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A B S T R A C T   

Rates of youth depression and suicide are rising worldwide and represent public health crises. The present study 
examined the relationship between trauma history and symptoms of depression, suicidal ideation, and anxiety 
among suicidal and depressed youth. A diverse group of 1000 8–20-year-olds enrolled in the statewide Texas 
Youth Depression and Suicide Research Network (TX-YDSRN) reported their trauma history (Traumatic Events 
Screening Inventory for Children) and symptoms of depression (Patient Health Questionnaire for adolescents; 
PHQ-A), anxiety (Generalized Anxiety Disorder scale; GAD-7), and suicidality (Concise Health Risk Tracking 
scale; CHRT-SR). Nearly half of the sample reported exposure to multiple categories of traumatic experiences. 
Number of trauma exposure categories significantly predicted PHQ-A and GAD-7 scores. Exposure to interper-
sonal trauma and to sexual trauma were significantly associated with PHQ-A, GAD-7, and CHRT-SR scores. The 
number of trauma exposure categories was associated with increased levels of anxiety and depression; however, 
only exposure to interpersonal or sexual trauma was associated with more suicidality. Clinicians should assess 
trauma exposure in patients seeking psychiatric care, especially for interpersonal and sexual trauma, which may 
be predictive of increased risk for suicidality in depressed youth. Future work should disentangle the effects of 
specific trauma types from multiple trauma exposure.   

1. Introduction 

Rates of youth depression and suicide are rising worldwide and 
present a critical public health problem. Between 2007 and 2018, rates 
of suicide among U.S. youth and young adults increased 57.4 % (Curtin, 
2020), and suicide is the second leading cause of death for Americans 
between the ages of 10 and 34 (Curtin, 2022). Similarly, between 2009 

and 2019, rates of past year major depressive episodes of adolescents in 
the U.S. increased from 8.1 % to 15.8 % (Daly, 2022). As youth 
depression tends to persist and has been related with poorer functioning 
in adulthood (Copeland et al., 2021), there is a need to better understand 
the characteristics of and precursors for adolescent depression and 
suicidality. 

Adverse Childhood Experiences (ACEs) have been clearly linked to 
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negative physical and mental health outcomes in adulthood (Anda et al., 
2006; Felitti et al., 1998; Mandelli et al., 2015; Mersky and Topitzes, 
2010; Wright et al., 2009). Youth in the US experience trauma at high 
rates, and many youths report experiencing more than one type of ACE 
before they turn 18 (Finkelhor et al., 2015). These multiple traumatic 
and ACEs have been found to have a graded, dose-dependent relation to 
adverse outcomes; risk of depression, suicidality, and anxiety, increase 
as the number of traumatic and ACEs increase (Anda et al., 2006; Felitti 
et al., 1998; Fox et al., 2019). Overall, these findings indicate the 
importance of considering the cumulative effects of trauma on youth to 
understand the common experience of multiple traumas more clearly. 

Previous literature has also explored the psychological impacts of 
specific trauma categories and specific types of ACEs. One such category 
is interpersonal trauma (i.e., victimization); this category includes child 
maltreatment, physical and sexual assault, and the witnessing of 
violence. In studies of adolescents, interpersonal trauma experiences 
have been related to higher rates of depressive symptoms (Turner et al., 
2010), suicidal ideation (Turner et al., 2012), and anxiety (Cyr et al., 
2014). Further, many researchers have examined the specific impacts of 
sexual assault on the development of depressive symptoms, revealing 
that sexual abuse experiences are a consistent predictor of adolescent 
and adult depression (Hickman et al., 2013; Radell et al., 2021; Weiss 
et al., 1999). Of note, while exposure to specific types of trauma, such as 
sexual abuse, or trauma categories, such as interpersonal trauma, appear 
to be particularly impactful on mental health outcomes, several studies 
have found multiple trauma exposure as the strongest predictive factor 
for these outcomes (Cyr et al., 2014; Finkelhor et al., 2007; Hickman 
et al., 2013; Negele et al., 2015). 

Although prior research has established the relationship between 
trauma and mental health outcomes, these studies have predominantly 
relied on community-based (Anda et al., 2006; Felitti et al., 1998; Fin-
kelhor et al., 2015) or targeted, trauma-exposed samples (Hickman 
et al., 2013). Few studies have specifically examined the impact of 
childhood trauma on clinical samples with depression and suicidality 
(Fisher et al., 2013; Giampetruzzi et al., 2023; Miller et al., 2009; Negele 
et al., 2015; Young et al., 1997), and even fewer have studied adoles-
cents with depression and suicidality. In an inpatient sample of ado-
lescents, Stewart and colleagues found a complex relationship between 
specific types of peer victimization experiences and symptoms of suici-
dality, depression, and anxiety (Stewart et al., 2018). The limited work 
using adolescent outpatient clinical samples has found similar associa-
tions between trauma exposure and depressive symptoms but has not 
considered suicidal ideation or anxiety (Connell et al., 2018; Peh et al., 
2017). Overall, further work is required to determine the impacts of 
childhood exposure to trauma on the mental health of depressed and 
suicidal youth. 

1.1. Present study 

Funded by the Texas State Legislature as part of the Texas Child 
Mental Health Care Consortium (TCMHCC), the Texas Youth Depression 
and Suicide Research Network (TX-YDSRN; https://tx-ydsrn.swmed. 
org/) is an ongoing multisite prospective observational study aimed at 
understanding the mental health needs of depressed and suicidal youth 
across Texas. The current analyses examine the frequency of traumatic 
experiences reported at baseline among the first 1000 youth enrollees 
and aim to characterize the relationship between exposure to trauma 
and symptoms of depression, anxiety, and suicidality. Based on the 
extant literature, we hypothesized that youth with more types of trau-
matic experience categories would report higher levels of depression, 
anxiety, and suicidality. Given past findings that interpersonal trauma 
and sexual abuse may be particularly impactful on mental health out-
comes, we expected that youth who experienced interpersonal and/or 
sexual trauma would display higher rates of depression, anxiety, and 
suicidality than youth who only experienced other types of traumas. 

2. Methods 

2.1. Study procedures 

The TX-YDSRN comprises 12 academic medical centers and their 
corresponding clinical sub-sites (see Trivedi et al. 2023 for further 
detail). This state-wide depression registry includes youth between the 
ages of 8–20 years who screen positive for depression and/or suicidality 
or were receiving care for depression. For minors, assent and parental 
consent were obtained, while adult participants provided consent. The 
University of Texas Southwestern Medical Center Institutional Review 
Board (IRB) acted as a single IRB of record for all Nodes; node IRBs also 
reviewed the study protocol. Participants completed a series of 
self-report and assessor administered measures during the baseline visit. 
Participants then completed self-report and assessor administered 
measures regularly for 24 months. The present manuscript considers 
baseline data only. 

2.2. Participants 

Participants were 1000 youth whose age ranged from 8 to 20 years 
old (M = 15.5, SD = 2.6). Most participants (61.4 %) identified their 
gender as cis-gender female, 25.7 % identified their gender as cis-gender 
male, and 12.9 % reported identifying as trans, non-binary, or ques-
tioning their gender identity. Most youth identified their race as White 
(66.0 %), followed by More Than One Race (11.1 %), Black or African 
American (10.6 %), Another Race Not listed (8 %), Asian (1.8 %), Un-
known (1.8 %), and American Indian/Alaskan (1.4 %) and Native Ha-
waiian (0.2 %); 44.2 % of the sample identified their ethnicity as 
Hispanic. 

2.3. Measures 

The Traumatic Events Screening Inventory for Children (TESI-C) 
(Ford, 1997) is an 18-item, semi-structured interview conducted with 
the youth that assesses for lifetime exposure to potentially traumatic 
events. For the present study two items were added to capture bullying 
and cyberbullying and one item that captures emotional abuse and 
neglect (for a total of 21 items, see Supplementary Table 1 for each type 
of traumatic event category captured in this study). The TESI-C has 
demonstrated adequate psychometric properties (Daviss et al., 2000; 
Ford, 1997; Ford et al., 1999). 

For the first analysis, four groups were created based on the number 
of trauma exposure categories reported: none, 1, 2-3, ≥4, allowing for 
the examination of dose response relationships as proposed by Bethell 
et al. (2017). Each TESI-C item endorsed was counted as one trauma 
exposure category (possible range 0–21). For the second analysis, par-
ticipants were categorized as having experienced interpersonal trauma 
or not; exposure to the following trauma categories was used for inter-
personal trauma classification: been attacked or punished severely, 
stealing from you/mugging you, kidnapped or family/friend kidnapped, 
family fighting/attacking each other, family yelling/screaming a lot, 
family prison/police involved with family, people outside home fight-
ing/attacking, people outside home yelling a lot, exposure to war/ter-
rorism on tv, sexual abuse, bullying, or cyberbullying. The participants 
without an interpersonal trauma were further separated into the 
non-interpersonal trauma group (for those exposed to any other type of 
trauma) and the no trauma group. Similarly, for the third analysis par-
ticipants were categorized as having experienced sexual abuse, another 
non-sexual trauma (inclusive of other non-sexual interpersonal traumas 
and non-interpersonal traumas), or no trauma. It is worth noting that 
interpersonal trauma is inclusive of sexual abuse in our definition; the 
third analysis focuses on the impact of sexual abuse alone. 

The Patient Health Questionnaire (PHQ-9) (Spitzer et al., 1999) 
modified for adolescents (PHQ-A) (Johnson et al., 2002; Kroenke et al., 
2001) is a 9-item self-report scale that measures the severity of 
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depression symptoms over the past two weeks. Each item was rated on a 
4-point Likert-type scale ranging from 0 (Not at all) to 3 (Nearly every 
day). Responses were then summed into a total score. The PHQ-A has 
demonstrated good psychometric properties (Johnson et al., 2002). The 
internal consistency for the scale in the current sample was good (α =
.85). 

The Generalized Anxiety Disorder-7 (GAD-7) (Spitzer et al., 2006) is 
a 7-item self-report scale that measures the severity of generalized 
anxiety symptoms over the past two weeks. Youth rated each item on a 
4-point Likert-type scale that ranged from 0 (Not at all) to 3 (Nearly 
every day). Responses were then summed into a total score. The GAD-7 
has demonstrated good psychometric properties when used with youth 
(Hughes et al., 2021). The internal consistency for the scale in the cur-
rent sample was good (α = .88). 

The Concise Health Risk Tracking Self-Report (CHRT-SR) (Mayes 
et al., 2018; Trivedi et al., 2011) is a 16-item self-report measure that 
examines the severity of suicidal thoughts and associated risk factors for 
suicide during the past week.  Items were rated on a 5-point Likert-type 
scale ranging from 0 (Strongly Disagree) to 4 (Strongly Agree). The Total 
Score was used for these analyses. The CHRT-SR has demonstrated good 
psychometric properties and has been validated for adolescents (Mayes 
et al., 2018). The internal consistency for the scale in the current sample 
was excellent (α = .91). 

2.4. Statistical analyses 

We assessed the assumption of normality for residuals using normal 
quantile plots; no major violations of the normality assumption were 
noted. Continuous data were summarized as mean and standard de-
viations while categorical data were reported as frequency and per-
centages. Groups were compared using chi-square tests or analysis of 
variance F tests. Analysis of covariance (ANCOVA) models were used to 
compare mean levels of continuous outcomes across trauma groups 
adjusted for age (continuous), gender identity (cis-female, cis-male, or 
trans/non-binary), and race (White or BIPOC). If there was a significant 
main effect of trauma (exposure category, interpersonal trauma expo-
sure, or sexual trauma exposure) on the outcome variable, post-hoc 
pairwise t-tests were used to compare the least squares (LS) means. 
Exploratory, unplanned gender by trauma group interactions were also 
conducted in separate ANCOVA models with the same model constitu-
ents as detailed above. Post-hoc pairwise t-tests were used to compare 
gender LS means when interactions were found to be significant. The 
analyses were conducted using SAS 9.4 (SAS Inc, Cary, NC). P-values <
0.05 were considered statistically significant. 

3. Results 

3.1. Descriptive statistics 

Descriptive data is detailed in Table 1. The sample (n = 1000) was 
found to have moderate severity of depression and anxiety, and trauma 
exposure was common; 34.3 % participants reported no lifetime trauma 
exposure, 17.5 % reported 1 lifetime trauma exposure category, 27.8 % 
reported 2-3 lifetime trauma exposure categories, and 20.4 % reported 
4+ lifetime trauma exposure categories. Exposure to any interpersonal 
trauma was endorsed by 48.7 % of participants, while exposure to 
specifically sexual trauma was endorsed by 24.0 %. In Supplementary 
Table 1, we report the frequencies for each type of trauma exposure. 
Supplementary Tables 2–4 detail the demographic and clinical variables 
of the sample by each type of trauma exposure group. 

3.2. Association of number of trauma categories with mental health 
symptoms 

Tables 2a and 2b detail the results of our first analysis. There were 
main effects of trauma exposure and gender on PHQ-A score and GAD-7 

score. Post-hoc tests found a significantly lower mean PHQ-A score in 
the No Trauma group than in the 2-3 Trauma Exposure Category and the 
≥4 Trauma Exposure Category groups. A significantly lower mean GAD- 
7 score was found between the No Trauma group and each of the three 
other groups, and a lower score found in the 2-3 Trauma Exposure 

Table 1 
Demographic and self-report measure data for the baseline TX-YDSRN sample.  

Variable Total Sample 

n = 1000 

Age in Years, mean (sd) 15.5 2.6 
Age Group, n (%)   

8 < age < 12 67 6.7 
12 ≤ age < 18 687 68.7 
18 ≤ age ≤ 20 246 24.6 

Sex Assigned at Birth, n (%)   
Female 734 73.4 
Male 266 26.6 

Gender, n (%)   
Cis-female 614 61.4 
Cis-male 257 25.7 
Trans/Non-binary 129 12.9 

Race, n (%)   
White 660 66.0 
BIPOC 340 34.0 

Ethnicity, n (%)   
Hispanic 442 44.2 
Not Hispanic 542 54.2 
Unknown 16 1.6 

Depression Severity, n (%)   
PHQ-A 0-5 106 10.6 
PHQ-A 6-9 217 21.7 
PHQ-A 10-14 267 26.7 
PHQ-A 15-19 244 24.4 
PHQ-A 20+ 166 16.6 

Anxiety Severity, n (%)   
GAD-7 0-4 141 14.1 
GAD-7 5-9 265 26.5 
GAD-7 10-14 266 26.6 
GAD-7 15+ 328 32.8 

PHQ-A Total Score, mean (sd) 12.9 6.4 
GAD-7 Total Score, mean (sd) 11.3 5.9 
CHRT-SR Total, mean (sd) 28.4 13.1 
Trauma Exposure Category, n (%)   

0 ACEs 343 34.3 
1 ACE 175 17.5 
2-3 ACEs 278 27.8 
≥4 ACESs 204 20.4 
Interpersonal Trauma 487 48.7 
Sexual Trauma 240 24.0 

PHQ-A = 9-item Patient Health Questionnaire for adolescents; GAD-7 = 7-item 
Generalized Anxiety Disorder scale; CHRT-SR = Concise Health Risk Tracking 
Scale – Self Report; ACE = Adverse Childhood Experience. 

Table 2a 
ANCOVA main effects from analysis one (traumatic event categories).  

Source DF F p 

PHQ-A    
Trauma Exposure (0, 1, 2-3, ≥4 trauma categories) 3 4.02 0.0074 
Age at Consent 1 1.77 0.1842 
Gender 2 23.76 <0.0001 
Race 1 0.04 0.8511 
GAD-7    
Trauma Exposure (0, 1, 2-3, ≥4 trauma categories) 3 6.76 0.0002 
Age at Consent 1 2.43 0.1197 
Gender 2 20.6 <0.0001 
Race 1 0.69 0.4068 
CHRT-SR – Total    
Trauma Exposure (0, 1, 2-3, ≥4 trauma categories) 3 2.28 0.0781 
Age at Consent 1 13.11 0.0003 
Gender 2 19 <0.0001 
Race 1 1.59 0.2073  
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Category group compared to the ≥4 group. Main effects of age and 
gender were found for CHRT-SR total score. No significant interactions 
were found between gender and trauma exposure category for any of the 
outcomes. 

3.3. Association of interpersonal traumatic events with mental health 
symptoms 

Tables 3a and 3b show the main effects and post-hoc comparisons for 
our second analysis. There were main effects of interpersonal trauma 
category and gender on PHQ-A, GAD-7, and CHRT-SR scores; there was 

also a main effect of age on CHRT-SR score. Post-hoc tests showed a 
significantly lower mean PHQ-A score in the No Traumatic Events group 
compared to the Interpersonal Trauma group, and a significantly lower 
mean GAD-7 score in the No Traumatic Events group compared to the 
other groups. The Interpersonal Trauma group had a higher mean 
CHRT-SR score than the other two groups. The Interpersonal Trauma 
and Non-Interpersonal Trauma groups were not significantly different 
on any outcomes. 

Exploratory analyses utilizing a separate ANCOVA model revealed a 
significant gender by interpersonal trauma group interaction on PHQ-9 
score. Post-hoc pairwise t-tests (see Supplemental Fig. 1) show that in 
the No Trauma group cis-males had significantly lower PHQ-9 scores 
than cis-female and trans/non-binary youth; cis-females also had 
significantly lower PHQ-9 scores than trans/non-binary youth. Within 
the Interpersonal Trauma group, cis-males had significantly lower PHQ- 
9 scores than trans/non-binary youth. In the Non-Interpersonal group, 
trans/non-binary youth had significantly higher PHQ-9 scores than cis- 
males. The interaction of interpersonal trauma group and gender on 
CHRT-SR total score was significant. Post-hoc pairwise t-tests (see 
Supplemental Fig. 2) revealed a pattern of significant differences that 
mirror those found above for PHQ-9, with the addition that in the Non- 
Interpersonal Trauma group, cis-females had significantly lower CHRT- 
SR scores than trans/non-binary youth. 

3.4. Association of sexual abuse and mental health symptoms 

Tables 4a and 4b show the main effects and post-hoc comparisons of 
our final ANCOVA models. There were main effects of sexual trauma 
group and gender on PHQ-A, GAD-7, and CHRT-SR scores; there was 
also a main effect of age on CHRT-SR score. Post-hoc tests showed 
significantly lower mean PHQ-9 and GAD-7 scores in the No Trauma 
group than in the other two groups. Mean CHRT-SR score was signifi-
cantly higher in the Sexual Trauma group compared to the No Trauma 
group. There were no significant differences between the Sexual Trauma 
group and the Non-Sexual Trauma group on PHQ-9, GAD-7, or CHRT- 
SR. 

Exploratory analyses utilizing a separate ANCOVA model revealed a 
significant gender by sexual trauma group interaction on PHQ-9 score. 
Post-hoc pairwise t-tests (see Supplemental Fig. 3) show significant 
differences between the three gender groups with trans/non-binary 
being the highest and cis-male being the lowest. No significant differ-
ences between genders for PHQ-9 score were found in the Sexual 

Table 2b 
Post-hoc comparisons from analysis one (traumatic event categories).   

No 
Traumatic 
Event 

1 Traumatic 
Event 
Category 

2-3 Traumatic 
Event 
Categories 

≥4 Traumatic 
Event 
Categories 

PHQ-A     
LS Mean 12.33 13.31 13.72 14.06 
No 

Traumatic 
Event (p) 

- 0.0877 0.0061 0.0021 

1 Traumatic 
Event (p) 

- - 0.4968 0.2476 

2-3 
Traumatic 
Events (p) 

- - - 0.5553 

GAD-7     
LS Mean 10.4 11.8 11.5 12.6 
No 

Traumatic 
Event (p) 

- 0.0094 0.0122 <0.0001 

1 Traumatic 
Event (p) 

- - 0.7049 0.1473 

2-3 
Traumatic 
Events (p) 

- - - 0.043 

CHRT-SR – 
Total     

LS Mean 27.8 29.3 29.6 30.7 
No 

Traumatic 
Event (p) 

- 0.2139 0.0888 0.0121 

1 Traumatic 
Event (p) 

- - 0.8065 0.2827 

2-3 
Traumatic 
Events (p) 

- - - 0.3413 

PHQ-A = 9-item Patient Health Questionnaire for adolescents; GAD-7 = 7-item 
Generalized Anxiety Disorder scale; CHRT-SR = Concise Health Risk Tracking 
Scale – Self Report. 

Table 3a 
ANCOVA main effects from analysis two (interpersonal traumatic event).  

Source DF F p 

PHQ-A    
Trauma Category (None, Interpersonal, Non- 

interpersonal) 
2 7.27 0.0007 

Age at Consent 1 1.89 0.1695 
Gender 2 22.15 <0.0001 
Race 1 0.10 0.7510 
GAD-7    
Trauma Category (None, Interpersonal, Non- 

interpersonal) 
2 8.21 0.0003 

Age at Consent 1 2.08 0.1494 
Gender 2 20.47 <0.0001 
Race 1 0.68 0.4086 
CHRT-SR – Total    
Trauma Category (None, Interpersonal, Non- 

interpersonal) 
2 3.99 0.0187 

Age at Consent 1 12.94 0.0003 
Gender 2 17.86 <0.0001 
Race 1 1.37 0.2424  

Table 3b 
Post-hoc comparisons from analysis two (interpersonal traumatic event).   

No Trauma 
Events 

Interpersonal 
Trauma Events 

No Interpersonal 
Trauma Events 

PHQ-A    
LS Mean 12.3 14.0 12.9 
No Traumatic 

Events (p) 
- 0.0002 0.3151 

Interpersonal 
Events (p) 

- - 0.0525 

GAD-7    
LS Mean 10.4 12.0 11.7 
No Traumatic 

Events (p) 
- <0.0001 0.0183 

Interpersonal 
Events (p) 

- - 0.4712 

CHRT-SR – Total    
LS Mean 27.8 30.4 28.5 
No Traumatic 

Events (p) 
- 0.0062 0.5625 

Interpersonal 
Events (p) 

- - 0.1137 

PHQ-A = 9-item Patient Health Questionnaire for adolescents; GAD-7 = 7-item 
Generalized Anxiety Disorder scale; CHRT-SR = Concise Health Risk Tracking 
Scale – Self Report. 
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Trauma group. In the Non-Sexual Trauma group trans/non-binary in-
dividuals had significantly higher PHQ-9 scores than cis-males and cis- 
females. A significant interaction was also found for gender and sexual 
trauma group on CHRT-SR total score. Post-hoc pairwise t-tests (see 
Supplemental Fig. 4) reveal gender differences in CHRT-SR score that 
mirror those found above for PHQ-9 score. 

4. Discussion 

This statewide, multisite, observational study examined the impact 
of traumatic experiences on mental health symptoms of youth with 
depression and/or suicidality. Participants in this sample reported high 
rates of trauma exposure with two-thirds of participants (65.7 %) 
reporting at least one lifetime trauma exposure, and nearly half (48.2 %) 
reporting multiple trauma exposure categories. These rates are consis-
tent with research of childhood trauma exposure in the U.S. (Finkelhor 
et al., 2015). Notably, 24 % of this sample reported experiencing sexual 
abuse in their lifetime which is significantly higher than rates of sexual 
abuse reported in community samples in the U.S. (8.4 %) (Finkelhor 
et al., 2015) and Texas (9.8 %) (Fox et al., 2019). However, previous 
research has suggested rates of sexual abuse are higher in samples of 
female-identifying people (26.6 %) (Finkelhor et al., 2014), people who 
identify as Latina (35 %) (Ulibarri et al., 2009), and adults with 
depression (Fisher et al., 2013). As our sample comprises high rates of 
cis-female, Hispanic, and depressed youth, this may account for the high 
rate of sexual abuse that was found. 

In our first analysis, we examined the impact of multiple trauma 
exposure categories on symptoms of anxiety, depression, and suicidality. 
These findings were only partially consistent with our initial hypothesis 
and the extant literature. While we did find a graded, dose-dependent 
relation between trauma and anxiety, the relation between trauma 
and depression symptoms was only found after reaching a threshold of 
trauma exposure (at least 2-3 trauma exposure categories), with no 
differences found once the threshold was reached. This contrasts much 
of the extant literature that used non-clinical samples (Anda et al., 2006; 
Felitti et al., 1998; Fox et al., 2019); however, a recent study of 
depressed adults also found that higher thresholds of ACEs (3+) were 
needed to impact symptom levels (Giampetruzzi et al., 2023). 

Our second and third analyses examined the impact of trauma type 
(i.e., interpersonal trauma or sexual abuse only) on symptoms of 
depression, suicidality, and anxiety. As hypothesized, youth who expe-
rienced the specific type of trauma reported higher levels of depression, 
anxiety, and suicidality than youth who did not experience any trauma. 
Notably, throughout our analyses only specific trauma type was signif-
icantly different from the no trauma group for symptoms of suicidality, 
suggesting that exposure to these trauma types may be a unique signal of 
suicidal risk. This is particularly interesting given findings showing that 
among depressed adults, trauma types of sexual abuse and violence 
predicted suicidality, while other non-interpersonal trauma types did 
not (Giampetruzzi et al., 2023). However, throughout the interpersonal 
and sexual trauma analyses, outcomes in the interpersonal and sexual 
trauma exposure groups were never significantly different than those in 
the non-specific trauma groups, making it difficult to suggest that these 
individual trauma types lead to worse outcomes than exposure to 
trauma generally. In several analyses, those in the sexual or interper-
sonal trauma groups had significantly different outcomes than those in 
the no trauma groups, while those in the non-sexual or 
non-interpersonal trauma groups did not. In these cases, it is possible 
that those in sexual or interpersonal trauma groups had more total 
lifetime trauma exposures than those in the non-sexual or 
non-interpersonal groups, and that the amount of trauma exposure 
could be leading to the worsened outcomes. However, due to the nature 
of these analyses, it was not possible to control for the amount of trauma 
exposure in the interpersonal and sexual trauma models, making it 
difficult to disentangle these effects. Future work should aim to disam-
biguate the impact of exposure to specific types of trauma from that of 
exposure to multiple non-specific traumatic events. 

It is worth noting that exposure to traumatic experiences, although 
statistically significant, accounts for relatively small amounts of the 
variance seen in the mental health outcomes in our sample, illustrating 
the complex nature of factors that impact mental health. Comparatively, 
gender stands out as a strong predictor of anxiety, depression, and sui-
cidal behavior in each of the major analyses. To further tease out the 
impact of gender, exploratory analyses were conducted to assess the 
interaction between gender and trauma exposure. Overall, cis-males had 
the lowest symptom scores and trans/non-binary individuals the high-
est. However, among the trans/non-binary individuals there were no 
statistically significant differences between the trauma groups for 
symptom scores. These findings suggest that a potential third variable 
not captured by the TESI-C, such as other experiences of adversity 
including discrimination, may account for the high symptom levels of 
trans/non-binary youth. Experiences of discrimination may be one such 
variable; in sexual minority individuals these experiences are known to 
be associated with worsened mental health outcomes, and some evi-
dence suggests that this effect may be the strongest in trans/non-binary 
youth relative to cis-gender males (Black et al., 2023). Accordingly, 
mental health and primary care providers may want to assess their 
trans/non-binary patients for experiences of gender/identity-based 
discrimination as these experiences could result in worsened health 
outcomes; validated measurement scales, such as the Trans Discrimi-
nation Scale (Watson et al., 2019), have been developed. Interestingly, 
within the group exposed to sexual trauma, all gender differences 

Table 4a 
ANCOVA main effects from analysis three (sexual abuse trauma).  

Source DF F p 

PHQ-A    
Trauma Category (None, Sexual, Non-sexual) 2 6.48 0.0016 
Age at Consent 1 2.21 0.1371 
Gender 2 21.01 <0.0001 
Race 1 0.05 0.8199 
GAD-7    
Trauma Category (None, Sexual, Non-sexual) 2 9.06 0.0001 
Age at Consent 1 2.60 0.1071 
Gender 2 18.24 <0.0001 
Race 1 0.68 0.4111 
CHRT-SR – Total    
Trauma Category (None, Sexual, Non-sexual) 2 3.42 0.0329 
Age at Consent 1 13.38 0.0003 
Gender 2 17.01 <0.0001 
Race 1 1.55 0.2131  

Table 4b 
Post-hoc comparisons from analysis three (sexual abuse trauma).   

No Traumatic 
Events 

Sexual Trauma 
Events 

Non-Sexual 
Trauma Events 

PHQ-A    
LS Mean 12.3 14.2 13.4 
No Traumatic 

Events (p) 
- 0.0005 0.0137 

Sexual Trauma 
Events (p) 

- - 0.137 

GAD-7    
LS Mean 10.4 12.4 11.7 
No Traumatic 

Events (p) 
- <0.0001 0.0018 

Sexual Events (p) - - 0.1404 
CHRT-SR – Total    
LS Mean 27.8 30.7 29.4 
No Traumatic 

Events (p) 
- 0.011 0.0858 

Sexual Events (p) - - 0.2409 

PHQ-A = 9-item Patient Health Questionnaire for adolescents; GAD-7 = 7-item 
Generalized Anxiety Disorder scale; CHRT-SR = Concise Health Risk Tracking 
Scale – Self Report. 
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disappear, indicating that all individuals who reported experiencing 
sexual trauma report similarly high levels of depression and suicidality. 

A major strength of the study is our patient registry which consists of 
diverse “real-world” youth who are seeking treatment for depression 
and suicidality, allowing our results to generalize more broadly than 
those of traditionally recruited samples (Trivedi et al., 2023). However, 
this study has limitations. The current analyses used cross-sectional, 
self-report, retrospective data, which makes it impossible to adjust for 
levels of each outcome variable prior to the participant’s exposure to 
trauma and introduces self-reporting bias. Use of longitudinal data may 
provide useful insight into the trajectory of mental health symptoms 
amongst depressed and suicidal youth relative to their trauma histories. 
TX-YDSRN is continuing to longitudinally assess these youth, which will 
allow for further understanding of the role of trauma history in symptom 
trajectories, as well as an examination of risk and protective factors. 
Additionally, as with many measures of trauma, some events may have 
been captured in the TESI-C that do not rise to the level of a DSM-5 
Criterion A trauma (a requirement for an accurate assessment of 
trauma on the TESI-C) which may slightly affect the base rates of 
trauma. Similarly, as the TESI-C is clinician-administered, it is possible 
that some youth underreported their trauma exposure due to demand 
characteristics. As the gender by trauma interactions were unplanned 
exploratory analyses, the sample for this study was not constructed for 
the purpose of completing these analyses; thus, it is likely underpowered 
(see Supplemental Tables 2–4). Because of this, and the number of tests 
in the supplementary materials (which were not corrected for multiple 
comparisons), the interaction results should be seen as strictly explor-
atory and should be interpreted with caution. Of the 129 
trans/non-binary participants in our study 120 reported a birth sex of 
female, thus our gender specific results may not generalize to 
trans/non-binary individuals who were male at birth. More data from 
this population would be needed to truly assess the gender specific ef-
fects of trauma. 

Overall, these findings suggest that depressed and/or suicidal youth 
have experienced high rates of trauma, including high rates of sexual 
abuse. Symptom severity of depression and anxiety may be higher for 
youth who have a history of multiple types of trauma exposure; while 
symptoms of suicidality may be higher in those exposed to interpersonal 
trauma and sexual assault. Therefore, universal trauma screening in 
mental health clinics is critical as it may provide guidance for ongoing 
symptom monitoring and determination of level of care for depressed 
and/or suicidal youth. The American Academy of Pediatrics also rec-
ommends screening for Adverse Childhood Experiences in primary care 
visits (American Academy of Pediatrics, 2014); this will become 
increasingly important as the push continues for youth depression and 
mental health concerns to be treated in primary care settings (Dubowitz 
et al., 2022; U.S. Preventative Services Task Force, 2022). Specifically, 
clinicians should look to multiple trauma experiences to inform symp-
tom severity for depression and anxiety, and sexual and interpersonal 
trauma to identify increased risk of suicidality as these patients may 
warrant more robust intervention and monitoring. Additionally, 
research suggests that people who present to clinics with depression and 
traumatic experiences, may benefit from trauma treatment (e.g., Eye 
Movement Desensitization and Reprocessing, Trauma-focused Cognitive 
Behavior Therapy, Cognitive Behavioral Intervention for Trauma in 
Schools) to improve their depression symptoms (de Arellano et al., 2014; 
Dominguez et al., 2021). Therefore, assessing for trauma as well as 
depression symptoms may dictate the best treatment course. 
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