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Does Early-Life
Misfortune Increase
the Likelihood of
Psychotropic Medication
Use in Later Life?

Patricia M. Morton1 and Kenneth F. Ferraro2,3

Abstract

Life-course research has linked childhood experiences to adult mental illness,
but most studies focus on anxiety or depressive symptoms, which may be
transient. Therefore, this study investigates whether childhood misfortune is
associated with taking psychotropic medication, a measure reflecting an
underlying chronic mental disorder. Data are from three waves of a national
survey of 2,999 U.S. men and women aged 25–74 years. Four domains of
childhood misfortune (childhood socioeconomic status, family structure,
child maltreatment, and poor health) are considered—specified as separate
domains and a single additive measure—as key predictors of psychotropic
medication use. Findings reveal an association between additive childhood
misfortune and adult psychotropic medication use, net of adult risk factors.
Psychotropic medication use is also more likely during the 20-year study for
adults who experienced maltreatment and poor health during childhood.
These results reveal the importance of early intervention to reduce
consumption of psychotropic medications and associated costs.
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World-wide, mental illness accounts for more disability than any other type

of illness and is projected to be the leading cause of disease burden by 2030

(World Health Organization, 2012, 2013). Within the United States, approx-

imately 25% of adults have a mental illness and almost half of adults will

develop at least one mental illness at some point during their lifetime (Mark,

Levit, Buck, Coffey, & Vandivort-Warren, 2007; Reeves et al., 2011). The

associated costs of treating mental health in the United States are also stag-

gering (Reeves et al., 2011). Moreover, mental illness can lead to and/or

exacerbate physical ailments, including cardiovascular diseases and can-

cer—the leading causes of death in the United States (Chapman, Perry, &

Strine, 2005; El-Gabalawy, Katz, & Sareen, 2010; Evans et al., 2005). Thus,

understanding the etiological pathways of mental health is imperative for

health and aging policy in order to reduce mental illness prevalence and the

associated morbidity, mortality, and health-care costs.

Life-course research has revealed the salient role of childhood experi-

ences in the development of mental illnesses. Although one may anticipate

that negative events and experiences compromise mental health during

childhood and adolescence, considerable research has linked noxious child-

hood events and misfortune to adult mental health conditions. For instance,

childhood maltreatment, low socioeconomic status (SES), and poor health

have been connected to affective disorders, anxiety, and mood disorders in

later life (Clark, Caldwell, Power, & Stansfeld, 2010; Draper et al., 2008;

Felitti et al., 1998; Hudson et al., 2003; Melchior, Moffit, Milne, Poulton, &

Caspi, 2007).

The majority of studies examining the early-life antecedents of adult

mental health rely on measures of anxiety or depressive symptoms, which

may be transient. Most adults experience occasional bouts of depressive

symptoms or anxiety, but comparatively few seek professional help—either

in the form of psychotherapy or in the form of medication—to deal with the

symptoms. Given the association between childhood misfortune and adult

mental illness, it is logical to hypothesize that adults who experienced child-

hood misfortune would be more likely to use psychotropic medications.

Using a prescribed psychotropic medication requires disclosing one’s psy-

chological distress to a psychiatrist or primary care physician. Although

psychotropic drug use may indicate belief in or access to mental health

treatment, psychotropic medication also likely reflects the escalation of
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distress to a more serious and/or chronic condition (Linden et al., 1999).

Moreover, psychotropic drugs are among the most widely prescribed med-

ications (Mark, 2010). It is estimated that 11% of U.S. adults are taking a

prescribed psychotropic medication—and this rate has risen considerably

over time (Paulose-Ram, Safran, Jonas, Gu, & Orwig, 2007).

Given the financial and health burdens of mental illness, proliferation of

life-course gerontology research, and increasing use of psychotropic medi-

cation, research is needed to identify early-life experiences that may influ-

ence the use of psychotropic medication. Therefore, the present study

investigates whether childhood misfortune is associated with the use of psy-

chotropic medication in adulthood.

Early Misfortune and the Life Course

To the authors’ knowledge, only one other study has investigated the rela-

tionship between childhood misfortune and adult psychotropic medication,

reporting a dose–response relationship (Anda et al., 2007). Given the limited

research, we draw from life-course epidemiology to specify two propositions

to guide the analyses.

First, there are sensitive periods throughout the life course when people

are more vulnerable to the environment (Ben-Shlomo & Kuh, 2002). Often,

these sensitive periods occur during a time of significant development, such

as fetal and child development. Several life-course frameworks posit that

childhood—from birth to age 17—is a sensitive period during which there is

increased susceptibly to environmental insults, leading to long-term health

consequences (Ferraro & Shippee, 2009; Hertzman & Boyce, 2010). Life-

course theories conceptualizing childhood as a sensitive period often point to

biological and social factors to explain why all periods of childhood com-

prise a sensitive period. Childhood, from birth through adolescence, is

replete with rapid periods of change and development (Hertzman & Boyce,

2010). Biologically speaking, this translates into a physiologically sensitive

period during which external experiences can impact physiology, including

mental health conditions. Rapid periods of growth throughout childhood

include cognitive development in the early years as well as puberty in the

later years of childhood. In addition, childhood entails a period of relatively

limited agency on part of the actor; consider, for example, mandatory edu-

cation and parental SES (Ferraro & Shippee, 2009). Agency may increase as

children grow older, but their environment is still heavily influenced by their

guardians.
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Empirically, many studies examining broad ranges of childhood have

connected disadvantageous events and experiences during childhood to anti-

social behavior, anxiety, depression, substance dependency, and poor self-

rated mental health (Bures, 2003; Draper et al., 2008; Felitti et al., 1998;

Horwitz, Widom, McLaughlin, & White, 2001; Pirkola et al., 2005; Schil-

ling, Aseltine, & Gore, 2007; Turner & Lloyd, 1995). Therefore, we expect

that childhood misfortune will be associated with adult mental health status,

resulting in increased risk of using a prescribed psychotropic medication.

Second, although all humans face hard times during life, prior research

reveals the importance of accumulated misfortune, especially when experi-

enced early. Many studies show that accumulated childhood leads to poor

health in adulthood—and this includes both physical (Morton, Turiano,

Mroczek, & Ferraro, 2016; Felitti et al., 1998; O’Rand & Hamil-Luker,

2005) and mental health (Anda et al., 2007; Felitti et al., 1998; Pirkola

et al., 2005; Schilling, Aseltine, & Gore, 2008; Turner & Lloyd, 1995).

Although the research is compelling, misfortune can amass in varied ways.

First, childhood misfortune may be manifest within a single domain. For

instance, research shows that specific types of misfortune (e.g., child mal-

treatment) are quite consequential to adult health (Chartier, Walker, & Nai-

mark, 2009; Clark et al., 2010; Draper et al., 2008; Felitti et al., 1998; Hudson

et al., 2003; Melchior et al., 2007; Morton, Schafer, & Ferraro, 2012; Schil-

ling et al., 2007). Second, disadvantageous events or circumstances may be

related to other types of misfortune via risk clustering (Ben-Shlomo & Kuh,

2002). For instance, child maltreatment is often associated with SES (Trick-

ett, Aber, Carlson, & Cicchetti, 1991). Thus, misfortune may proliferate

across domains, even during a specific life period such as childhood. Failure

to account for different domains of misfortune may lead to overestimates of

the effect of a single type on adult mental health.

To measure an array of accumulated misfortune, most researchers have

chosen one of the two strategies: treat each domain separately or add across

domains (see O’Rand & Hamil-Luker, 2005; Felitti et al., 1998, respec-

tively). In the present study, we compare results using these alternative

specifications of childhood misfortune. Based on prior research, we expect

that additive childhood misfortune (ACM) will increase the risk of taking

psychotropic medications and that certain domains of childhood misfortune

may be independently associated with adult psychotropic medication use.

We hypothesize a linear relationship between childhood misfortune and adult

psychotropic drug use based on the results of the prior childhood misfortune–

adult psychotropic medication study (Anda et al., 2007) but also investigate

nonlinear forms of misfortune.
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The potential contributions of the study are 4-fold. First, unlike the orig-

inal study of the relationship between childhood misfortune and psychotropic

medication that relied on persons enrolled in the San Diego Kaiser Health

Plan, the present study uses a large, nationally representative population

survey, making the study generalizable to the adult U.S. population (Anda

et al., 2007). Second, the dependent variable focuses solely on medications

that are used to treat depression and/or anxiety specifically. In addition to

distinguishing antidepressants and anxiolytics from other psychotropic

drugs, such as stimulants and hypnotics, this measure more accurately

addresses the mental health consequences of childhood misfortune since

psychotropic medication can be prescribed for physical health issues (e.g.,

headaches; Mark, 2010). Third, we utilize longitudinal data to assess change

in psychotropic drug uses over time. Fourth, we not only examine the rela-

tionship between a sum of childhood insults and psychotropic medication but

also examine specific domains of childhood misfortune to determine whether

selected insults are more consequential to this outcome. In addition, we

examine the plausibility of nonlinear relationships between childhood mis-

fortune and adult psychotropic drug use and test for threshold effects.

Method

Sample

Data from three waves of the National Survey of Midlife Development in the

United States (MIDUS) were analyzed. Initiated in 1995, MIDUS is a nation-

ally representative random-digit-dial sample of noninstitutionalized,

English-speaking men and women aged 25–74 years residing in the 48 con-

tiguous states (Brim et al., 2016; Kessler, DuPont, Berglund, & Wittchen,

1999). Older adults (aged 65–74 years) and males were oversampled. Ini-

tially, respondents participated in a computer-assisted telephone interview

(70% response rate). Respondents were then mailed a self-administered

questionnaire (87% response rate, yielding overall baseline response rate

of 61% and sample size of 3,032; N ¼ 2,999 after excluding age-ineligible

respondents [10] and those missing on the dependent variable [23]). Respon-

dents were followed-up approximately every 10 years, providing two addi-

tional waves of data. Wave 2 (W2) was collected from 2004 to 2006 and had

a compounded response rate of 61%, whereas Wave 3 (W3) was collected

between 2013 and 2014 with a compounded response rate of approximately

62%. All independent variables were assessed at baseline (W1), but the

outcome is measured at all three surveys. The data are deidentified and
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publicly available (defined as exempt from review at our institutional review

board).

Measures

Psychotropic medication. The dependent variable was drawn from the ques-

tionnaire for all three waves. At each wave, respondents were asked if they

had taken prescription medication for nerves, anxiety, or depression in the

past 30 days (coded 1 ¼ yes, 0 ¼ otherwise). Using this binary measure of

psychotropic medication, we estimated baseline models (W1) as well as

trajectories of psychotropic drug use over time (W1–W3), as described

below. Although MIDUS contains information on several types of medica-

tions, the present study focuses on prescribed antidepressants and anxioly-

tics—the two most common types of psychotropic drugs (Paulose-Ram,

Jonas, Orwig, & Safran, 2004).

Descriptive statistics for all variables are presented in Table 1.

Approximately 10.8% of respondents at W1 had used psychotropic med-

ication in the past 30 days, which reflects U.S. population rates of psy-

chotropic medication use in other studies (Paulose-Ram et al., 2007).

At W2, approximately 21% of the sample was taking psychotropic med-

ications, whereas about 19% of the sample was taking psychotropic

medications at W3.

Childhood misfortune. Fourteen indicators of childhood misfortune were used

to create four domains: SES, family structure, maltreatment, and health.

Childhood SES was comprised of three indicators: receipt of welfare or Aid

to Dependent Children assistance, financially worse off than others, less than

a high school education for father (or mother if father was absent). Childhood

family structure was based on three indicators: lack of male in household,

parental divorce, and parental death. Child maltreatment was based on six

indicators: physical abuse by father, mother, or other and emotional abuse by

father, mother, or other. Childhood health items included 2 items: poor

mental or physical health.

The physical and emotional maltreatment variables drew from Straus’s

Conflict Tactics Scale (Straus, 1979). Examples of physical maltreatment

include slapped, threw something at them, and burned or scalded them.

Examples of emotional maltreatment include insulted or swore at them,

sulked or refused to talk to them, and threatened to hit them. Response

categories ranged in frequency from never to often, with sometimes or often

coded as 1 and never or rare coded as 0. Previous research has demonstrated
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that the Conflict Tactics Scale measures have high validity but low internal

consistency reliability due to the rare occurrence of certain events, under-

reporting due to social desirability, and the lack of association among some

indicators (Dowd, Kinsey, Wheeless, & Suresh, 2004; Straus, Hamby,

Finkelhor, Moore, & Runyan, 1998). To aid internal consistency, we

followed Straus, Hamby, Finkelhor, Moore, and Runyan’s (1998) recom-

mended dichotomization of the indicators.

Table 1. Descriptive Statistics From the National Survey of Midlife Development in
the U.S. Study.

Variables Range Mean (SDa)

Psychotropic medication, W1 0,1 0.11
Psychotropic medication, W2 0,1 0.21
Psychotropic medication, W3 0,1 0.19
Childhood misfortune

Additive childhood misfortuneb 0–4 1.38 (0.95)
Domains of misfortune
Childhood socioeconomic status 0–3 0.74 (0.80)
Family composition 0–2 0.26 (0.56)
Child maltreatment 0–2 0.85 (0.87)
Poor health 0–2 0.12 (0.37)

Covariates
Agec 20–74 47.06 (13.12)
Female 0,1 0.52
Black 0,1 0.07
Educationc 4–20 13.78 (2.62)
Incomed 0–300 66.77 (59.35)
Married 0,1 0.64
Divorced 0,1 0.19
Widowed 0,1 0.06
Never married 0,1 0.12
family straine 1–4 2.13 (0.62)
Pack-years smokedf 0–203.70 16.27 (26.13)
Obese 0,1 0.25
Private health insurance 0,1 0.79
Mental health insurance coverage 0,1 0.56

Note. N ¼ 2,999. Statistics are assessed at baseline (W1) except for W2 and W3 psychotropic
medication.
aThe standard deviation of a dichotomous variable is omitted because it is a function of the
mean. bMeasured as count of misfortune experienced during childhood. cMeasured in years.
dMeasured in thousands of dollars. eMeasured as a scale of 4 items. fMeasured as total number of
lifetime pack-years smoked.
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Dummy variables for poor mental health and physical health were created

by differentiating those who reported poor or fair (coded 1) from those who

reported good or better (coded 0; Haas, 2007).

Each of the 14 indicators was coded as dummy variables, with 1 indicat-

ing that the respondent reported experiencing the misfortune during child-

hood. We summed the indicators within each domain to create the four

domains of misfortune. The formulation of domains was based on prior

research and tetrachoric factor analysis (Anda et al., 2007; Felitti et al.,

1998; Morton, Mustillo, & Ferraro, 2014; Turner, Wheaton, & Lloyd, 1995).

To investigate the additive effect of childhood misfortune, we followed

the approach of the Adverse Childhood Experiences studies by Felitti and

associates (1998). ACM was created by dichotomizing each domain (1 ¼
respondent reported at least of one indicator in the respective domain) and

summing across the domains to create an additive count of misfortune (0–4).

This approach also ensures that each domain is given equal weight, regard-

less of how many indicators comprise it. These two formulations of misfor-

tune—four separate domains and a simple summary score (ACM) of

childhood misfortune—were utilized to investigate alternative specifications

of childhood misfortune.

As shown in Table 1, the variable for ACM reveals that most people

experienced at least one domain of childhood misfortune, with a mean of

1.38. The most common domain of misfortune experienced was child mal-

treatment, with a mean of 0.85, whereas the least common domain of mis-

fortune was poor childhood health (mean ¼ 0.12).

Demographics. To adjust for demographic differences in psychotropic medi-

cation use, age, sex, race, education, income, and marital status were

included as covariates (Paulose-Ram et al., 2004). Dummy variables were

created for race (1 ¼ Black; 0 ¼ otherwise) and sex (1 ¼ female). Education

and income were continuous variables. Education ranged from 4 to 20 years,

whereas income—measured in thousands of dollars—ranged from 0 to 300.

A series of dummy variables were created for marital status indicating

whether the respondent was married, divorced, widowed, or had never mar-

ried. Married was the referent.

Adult risk factors. To account for adult risk factors, a variable of family strain

was included. Family strain was based on 4 items asking respondents how

often family members made demands on and criticized them, let them down,

and got on their nerves. Family strain was constructed by calculating the

mean of these 4 items, and ranges from 1 to 4, with higher values indicating

Morton and Ferraro 565



higher levels of strain (a ¼ .80). Measures of family strain were guided by

the work of Schuster, Kessler, and Aseltine (1990) and prior use of the scale

(Walen & Lachman, 2000).

Although children of misfortune are prone to engage in lifestyles that

affect health, analyses were adjusted for smoking and obesity (Chartier

et al., 2009; Felitti et al., 1998). Smoking was measured in pack years (total

years smoked multiplied by daily average number of cigarettes smoked,

divided by 20—number of cigarettes per pack). Participants who had never

smoked were coded as 0. Total pack-years smoked ranged from 0 to 203.7.

Obesity was coded as a dummy variable (body mass index � 30 ¼ 1).

Since use of prescribed psychotropic medication may also be related to

health insurance coverage, we adjusted for two health insurance variables:

private health insurance and health insurance covered mental health. Private

health insurance was coded as a dummy variable, with 1 indicating that the

respondent had private health insurance, 0 otherwise. Similarly, a dummy

variable for mental health insurance coverage was created with 1 indicating

that the respondent’s health insurance covered mental health, 0 otherwise.

As shown in Table 1, the sample has higher mean income and education than

the national average, most have private insurance, and Black adults are

underrepresented.

Statistical Analysis

Analysis was conducted in two phases using Stata, Version 14. First, we

estimated a series of logistic regressions to assess the relationships between

childhood misfortune and adult psychotropic drug use at baseline (W1). To

replicate the original childhood misfortune–psychotropic medication study,

the first Models (1 and 2) examined the cumulative effect of childhood

misfortune and used ACM as the key predictor (Anda et al., 2007). To

establish a baseline relationship between ACM and psychotropic medication,

ACM was the only predictor included in the first model. In the fully adjusted

Model 2, all of the independent variables were used to predict the dependent

variable. Logistic regression Models 3 and 4 were reestimated by treating

each domain of childhood misfortune as separate variables to investigate

whether certain types of misfortune are associated with psychotropic medi-

cation at W1. Similarly, the third model used only the childhood misfortune

domains as predictors whereas the fourth model adjusted for all covariates.

Second, we estimated a series of binary random effects models to evaluate

the relationship between childhood misfortune and adult psychotropic med-

ication over time. Mean-centered age was used as the time metric, along with
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a squared time metric to allow for nonlinearity in psychotropic drug use. For

each specification of childhood misfortune—ACM and separate domains—

two random-intercept models were estimated. The first model estimated the

unadjusted effect of childhood misfortune on adult psychotropic medication,

whereas the second model adjusted for all covariates. For each model, item-

missing data for the independent variables was imputed by chained equa-

tions. Because no variable had more than 5% missing, we imputed five

values for each independent variable with missing data.

A series of sensitivity analyses were conducted to examine the effect of

additional covariates and alternative forms of childhood misfortune. Because

use of psychotropic drug medication may reflect belief in efficacy of tradi-

tional medicine, preliminary models adjusted for respondent’s belief in the

doctor’s ability to improve respondent’s health. We also examined the effect

of mortality bias using a Heckman selection model. Neither belief in doctor

nor the mortality selection l was significant and overall conclusions

remained. Therefore, final models presented do not include these variables.

For childhood misfortune, we conducted sensitivity analyses using a

squared term of ACM and domain thresholds to test for nonlinear relation-

ships because emerging evidence suggests that the relationship between

early-life misfortune and later-life health is not always linear. Results indi-

cated that only a linear relationship between childhood misfortune and adult

psychotropic drug use was statistically significant and is, therefore, used in

the analysis presented. Since the association between ACM and adult psy-

chotropic medication use may be reflecting the childhood misfortune mea-

sure of poor mental health, sensitivity analyses were also performed to

exclude the possibility that the ACM finding was merely a measure of con-

tinuity of poor mental health throughout the life course. When poor mental

health was removed from the ACM measure and used as control, the effect of

the revised ACM measure remained significant and direct in the fully

adjusted model. Therefore, the results displayed use the ACM measure that

includes poor mental health.

Results

Table 2 displays the results of regressing W1 adult psychotropic medication

use on childhood misfortune. Model 1 reveals the relationship between ACM

and psychotropic medication without adjusting for any covariates: ACM

increases the likelihood of psychotropic medication use (odds ratio [OR] ¼
1.435; p < .001). For each additional childhood misfortune, the odds of taking

psychotropic medication increase by about 44%. Model 2 adjusts for
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demographics and potential risk factors in adulthood. In this fully adjusted

model, ACM remained significant (OR ¼ 1.272, p < .001). For each addi-

tional childhood misfortune, the odds of taking psychotropic medication

increase by approximately 27%, when adjusting for all other variables. Sev-

eral covariates were also significant. Age, female, divorce, family strain,

smoking, and mental health insurance were all associated with an increase

in the likelihood of using psychotropic medication. Older respondents were

more likely to report using psychotropic medication (OR ¼ 1.019, p < .01).

Compared to men, women were more than twice as likely to take psycho-

tropic medication (OR¼ 2.259, p < .001). Compared to married respondents,

those who were divorced had almost double the risk of taking psychotropic

medication (OR¼ 1.810, p < .01). Individuals who experienced higher levels

of family strain manifested a higher probability of taking psychotropic med-

ication (OR ¼ 1.548, p < .01). Smoking was associated with a higher risk of

using psychotropic medication (OR ¼ 1.066, p < .01). Individuals whose

health insurance covered mental health had a higher probability of taking

psychotropic medication (OR ¼ 2.192, p < .001). Education and private

health insurance were associated with lower odds of taking psychotropic

medication (OR ¼ 0.934, p < .05; OR ¼ 0.551, p < .001, respectively).

Models 3 and 4 are parallel but replace ACM with the four domains of

childhood misfortune. In Model 3, childhood SES, child maltreatment, and

poor health predicted W1 adult psychotropic medication use, net of other

childhood misfortune domains. For each additional indicator of socioeco-

nomic disadvantage, the odds of taking psychotropic medication increase

by approximately 30% (p < .001). For each additional indicator of child

maltreatment, the odds of taking psychotropic medication increase by

approximately 21% (p < .01). For each additional indicator of poor health,

the odds of taking psychotropic medication increase by approximately 53%
(p < .01).

When adult covariates were added in Model 4, the effect of childhood

SES was attenuated and became nonsignificant. Child maltreatment and poor

health remained significant and associated with an increase in the likelihood

of using psychotropic medication (OR¼ 1.207, p < .05; OR¼ 1.350, p < .05,

respectively). Among the covariates, age, female, education, divorce, family

strain, smoking, private health insurance, and mental health insurance were

significant and revealed similar associations observed in Model 2.

Table 3 displays the results of the random effects modeling to examine the

relationship between ACM and adult psychotropic medication. Although not

shown, the unconditional means model indicated that the intraclass correla-

tion was .59 (59% of the variability in psychotropic drug use is due to
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differences between people, not within). Model 1 includes the time metric

and ACM. Both the linear and quadratic terms for age were significant. The

linear term was positive, whereas the quadratic term was negative, indicating

that as respondents got older, the effect of age lessened. ACM was a signif-

icant, positive predictor of adult psychotropic drug use (OR ¼ 1.510, p <

.001). Each additional childhood misfortune raised the odds of taking psy-

chotropic medication in adulthood by 51%. The random intercept was sig-

nificant, indicating variation in individual differences in the overall average

level of response (b ¼ 2.343, p < .001).

Table 3. Random Effects Models for W1–W3 Psychotropic Medication, MIDUS,
1995–2014.

Model 1 Model 2

OR [95% CI] OR [95% CI]

Fixed effects
Intercept 0.023 [0.02, 0.04]*** 0.015 [0.00, 0.04]***
Age 1.060 [1.05, 1.07]*** 1.061 [1.05, 1.08]***
Age2 0.999 [0.99, 1.00]*** 0.999 [0.99, 1.00]***
Childhood misfortune

ACM 1.510 [1.30, 1.76]*** 1.220 [1.04, 1.43]*
Covariates

Female 2.731 [1.99, 3.75]***
Black 0.540 [0.285, 1.04]
Education 0.913 [0.86, 0.97]**
Income 0.999 [1.00, 1.00]
Divorceda 1.812 [1.24, 2.65]**
Widoweda 0.411 [0.21, 0.81]*
Never marrieda 1.279 [0.76, 2.16]
Family strain 2.159 [1.51, 2.48]***
Pack-years smoked 1.004 [1.00, 1.01]
Obese 1.099 [0.79, 1.53]
Private health insurance 0.576 [0.38, 0.86]**
Mental health insurance 2.066 [1.48, 2.88]***

Random effects
Random interceptb 2.343 (0.15)*** 2.185 (0.15)***

Model F test 30.18*** 10.99***

Note. N ¼ 2,999. MIDUS ¼ Midlife Development in the United States; ACM ¼ additive child-
hood misfortune; OR ¼ odds ratio; CI ¼ confidence interval.
aMarried is the referent.bCoefficients (standard error) are displayed for random effects.
*p < .05. **p < .01. ***p < .001 (two-tailed tests).
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Model 2 added adult covariates to Model 1. The effect of ACM was

slightly attenuated but remained significant. ACM increased the odds of

taking psychotropic medication (OR ¼ 1.220, p < .01), net of adult covari-

ates. The linear and quadratic terms for age as well as the random intercept

remained significant. Among the covariates, female (OR ¼ 2.731, p < .001),

divorced (OR ¼ 1.812, p < .01), family strain (OR ¼ 2.159, p < .001), and

mental health insurance (OR ¼ 2.066, p < .001) increased the odds of taking

psychotropic medication. Education (OR ¼ 0.913, p < .01), widowhood (OR

¼ 0.411, p < .05), and private health insurance (OR¼ 0.576, p < .01) lowered

the odds of taking psychotropic medication.

Table 4 displays the parallel results of the random effects modeling to

examine the relationship between each domain of misfortune and adult psy-

chotropic medication. Model 1 includes the time metric and each domain of

misfortune. The linear and quadratic terms for age again illustrate that the

positive effect of age on psychotropic drug use weakens over time. Among

the four domains of misfortune, child maltreatment and poor health predicted

psychotropic drug use. Each additional indicator of child maltreatment raised

the odds of taking psychotropic medication in adulthood by 41% (p < .001),

net of other domains; and the odds of taking psychotropic medication in

adulthood increased doubled (p < .0001) for each additional indicator of

poor health. The random intercept was significant, indicating variation in

individual differences in the overall average level of response (b¼ 2.333, p <

.001).

Model 2 adds adult covariates to Model 1. Although the effects of child

maltreatment and poor health were attenuated, they remained significant and

raised the odds of taking psychotropic medication in adulthood (OR¼ 1.306,

p < .01; OR¼ 1.489, p < .05, respectively). The linear and quadratic terms for

age as well as the random intercept also remained significant. Similar to

Model 2 in Table 3, gender, education, marital status, family strain, and

health insurance were significant predictors of psychotropic drug use.

Discussion

Informed by the life-course perspective, we found evidence demonstrating

that childhood is a sensitive period for adult mental health development:

disadvantageous childhood experiences have long-term consequences on

adult mental health. Using MIDUS data, we observed that childhood mis-

fortune raises the risk of using psychotropic medication in middle and later

life, even after adjusting for demographic, socioeconomic, and lifestyle risk

factors. Moreover, the conclusion held in the cross-sectional and longitudinal
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analyses—and whether examining cumulative or specific domains of child-

hood misfortune.

Our findings are consistent with a prior study of Health Maintenance

Organization (HMO) enrollees (Anda et al., 2007), but the present study

used a nationally representative, longitudinal survey of the U.S. adult pop-

ulation and tested alternative specifications of misfortune to further elucidate

the relationship between childhood misfortune and adult psychotropic

Table 4. Random Effects Models for W1–W3 Psychotropic Medication, MIDUS,
1995–2014.

Model 1 Model 2

OR [95% CI] OR [95% CI]

Fixed effects
Intercept 0.025 [0.02, 0.04]*** 0.017 [0.01, 0.05]***
Age 1.063 [1.05, 1.08]*** 1.063 [1.05, 1.08]***
Age2 0.999 [0.99, 1.00]*** 0.999 [0.99, 1.00]***
Childhood misfortune

Childhood SES 1.152 [0.96, 1.38] 1.020 [0.84, 1.23]
Family composition 1.027 [0.79, 1.33] 0.918 [0.71, 1.19]
Child maltreatment 1.410 [1.19, 1.67]*** 1.306 [1.10, 1.56]**
Poor health 2.002 [1.39, 2.87]*** 1.489 [1.04, 2.13]*

Covariates
Female 2.831 [2.06, 3.90]***
Black 0.590 [0.31, 1.13]
Education 0.912 [0.86, 0.97)**
Income 0.999 [1.00, 1.00]
Divorceda 1.762 [1.20, 2.58]**
Widoweda 0.405 [0.20, 0.80]**
Never marrieda 1.238 [0.73, 2.09]
Family strain 1.815 [1.41, 2.33]***
Pack-years smoked 1.004 [1.00, 1.01]
Obese 1.121 [0.81, 1.56]
Private health insurance 0.568 [0.38, 0.85]**
Mental health insurance 2.049 [1.47, 2.86]***

Random effects
Random interceptb 2.333 (0.15)*** 2.172 (0.15)***

Model F test 16.51*** 9.44***

Note. N ¼ 2,999. MIDUS ¼ Midlife Development in the United States; SES ¼ socioeconomic
status; OR ¼ odds ratio; CI ¼ confidence interval.
aMarried is the referent. bCoefficients (standard error) are displayed for random effects.
*p < .05. **p < .01. ***p < .001 (two-tailed tests).
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medication use. Beyond sample differences and the distinct profiles of child-

hood misfortune in the two studies, it should be noted that the prior study

used a broader measure of psychotropic medication, including antipsycho-

tics, stimulants, hypnotics, and lithium-based medications (Anda et al.,

2007). Whereas psychotropic drugs can be prescribed for a variety of symp-

toms—from headaches to alcohol abuse—the present study employed a more

conservative approach by limiting the measurement of psychotropic medica-

tions to prescriptions used for depression and anxiety only. Even with dif-

ferent measures of childhood misfortune and a more exclusive measure of

psychotropic medication, this study was able to uncover the same pattern:

Regardless of the type of misfortune, the accumulation of noxious experi-

ences during childhood is associated with the use of psychotropic medication

in adulthood. However, we also observed that the effect of ACM lessened

over time.

Additional analyses also revealed that two specific childhood domains—

child maltreatment and poor health—increased risk of using psychotropic

medication among adults. Whereas the finding of poor health is expected on

the grounds of life-course mental health continuity, the effect of child mal-

treatment abuse is noteworthy. Since child maltreatment research tends to

primarily focus on the effects of sexual and physical abuse, this study adds to

the growing literature contending that the impact of physical and emotional

abuse is long term as well (Chartier et al., 2009; Corso, Edwards, Fang, &

Mercy, 2008). These findings also reveal that alternative specifications of

misfortune should be examined to identify which specific forms of childhood

misfortune are consequential to adult mental health.

This study should be considered in light of its limitations. First, due to

data limitations, analyses were not adjusted for parental history of mental

health. If there is an intergenerational transmission of mental health, the

present study is not able to capture it and, therefore, may be overestimating

the impact of childhood misfortune. Second, the retrospective nature of the

childhood data creates the potential for recall bias. However, we controlled

for several adult factors that might influence recollection (Vuolo, Ferraro,

Morton, & Yang, 2014). Third, it is possible that psychotropic medication

use led to higher reporting of childhood misfortune, but we consider this

unlikely, especially because the longitudinal analyses revealed new cases of

psychotropic drug use at Waves 2 and 3. Fourth, those with the most adverse

early-life conditions are probably omitted due to higher risks of incarceration

(e.g., prison, institutionalization) or premature mortality. By omitting those

who are incarcerated, this study is likely underestimating the uptake of

psychotropic medication, resulting in a conservative estimate of the
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association between childhood misfortune and psychotropic medication use.

Fifth, there may be more proximal influences that impact psychotropic drug

use, including adult misfortune, that occur during sensitive periods of adult-

hood. Although we attempted to account for potential adult risk factors such

as smoking and obesity, other factors may be implicated. Future research

should attempt to disentangle the effect of exposure to disadvantage during

childhood from other sensitive periods in the life course.

Sixth, using psychotropic medication as the outcome variable may also

underestimate the prevalence of mental illness in the sample as some respon-

dents with depression or anxiety may prefer alternative therapies while oth-

ers may not have access to a mental health-care provider or prescription

medication. Indeed, health insurance coverage was associated with use of

psychotropic drugs. Regardless, even with this specific measure of mental

health, an association between childhood misfortune and prescribed psycho-

tropic medication was uncovered. Although these results may underestimate

the true mental health consequences of childhood misfortunes, the findings

of this study nonetheless bring attention to a potentially underserved popu-

lation with respect to mental health: children of misfortune.

Conclusion

Given the scant literature on childhood misfortune and adult psychotropic

medication, several recommendations are presented for future research. First,

alternative specifications of childhood misfortune should be investigated to

determine whether the association between childhood misfortune and psy-

chotropic medication varies by duration or magnitude of childhood misfor-

tune. If possible, subsequent research also should utilize finer gradations of

childhood that distinguish between different periods of childhood (e.g., early

childhood vs. adolescence), especially if testing critical period hypotheses.

Second, future research should draw from longitudinal studies to identify the

mechanisms linking childhood misfortune to adult psychotropic medication.

Although on a different outcome (mortality), the approach by Pudrovska and

Anikputa (2014) is an exemplar. Third, these findings should be integrated

into the current research on successful aging. One of the three fundamental

components of successful aging is engagement with life, which involves

interpersonal relationships and productive activity (Rowe & Kahn, 1997).

Given the effects of mental health on interpersonal relationships and produc-

tive activity, future research should investigate whether early misfortune

interferes with the journey to successful aging via its lasting influence on

mental health.
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A key contribution of the present study is its implication for public health

policy. By connecting adult use of psychotropic medication to early-life

events, this study demonstrated that risk factors for mental health do not

always stem from proximal influences, adding to the recent literature con-

necting early-life events to adult use of psychotropic medications (Anda

et al., 2007; Ekblad, Gissler, Lehtonen, & Korkeila, 2011). Taken together,

these findings translate into health prevention policy by identifying a vul-

nerable population for whom mental health services should be provided and

interventions tailored, preferably targeting these individuals of misfortune at

younger ages to reduce exposure to or the lifetime costs of early insults.

Identifying those who are at risk of requiring psychotropic medications in

early adulthood may decrease the long-term consumption of psychotropic

medications to cope with early misfortune.
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