of total sleep time
among those receiving less than seven hours of sleep before the program [60]. There is also
growing evidence that activities such as meditation and yoga can improve sleep outcomes,
even in adolescent populations [61].
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Study results should be interpreted with some limitations in mind. First, while there
is growing use of Fitbit monitors as a low-cost and easily accessible tool in sleep and health
research, they may over- or underestimate sleep times. Second, assessments of traumatic
events and childhood maltreatment were based on self-report. Memories of past events
can be inaccurate, so young adults could be unintentionally misreporting events. Third, we
cannot establish with certainty the direction of the relationship between sleep and trauma.
Finally, the study was cross-sectional and only captured data at one point in time.

4. Conclusions

For individuals experiencing problems with depression and anxiety, improved sleep
can serve as the gateway to better functioning. Low-income young adults, especially those
who belong to marginalized groups, are much less likely to receive needed mental health
services, not only due to finances but also because of fears about being judged or treated
poorly [62]. Since poor sleep is much less stigmatized than mental health problems, people
may be more likely to seek out treatment to assist with sleep concerns, which can then
lead to improvements in mental health. Helping young adults get more and higher-quality
sleep can increase overall health and well-being across the lifespan.

Author Contributions: Conceptualization, R.A.F., Y.Y., H.L. and C.E.N.; data curation, R.A.F. and
Y.Y.; formal analysis, Y.Y.; funding acquisition, R.A.F.; investigation, R.A.F.; methodology, R.A.F. and
Y.Y.; project administration, R.A.F.; supervision, R.A.F.; writing—original draft, R.A.F., Y.Y., H.L. and
C.E.N.; writing—review and editing, R.A.F., Y.Y., H.L. and C.E.N. All authors have read and agreed
to the published version of the manuscript.

Funding: This research was funded by the University of Pittsburgh’s Central Research Development Fund.

Institutional Review Board Statement: All aspects of this study were approved by the University
of Pittsburgh’s Instituional Review Board, Pittsburgh, PA, USA.

Informed Consent Statement: Informed consent was obtained from all subjects involved in the study.

Data Availability Statement: The data presented in this study are available on request from the
corresponding author. The data are not publicly available due to guidelines of the Institutional
Review Board overseeing the study.

Acknowledgments: The funder had no role in the design and conduct of the study, the collection,
management, analysis, and interpretation of the data, the preparation, review, and approval of the
manuscript, or the decision to submit the manuscript for publication.

Conflicts of Interest: The authors declare no conflict of interest.

References
1. Spiegel, K.; Tasali, E.; Leproult, R.; Van Cauter, E. Effects of poor and short sleep on glucose metabolism and obesity risk.

Endocrinology 2009, 5, 253–261. [CrossRef] [PubMed]
2. Kamphuis, J.; Meerlo, P.; Koolhaas, J.M.; Lancel, M. Poor sleep as a potential causal factor in aggression and violence. Sleep Med.

2012, 13, 327–334. [CrossRef] [PubMed]
3. Gruber, R.; Laviolette, R.; Deluca, P.; Monson, E.; Cornish, K.; Carrier, J. Short sleep duration is associated with poor performance

on IQ measures in healthy school-age children. Sleep Med. 2010, 11, 289–294. [CrossRef] [PubMed]
4. Owens, J. Insufficient sleep in adolescents and young adults: An update on causes and consequences. Pediatrics 2014, 134,

e921–e932. [CrossRef]
5. Colrain, I.; Baker, F. Sleep EEG as a potential marker of alcoholism predisposition. Alcohol. Clin. Exp. Res. 2012, 36, 1477–1478.

[CrossRef]
6. Patel, N.P.; Grandner, M.A.; Xie, D.; Branas, C.C.; Gooneratne, N. “Sleep disparity” in the population: Poor sleep quality is

strongly associated with poverty and ethnicity. BMC Public Health 2010, 10, 475. [CrossRef]
7. Hatch, S.L.; Dohrenwend, B.P. Distribution of traumatic and other stressful life events by Race/Ethnicity, gender, SES and age:

A review of the research. Am. J. Community Psychol. 2007, 40, 313–332. [CrossRef]
8. Venta, A.; Kenkel-Mikelonis, R.; Sharp, C. A preliminary study of the relation between trauma symptoms and emerging BPD in

adolescent inpatients. Bull. Menn. Clin. 2012, 76, 130–146. [CrossRef]
9. Kaehler, L.A.; Freyd, J.J. Betrayal trauma and borderline personality characteristics: Gender differences. Psychol. Trauma Theory

Res. Pract. Policy 2012, 4, 379–385. [CrossRef]

http://doi.org/10.1038/nrendo.2009.23
http://www.ncbi.nlm.nih.gov/pubmed/19444258
http://doi.org/10.1016/j.sleep.2011.12.006
http://www.ncbi.nlm.nih.gov/pubmed/22305407
http://doi.org/10.1016/j.sleep.2009.09.007
http://www.ncbi.nlm.nih.gov/pubmed/20156702
http://doi.org/10.1542/peds.2014-1696
http://doi.org/10.1111/j.1530-0277.2012.01892.x
http://doi.org/10.1186/1471-2458-10-475
http://doi.org/10.1007/s10464-007-9134-z
http://doi.org/10.1521/bumc.2012.76.2.130
http://doi.org/10.1037/a0024928


Int. J. Environ. Res. Public Health 2021, 18, 1145 9 of 10

10. Tyrka, A.R.; Wyche, M.C.; Kelly, M.M.; Price, L.H.; Carpenter, L.L. Childhood maltreatment and adult personality disorder
symptoms: Influence of maltreatment type. Psychiatry Res. 2009, 165, 281–287. [CrossRef]

11. Layne, C.M.; Greeson, J.K.; Ostrowski, S.A.; Kim, S.; Reading, S.; Vivrette, R.L.; Pynoos, R.S. Cumulative trauma exposure and
high-risk behavior in adolescence: Findings from the National Child Traumatic Stress Network Core Data Set. Psychol. Trauma
Theory Res. Pract. Policy 2014, 6, S40–S49. [CrossRef]

12. López, C.M.; Andrews, A.R.; Chisolm, A.M.; de Arellano, M.A.; Saunders, B.; Kilpatrick, D.G. Racial/ethnic differences in trauma
exposure and mental health disorders in adolescents. Cult. Divers. Ethn. Minority Psychol. 2017, 23, 382–387. [CrossRef] [PubMed]

13. Finkelhor, D.; Ormrod, R.K.; Turner, H.A. Polyvictimization and trauma in a national longitudinal cohort. Dev. Psychopathol. 2007,
19, 149–166. [CrossRef] [PubMed]

14. Viner, R.M.; Ozer, E.M.; Denny, S.; Marmot, M.; Resnick, M.; Fatusi, A.; Currie, C. Adolescence and the social determinants of
health. Lancet 2012, 379, 1641–1652. [CrossRef]

15. Dahl, R.E. The regulation of sleep and arousal: Development and psychopathology. Dev. Psychopathol. 1996, 8, 3–27. [CrossRef]
16. Herman, J.L. Trauma and Recovery; Basic Books: New York, NY, USA, 1992.
17. Tininenko, J.R.; Fisher, P.A.; Bruce, J.; Pears, K.C. Sleep disruption in young foster children. Child Psychiatry Hum. Dev. 2010, 41,

409–424. [CrossRef]
18. Taylor, D.J.; Lichstein, K.L.; Durrence, H.H.; Reidel, B.W.; Bush, A.J. Epidemiology in insomnia, depression, and anxiety. Sleep

2005, 28, 1457–1464. [CrossRef]
19. Baglioni, C.; Battagliese, G.; Feige, B.; Spiegelhalder, K.; Nissen, C.; Voderholzer, U.; Lombardo, C.; Riemann, D. Insomnia as a

predictor of depression: A meta-analytic evaluation of longitudinal epidemiological studies. J. Affect. Disord. 2011, 135, 10–19.
[CrossRef]

20. Buysse, D.J.; Angst, J.; Gamma, A.; Ajdacic, V.; Eich, D.; Rössler, W. Prevalence, course, and comorbidity of insomnia and
depression in young adults. Sleep 2008, 31, 473–480. [CrossRef]

21. van Mill, J.G.; Hoogendijk, W.J.; Vogelzangs, N.; van Dyck, R.; Penninx, B.W. Insomnia and sleep duration in a large cohort of
patients with major depressive disorder and anxiety disorders. J. Clin. Psychiatry 2010, 71, 239–258. [CrossRef]

22. Gavrieli, A.; Farr, O.M.; Davis, C.R.; Crowell, J.A.; Mantzoros, C.S. Early life adversity and/or posttraumatic stress disorder
severity are associated with poor diet quality, including consumption of trans-fatty acids, and fewer hours of resting or sleeping
in a US middle-aged population. Metabolism 2015, 64, 1597–1610. [CrossRef]

23. Kajeepeta, S.; Gelaye, B.; Jackson, C.L.; Williams, M.A. Adverse childhood experiences are associated with adult sleep disorders:
A systematic review. Sleep Med. 2015, 16, 320–330. [CrossRef] [PubMed]

24. Hamilton, J.L.; Brindle, R.C.; Alloy, L.B.; Liu, R.T. Childhood trauma and sleep among young adults with a history of depression:
A daily diary study. Front. Psychiatry 2018, 9, 673. [CrossRef] [PubMed]

25. Brindle, R.C.; Cribbet, M.R.; Samuelsson, L.B.; Gao, C.; Frank, E.; Krafty, R.T.; Thayer, J.F.; Buysse, D.J.; Hall, M.H. The relationship
between childhood trauma and poor sleep health in adulthood. Psychosom. Med. 2018, 80, 200–207. [CrossRef]

26. Zhai, L.; Zhang, H.; Zhang, D. Sleep duration and depression among adults: A meta-analysis of prospective studies. Depress.
Anxiety 2015, 32, 664–670. [CrossRef]

27. Glozier, N.; Martiniuk, A.; Patton, G.; Ivers, R.; Li, Q.; Hickie, I.; Senserrick, T.; Woodward, M.; Norton, R.; Stevenson, M. Short
sleep duration in prevalent and persistent psychological distress in young adults: The DRIVE study. Sleep 2010, 33, 1139–1145.
[CrossRef] [PubMed]

28. Hambrick, E.P.; Rubens, S.L.; Brawner, T.W.; Taussig, H.N. Do sleep problems mediate the link between adverse childhood
experiences and delinquency in preadolescent children in foster care? J. Child Psychol. Psychiatry 2018, 59, 140–149. [CrossRef]
[PubMed]

29. Brooke, S.M.; An, H.S.; Kang, S.K.; Noble, J.M.; Berg, K.E.; Lee, J.M. Concurrent validity of wearable activity trackers under
free-living conditions. J. Strength Cond. Res. 2017, 31, 1097–1106. [CrossRef] [PubMed]

30. de Zambotti, M.; Baker, F.C.; Willoughby, A.R.; Godino, J.G.; Wing, D.; Patrick, K.; Colrain, I.M. Measures of sleep and cardiac
functioning during sleep using a multi-sensory commercially available wristband in adolescents. Physiol. Behav. 2016, 158,
143–149. [CrossRef]

31. Montgomery-Downs, H.E.; Insana, S.P.; Bond, J.A. Movement toward a novel activity monitoring device. Sleep Breath. 2012, 16,
913–917. [CrossRef]

32. Kroenke, K.; Spitzer, R.L.; Williams, J.B. The PHQ-9: Validity of a brief depression severity measure. J. Gen. Intern. Med. 2001, 16,
606–613. [CrossRef]

33. Spitzer, R.L.; Williams, J.B.; Kroenke, K.; Hornyak, R.; McMurray, J. Validity and utility of the PRIME-MD patient health
questionnaire in assessment of 3000 obstetric-gynecologic patients: The PRIME-MD Patient Health Questionnaire Obstetrics-
Gynecology Study. Am. J. Obstet. Gynecol. 2000, 183, 759–769. [CrossRef] [PubMed]

34. Martin, A.; Rief, W.; Klaiberg, A.; Braehler, E. Validity of the brief patient health questionnaire mood scale (PHQ-9) in the general
population. Gen. Hosp. Psychiatry 2006, 28, 71–77. [CrossRef] [PubMed]

35. Beck, A.T.; Epstein, N.; Brown, G.; Steer, R.A. An inventory for measuring clinical anxiety: Psychometrics. J. Consult. Clin. Psychol.
1988, 56, 893. [CrossRef] [PubMed]

36. Hoyer, J.; Becker, E.S.; Neumar, S.; Soeder, U.; Margraf, J. Screening for anxiety in an epidemiological sample: Accuracy of
questionnaires. Anxiety Disord. 2000, 16, 113–134. [CrossRef]

http://doi.org/10.1016/j.psychres.2007.10.017
http://doi.org/10.1037/a0037799
http://doi.org/10.1037/cdp0000126
http://www.ncbi.nlm.nih.gov/pubmed/27786496
http://doi.org/10.1017/S0954579407070083
http://www.ncbi.nlm.nih.gov/pubmed/17241488
http://doi.org/10.1016/S0140-6736(12)60149-4
http://doi.org/10.1017/S0954579400006945
http://doi.org/10.1007/s10578-010-0177-2
http://doi.org/10.1093/sleep/28.11.1457
http://doi.org/10.1016/j.jad.2011.01.011
http://doi.org/10.1093/sleep/31.4.473
http://doi.org/10.4088/JCP.09m05218gry
http://doi.org/10.1016/j.metabol.2015.08.017
http://doi.org/10.1016/j.sleep.2014.12.013
http://www.ncbi.nlm.nih.gov/pubmed/25777485
http://doi.org/10.3389/fpsyt.2018.00673
http://www.ncbi.nlm.nih.gov/pubmed/30564159
http://doi.org/10.1097/PSY.0000000000000542
http://doi.org/10.1002/da.22386
http://doi.org/10.1093/sleep/33.9.1139
http://www.ncbi.nlm.nih.gov/pubmed/20857859
http://doi.org/10.1111/jcpp.12802
http://www.ncbi.nlm.nih.gov/pubmed/28862324
http://doi.org/10.1519/JSC.0000000000001571
http://www.ncbi.nlm.nih.gov/pubmed/27465631
http://doi.org/10.1016/j.physbeh.2016.03.006
http://doi.org/10.1007/s11325-011-0585-y
http://doi.org/10.1046/j.1525-1497.2001.016009606.x
http://doi.org/10.1067/mob.2000.106580
http://www.ncbi.nlm.nih.gov/pubmed/10992206
http://doi.org/10.1016/j.genhosppsych.2005.07.003
http://www.ncbi.nlm.nih.gov/pubmed/16377369
http://doi.org/10.1037/0022-006X.56.6.893
http://www.ncbi.nlm.nih.gov/pubmed/3204199
http://doi.org/10.1016/S0887-6185(01)00094-9


Int. J. Environ. Res. Public Health 2021, 18, 1145 10 of 10

37. Creamer, M.; Foran, J.; Bell, R. The Beck Anxiety Inventory in a non-clinical sample. Behav. Res. Ther. 1995, 33, 477–485. [CrossRef]
38. Novy, D.M.; Stanley, M.A.; Averill, P.; Daza, P. Psychometric comparability of English and Spanish-language measures of anxiety

and related affective symptoms. Psychol. Assess. 2001, 13, 347–355. [CrossRef]
39. Schnurr, P.; Vielhauer, M.; Weathers, F.; Findler, M. The Brief Trauma Questionnaire; National Center for PTSD: Hartford, VT,

USA, 1999.
40. Schnurr, P.P.; Spiro, A.; Vielhauer, M.J.; Findler, M.N.; Hamblen, J.L. Trauma in the lives of older men: Findings from the

Normative Aging Study. J. Clin. Geropsychol. 2002, 8, 175–187. [CrossRef]
41. Harville, E.W.; Jacobs, M.; Boynton-Jarrett, R. When is exposure to a natural disaster traumatic? Comparison of a trauma

questionnaire and disaster exposure inventory. PLoS ONE 2015, 10, e0123632. [CrossRef]
42. Hancock, G.R.; Mueller, R.O. Structural Equation Modeling: A Second Course; Information Age Publishing: Charlotte, NC, USA, 2013.
43. Nunkoo, R.; Ramkissoon, H. Structural equation modelling and regression analysis in tourism research. Curr. Issues Tour. 2012,

15, 777–802. [CrossRef]
44. Fritz, M.S.; MacKinnon, D.P. Required sample size to detect the mediated effect. Psychol. Sci. 2007, 18, 233–239. [CrossRef]

[PubMed]
45. Schreiber, J.B.; Nora, A.; Stage, F.K.; Barlow, E.A.; King, J. Reporting structural equation modeling and confirmatory factor

analysis results: A review. J. Educ. Res. 2006, 99, 323–338. [CrossRef]
46. Satorra, A.; Bentler, P.M. Ensuring Positiveness of the Scaled Difference Chi-square Test Statistic. Psychometrika 2010, 75, 243–248.

[CrossRef] [PubMed]
47. Bentler, P.M. Comparative fit indexes in structural models. Psychol. Bull. 1990, 107, 238–256. [CrossRef] [PubMed]
48. Veldman, K.; Reijneveld, S.A.; Ortiz, J.A.; Verhulst, F.C.; Bültmann, U. Mental health trajectories from childhood to young

adulthood affect the educational and employment status of young adults: Results from the TRAILS study. J. Epidemiol. Community
Health 2015, 69, 588–593. [CrossRef] [PubMed]

49. Lee, F.S.; Heimer, H.; Giedd, J.N.; Lein, E.S.; Šestan, N.; Weinberger, D.R.; Casey, B.J. Adolescent mental health: Opportunity and
obligation. Science 2014, 346, 547–549. [CrossRef] [PubMed]

50. McLaughlin, K.A.; Green, J.G.; Gruber, M.J.; Sampson, N.A.; Zaslavsky, A.M.; Kessler, R.C. Childhood adversities and first onset
of psychiatric disorders in a national sample of US adolescents. Arch. Gen. Psychiatry 2012, 69, 1151–1160. [CrossRef]

51. Forbes, D.; Fletcher, S.; Parslow, R.; Phelps, A.; O’Donnell, M.; Bryant, R.A.; McFarlane, A.; Silove, D.; Creamer, M. Trauma at
the hands of another: Longitudinal study of differences in the PTSD symptom profile following interpersonal compared with
noninterpersonal trauma. J. Clin. Psychiatry 2012, 75, 147–153. [CrossRef]

52. Milanak, M.E.; Zuromski, K.L.; Cero, I.; Wilkerson, A.K.; Resnick, H.S.; Kilpatrick, D.G. Traumatic event exposure, posttraumatic
stress disorder, and sleep disturbances in a National Sample of US Adults. J. Trauma. Stress 2019, 32, 14–22. [CrossRef]

53. National Sleep Foundation. National Sleep Foundation Recommends New Sleep Times. Available online: https://www.
sleepfoundation.org/press-release/national-sleep-foundation-recommends-new-sleep-times (accessed on 25 January 2021).

54. Shochat, T.; Cohen-Zion, M.; Tzischinsky, O. Functional consequences of inadequate sleep in adolescents: A systematic review.
Sleep Med. Rev. 2014, 18, 75–87. [CrossRef]

55. Edinger, J.D.; Means, M.K. Cognitive–behavioral therapy for primary insomnia. Clin. Psychol. Rev. 2005, 25, 539–558. [CrossRef]
[PubMed]

56. Mitchell, M.D.; Gehrman, P.; Perlis, M.; Umscheid, C.A. Comparative effectiveness of cognitive behavioral therapy for insomnia:
A systematic review. BMC Fam. Pract. 2012, 13, 40–45. [CrossRef] [PubMed]

57. Cunnington, D.; Junge, M.F.; Fernando, A.T. Insomnia: Prevalence, consequences and effective treatment. Med. J. Aust. 2013, 199,
S36–S40. [CrossRef] [PubMed]

58. Taylor, D.J.; Pruiksma, K.E. Cognitive behavioural therapy for insomnia in psychiatric populations: A systematic review. Int. Rev.
Psychiatry 2014, 26, 205–213. [CrossRef] [PubMed]

59. Arora, T.; Taheri, S. Is sleep education an effective tool for sleep improvement and minimizing metabolic disturbance and obesity
in adolescents? Sleep Med. Rev. 2017, 36, 3–12. [CrossRef]

60. Levenson, J.C.; Miller, E.; Hafer, B.L.; Reidell, M.F.; Buysse, D.J.; Franzen, P.L. Pilot study of a sleep health promotion program for
college students. Sleep Health 2016, 2, 167–174. [CrossRef]

61. Nagendra, R.P.; Maruthai, N.; Kutty, B.M. Meditation and its regulatory role on sleep. Front. Neurol. 2012, 3, 1–4. [CrossRef]
62. Santiago, C.D.; Kaltman, S.; Miranda, J. How do low-income adults and children fare in psychotherapy? J. Clin. Psychol. 2013, 69,

115–126. [CrossRef]

http://doi.org/10.1016/0005-7967(94)00082-U
http://doi.org/10.1037/1040-3590.13.3.347
http://doi.org/10.1023/A:1015992110544
http://doi.org/10.1371/journal.pone.0123632
http://doi.org/10.1080/13683500.2011.641947
http://doi.org/10.1111/j.1467-9280.2007.01882.x
http://www.ncbi.nlm.nih.gov/pubmed/17444920
http://doi.org/10.3200/JOER.99.6.323-338
http://doi.org/10.1007/s11336-009-9135-y
http://www.ncbi.nlm.nih.gov/pubmed/20640194
http://doi.org/10.1037/0033-2909.107.2.238
http://www.ncbi.nlm.nih.gov/pubmed/2320703
http://doi.org/10.1136/jech-2014-204421
http://www.ncbi.nlm.nih.gov/pubmed/25667302
http://doi.org/10.1126/science.1260497
http://www.ncbi.nlm.nih.gov/pubmed/25359951
http://doi.org/10.1001/archgenpsychiatry.2011.2277
http://doi.org/10.4088/JCP.13m08374
http://doi.org/10.1002/jts.22360
https://www.sleepfoundation.org/press-release/national-sleep-foundation-recommends-new-sleep-times
https://www.sleepfoundation.org/press-release/national-sleep-foundation-recommends-new-sleep-times
http://doi.org/10.1016/j.smrv.2013.03.005
http://doi.org/10.1016/j.cpr.2005.04.003
http://www.ncbi.nlm.nih.gov/pubmed/15951083
http://doi.org/10.1186/1471-2296-13-40
http://www.ncbi.nlm.nih.gov/pubmed/22631616
http://doi.org/10.5694/mja13.10718
http://www.ncbi.nlm.nih.gov/pubmed/24138364
http://doi.org/10.3109/09540261.2014.902808
http://www.ncbi.nlm.nih.gov/pubmed/24892895
http://doi.org/10.1016/j.smrv.2016.08.004
http://doi.org/10.1016/j.sleh.2016.03.006
http://doi.org/10.3389/fneur.2012.00054
http://doi.org/10.1002/jclp.21951

	Introduction 
	Trauma and Mental Health 
	Sleep 

	Materials and Methods 
	Participants 
	Procedures 
	Measures 
	Sleep 
	Depression 
	Anxiety 
	Trauma Exposure 

	Data Analysis 

	Results 
	Conclusions 
	References

