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Highlights

What are the main findings?

• Benevolent childhood experiences were inversely and significantly associated with the
frequency of suicidal ideation in 451 Peruvian college students (r = −0.358, p < 0.001).

• The inverse association weakened with age (continuous-age interaction b = 0.061,
95% CI [0.026, 0.097]; ∆R2 = 0.020) and was no longer statistically significant beyond
approximately 31 years of age (Johnson–Neyman), whereas gender and marital-status
interactions were not significant; the age result is presented as exploratory given the
small number of older participants.

What are the implications of the main findings?

• The inverse association between childhood protective capital and suicidal ideation did
not differ significantly by gender or marital status, although the power to detect small
interactions was limited, so equivalence across groups cannot be claimed.

• The Spanish BCEs scale showed acceptable unidimensional fit (WLSMV CFA) and a
marginal KR-20; its use should remain confined to research until a formal Peruvian
validation is available, and screening applications are not recommended at this stage.

Abstract

Background/Objectives: Suicidal ideation affects a considerable proportion of college
students, and protective factors developed during childhood may mitigate it. We examined
the relationship between benevolent childhood experiences (BCEs) and the frequency of
suicidal ideation among Peruvian college students, as well as the moderating roles of age,
gender, and marital status. Methods: A total of 451 students from public and private
universities in Peru (74.9% women; mean age 22.12 years) participated in the study and
completed the BCEs scale and the Spanish version of the Suicidal Ideation Frequency Inven-
tory. Using a cross-sectional correlational design, three moderation models were estimated
via multiple linear regression with mean-centered predictors, heteroscedasticity-consistent
(HC3) and bootstrap confidence intervals, and sensitivity analyses. Results: BCEs were
inversely and significantly associated with suicidal ideation (r = −0.358, p < 0.001). Age
moderated this relationship: in the continuous-age model, the interaction was b = 0.061
(95% CI [0.026, 0.097]; ∆R2 = 0.020), and the inverse association was no longer significant
beyond approximately 31 years of age, a result presented here as exploratory because it
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rests partly on a small number of older students. Gender and marital-status interactions
were not significant, although the power to detect small interactions was limited; the mod-
els explained between 14% and 21% of the variance. Conclusions: The findings indicate
that benevolent childhood experiences are inversely associated with suicidal ideation, an
association that did not differ significantly by gender or marital status and that appears
strongest in emerging adulthood. These findings are correlational and do not establish a
protective effect; the assessment of BCEs merits further study in university mental health
research, pending validation of the scale in the Peruvian population.

Keywords: protective factors; mental health; suicide; emerging adulthood; multiple regression;
higher education; Peru

1. Introduction
Suicidal ideation encompasses thoughts, cognitions, and plans related to the act of

taking one’s own life and is the strongest predictor of suicide attempts and completed
suicide [1,2]. Among the university population, the transition to higher education triggers
a period of high psychosocial vulnerability characterized by simultaneous exposure to
academic stressors, the reorganization of emotional bonds, and uncertainty regarding
career and identity [3,4]. Mortier et al. [3] estimated that the prevalence of suicidal ideation
among college students reaches 22.3% over a lifetime and 10.6% in the past 12 months,
with substantial variations depending on cultural context, gender, and the presence of
psychopathology.

According to the World Health Organization (WHO) [5], suicidal ideation is one of
the most relevant mental health indicators in the field of public health, and suicide is the
fourth leading cause of death among people aged 15 to 29. It is estimated that for every
completed suicide, there are between 10 and 20 prior nonfatal attempts, which highlight
the magnitude of the phenomenon and the urgency of identifying risk and protective
factors [2,5].

To understand how this phenomenon arises, Joiner’s psychological interpersonal
model of suicide [6] proposes that suicidal ideation emerges when two psychological
states converge: frustrated belonging—a sense of not being meaningfully connected to
others—and the perception of being a burden to one’s environment [2,7,8]. Both states
intensify in the face of loss, rejection, or failure during critical periods of development.
Positive experiences act as structural support by providing cognitive-relational schemas
of self-worth, identity, and hope. Emotional Regulation Theory [9] posits that individuals
who had secure caregivers and school environments during childhood develop adaptive
strategies for affect regulation, reducing the likelihood that college-related stressors will
trigger suicidal ideation.

Among these early resources, benevolent childhood experiences (BCEs) encompass
the protective resources acquired during childhood. They include positive experiences,
such as the presence of secure caregivers, stable friendships, support from significant
adults outside the home, reassuring beliefs, and the availability of predictable household
routines [10]. It has been demonstrated that higher levels of BCEs are associated with
lower levels of perceived adversity, greater psychological resilience, and a reduced risk
of psychopathology in adulthood [11–13]. Bethell et al. [14] have proposed that resilience
functions within BCEs as a biopsychosocial buffer, modulating the negative impact of early
adversity on mental health outcomes throughout the lifespan. BCEs are consistent with
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Bronfenbrenner’s ecological systems model [15], in which positive microsystems support
socioemotional development and modulate vulnerability to subsequent stressors.

In the specific area of suicide risk, Akbulut [16] and Kallapiran et al. [17] have provided
evidence of the association between benevolent childhood experiences and lower levels
of suicidal ideation and behavior in adolescents and young adults [18,19]. These findings
position benevolent childhood experiences as a highly valuable construct for preventive
research in college mental health.

Despite these advances, studies examining the association between benevolent child-
hood experiences and suicidal ideation among college students are scarce, especially in
Latin America [7,8,20,21]. These studies focus on clinical samples or adolescents in de-
veloped countries, leaving a considerable gap in populations with sociodemographic
diversity [22,23]. The prevalence of suicidal ideation varies significantly depending on
gender, socioeconomic status, and the presence of stressful life events [24–26].

This gap also extends to the role of sociodemographic moderators. Age has a solid
theoretical basis as a moderator; the early adult years (ages 16–25) are characterized by greater
emotional lability and identity exploration processes that can amplify both the protective
and risk effects of previous experiences [27,28]. Gender has been identified as a moderating
variable in mental health studies; women have a higher prevalence of suicidal ideation,
while men report a higher risk of completed suicide attempts, suggesting differences in
symptomatic expression and coping [29–32]. Marital status is associated with perceived social
support networks and the burden of responsibilities—factors that, in interaction with early
life experiences, may influence vulnerability to suicidal ideation [2,3,33].

Considering the above, the general objective of this study is to examine the relation-
ship between benevolent childhood experiences and the frequency of suicidal ideation
in a sample of Peruvian college students, and to analyze whether this relationship varies
according to age, gender, and marital status as sociodemographic moderators. The spe-
cific objectives are to determine the magnitude and direction of the association between
benevolent childhood experiences and suicidal ideation; and to test moderation models
for each sociodemographic variable to identify groups that are differentially protected or
vulnerable. This study contributes to the body of evidence on early protective factors in
college mental health in Latin America and offers concrete implications for the design of
targeted preventive interventions [24,26,34].

1.1. Study Hypotheses
1.1.1. General Hypothesis

GH. Benevolent childhood experiences are inversely and significantly associated with the frequency
of suicidal ideation among Peruvian college students, and this association varies according to
sociodemographic moderators (age, gender, and marital status).

1.1.2. Hypotheses on the Main Relationship Between Benevolent Childhood Experiences
and Suicidal Ideation

H1. Benevolent childhood experiences are negatively and significantly associated with the frequency
of suicidal ideation among Peruvian college students, such that the greater the accumulation of
protective childhood experiences, the lower the frequency of suicidal thoughts [14,16,17].

H2. Age moderates the relationship between benevolent childhood experiences and the frequency
of suicidal ideation, such that the inverse association between BCEs and suicidal ideation is more
pronounced in the young adult group (ages 16–25) than in older age groups [11,27,28].
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H3. Gender moderates the relationship between benevolent childhood experiences and the frequency
of suicidal ideation, such that the inverse association between BCEs and suicidal ideation differs
between women and men [16,18,30,35].

H4. Marital status moderates the relationship between benevolent childhood experiences and the
frequency of suicidal ideation, with the inverse association being most pronounced among single
college students, for whom the psychosocial capital internalized during childhood would compensate
for the lack of support from a partner [2,6,36].

2. Materials and Methods
2.1. Study Design and Type

The study adopted a non-experimental cross-sectional design with a correlational
scope. A multiple moderation analysis model was employed to examine whether the
association between benevolent childhood experiences (BCEs) and the frequency of suicidal
ideation (FIS) varies according to sociodemographic variables (age, gender, and marital
status) [37–39]. The cross-sectional design implies that all measurements were taken at a
single point in time, which allows for the establishment of statistical associations [40,41].

2.2. Participants and Sampling Procedure

The final sample consisted of 451 college students from public and private universities
in Peru, mostly from institutions in the La Libertad and Áncash regions. The age range was
between 17 and 66 years (M = 22.12, SD = 6.23), with a predominance of the emerging adulthood
group aged 16 to 25 (82.3%). The sample was predominantly female (74.9%), unmarried (90.2%),
and resided in an urban setting (80.9%). Regarding their field of study, 69.0% were majoring in
psychology, followed by business administration (16.0%) and other disciplines.

A non-probabilistic convenience sampling method was used [42,43]. The inclusion
criteria required participants to be college students enrolled in the 2025-II semester who
had provided informed consent; for the 20 participants under the age of 18, parental or
guardian consent and informed assent were also required. Of the 485 responses received,
2 questionnaires with omissions exceeding 10% of the items were excluded. Because the
form recorded each respondent’s e-mail address, repeated submissions could be identified;
28 participants had submitted the questionnaire two or three times (60 submissions in total),
presumably by reopening the form, so only the first submission of each participant was
retained and the remaining 32 records were removed, resulting in a final sample of 451 cases.
No item-level missing data remained in the retained questionnaires, so no imputation was
required; the seven cases with a missing university cycle were retained for all analyses that
did not involve that variable.

Procedure. Data were collected between November and December 2025 (second
semester of the 2025 academic year), once ethics approval on 10 November 2025 had been
obtained and before any participant was recruited. Recruitment took place in the classroom:
members of the research team visited each participating class, explained the objectives of
the study, the voluntary nature of participation, and the sensitive content of some items, and
invited the students present to complete a self-administered online questionnaire (Google
Forms; Google LLC, Mountain View, CA, USA) on their own devices in a single session. No
incentives were offered. According to the attendance records of the participating classes,
455 students were present during the visits; 453 of them completed the questionnaire
(response rate = 99.6%; 485 submissions were received because 28 participants submitted
the form more than once, see above). After excluding two questionnaires with omissions
exceeding 10% of the items, the final analytical sample comprised 451 students (99.1% of
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those present). The form collected the respondent’s institutional or personal e-mail address,
which was used to detect and remove repeated submissions (see above); the address was
deleted from the analytical dataset once duplicates had been screened. Informed consent
(and parental consent plus assent for minors) was obtained on the first page of the form.
Because the questionnaire included items on suicidal ideation, a safety protocol was agreed
in advance with the psychological service of each participating university: any participant
who disclosed suicidal ideation to the research team, requested help, or was identified by the
team as requiring attention during or after the session would be referred to that service—no
participant requested assistance or was referred during data collection. Information on mental
health resources was presented on the final page of the questionnaire, after the items, so that
the information itself did not prime the responses; the consent page had already informed
participants of the sensitive content and of the availability of support, and the team remained
in the classroom while the questionnaire was completed.

The sample was predominantly female, young, single, and urban, with a significant
proportion of participants who were not employed and were enrolled in the early stages of
their programs (see Table 1).

Table 1. Sociodemographic characteristics of the participants (N = 451).

Variable Category n %

Age 16–25 years 371 82.3
26–35 years 59 13.1

36 years or older 21 4.7
M = 22.12 SD = 6.23 Range: 17–66

Gender Female 338 74.9
Male 108 23.9

Would rather not say 5 1.1
Marital Status Single 407 90.2

Living with a partner 23 5.1
Married 18 4.0

Widowed 2 0.4
Divorced 1 0.2

Employment Not working 272 60.3
Temporary employment 74 16.4

Retail clerk 39 8.6
Self-employed 37 8.2
Full-time job 29 6.4

College Level Cycles I–IV (early years) 297 66.9
Cycles V–VII (intermediate) 51 11.5
Cycles VIII–X (final years) 96 21.6

M = 5.01, SD = 2.58 (n = 444)
Residence Area Urban 365 80.9

Rural 86 19.1
Professional Career Psychology 311 69.0

Business administration 72 16.0
Human medicine 14 3.1

Early childhood education 11 2.4
Accounting 8 1.8

Civil engineering 7 1.6
Nursing 7 1.6

Other majors 21 4.7
Note. M = mean; SD = standard deviation. Percentages for the university cycle were calculated based
on n = 444 cases (7 missing). Age categories (16–25, 26–35, and ≥36 years) were prespecified on
theoretical grounds (see Section 2.4) and are labeled by their age ranges. Business administration
combines the responses “Administración” and “Administración de Empresas”, which designate the
same program. Other majors (n = 21) included law (n = 5), systems engineering (n = 3), obstetrics
(n = 2), environmental engineering (n = 2), and nine programs with one student each (industrial,
mechatronic, chemical, and business management engineering; communication sciences; primary
education; education, unspecified; humanities; and one unspecified program).
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2.3. Instruments

Benevolent Childhood Experiences Scale (BCEs). Throughout this article the con-
struct is designated benevolent childhood experiences (BCEs), in accordance with the
instrument administered; the literature uses this label interchangeably with positive child-
hood experiences (PCEs), and both terms are routinely searched as synonyms in systematic
reviews of the field. The Benevolent Childhood Experiences Scale (BCEs) [10] was adminis-
tered using the Spanish version that was made available by the developers of the scale; no
new translation was undertaken by the research team, and the wording of the ten items
was used verbatim. The scale consists of 10 dichotomous response items (0 = No/1 = Yes)
that assess the cumulative presence of protective experiences during childhood, such as
the availability of a secure caregiver, stable friendships, and access to predictable daily
routines. The total score ranges from 0 to 10, with higher values indicating greater child-
hood protective capital. Because the Spanish version has not been validated in Peru, its
psychometric performance was examined in the present sample and is reported in full in
the Supplementary Materials (Section S1). In brief, KR-20 was 0.66, a marginal value that is
nevertheless expected for a short cumulative index of heterogeneous experiences [44]; the
ordinal alpha based on tetrachoric correlations was 0.82. A one-factor confirmatory factor
analysis (CFA) on the tetrachoric correlation matrix with the WLSMV estimator showed
acceptable fit (scaled χ2(35) = 58.04, p = 0.009; CFI = 0.955; TLI = 0.942; RMSEA = 0.038, 90%
CI [0.019, 0.055]; SRMR = 0.082), with standardized loadings between 0.32 and 0.75 and a
categorical omega of 0.82. A Rasch (one-parameter logistic) model yielded item difficulties
ranging from −1.02 (item 4, “I liked school”) to 0.93 (item 10, “predictable daily routine”),
with infit mean square values between 0.81 and 1.13 (Table S3); the Martin-Löf test did not
reject unidimensionality (p = 0.147), whereas the Andersen likelihood-ratio test indicated
some departure from parameter invariance across score levels (p < 0.001 for the mean split),
and person-separation reliability was low (0.31), as expected for a 10-item dichotomous
index with a strong ceiling. Evidence based on relations with other variables was consistent
with theory: BCEs correlated negatively with the FIS score (Spearman ρ = −0.32, p < 0.001)
and were lower among students who reported having thought about suicide at least “some-
times” in item 4 of the FSII (Mann–Whitney U = 25,923, p < 0.001, r = 0.32), whereas they
did not differ by gender, residence area, employment, or age group (Table S4). No other
established scale was administered, so convergent validity with an external instrument
could not be examined and is noted as a limitation.

Suicidal Ideation Frequency Inventory (FSII). Suicidal ideation was measured using
the Suicidal Ideation Frequency Inventory (FSII) [45], a five-item scale with a five-point
Likert-type response format (1 = never to 5 = always) and scores ranging from 5 to 25, in
its Spanish version [46]. The scale demonstrated excellent internal consistency (Cronbach’s
α = 0.94; ordinal α = 0.96) and corrected item-total correlations ranging from 0.810 to 0.872.
A one-factor CFA with the WLSMV estimator on the polychoric correlation matrix showed
standardized loadings between 0.90 and 0.94, categorical omega = 0.96, and average variance
extracted (AVE) = 0.83 (scaled χ2(5) = 33.94, p < 0.001; CFI = 0.998; TLI = 0.996; RMSEA = 0.113,
90% CI [0.079, 0.151]; SRMR = 0.013); the elevated RMSEA reflects the very low degrees of
freedom of a five-item model rather than substantive misfit [47]. The empirical distinctness of
the two measures was examined with a two-factor CFA (BCEs and FSII items, WLSMV), which
fitted well (CFI = 0.993; TLI = 0.992; RMSEA = 0.047, 90% CI [0.037, 0.057]; SRMR = 0.084)
and significantly better than a single-factor model with all fifteen items (Satorra–Bentler
scaled ∆χ2(1) = 82.90, p < 0.001); the latent correlation between the factors was −0.53 (95% CI
[−0.62, −0.44]), indicating related but distinguishable constructs. Hereafter, FSII designates
the measurement instrument by its original name, while BCEs and FIS refer to the constructs
and their scores; the same convention is applied to all tables.
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The descriptive statistics show that benevolent childhood experiences are concentrated in
the upper part of the scale (M = 7.92 on a 0–10 range; 23.9% of participants endorsed all ten
items), whereas the FIS score is positively skewed (skewness = 0.73) with a floor effect (30.2%
of participants at the minimum score of 5). In the descriptive comparison by gender, women
report a higher mean score for suicidal ideation than men, although this observation should not
be interpreted as inferential evidence on its own. At the item level, the most frequent positive
experiences are related to enjoying school, the opportunity to have fun, and the presence of
protective relationships, whereas on the FSII, the highest average scores are associated with
thoughts about ending one’s life and the perception of not deserving to live (see Table 2).

Table 2. Descriptive distribution of the benevolent childhood experiences (BCEs) and frequency of
suicidal ideation (FIS) scores by gender (sample-based tertile groups, for descriptive purposes only).

(a) Benevolent childhood experiences (BCEs): dichotomous scale, with a range of 0–10.

Level Range Total n (%) Women n (%) Men n (%) Prefer Not to Say n (%)

Lower tertile 0–7 157 (34.8) 120 (35.5) 33 (30.6) 4 (80.0)
Middle tertile 8–9 186 (41.2) 138 (40.8) 47 (43.5) 1 (20.0)
Upper tertile 10 108 (23.9) 80 (23.7) 28 (25.9) 0 (0.0)

M (SD) — 7.92 (1.96) 7.91 (1.97) 8.06 (1.84) 5.60 (2.41)

(b) Frequency of suicidal ideation (FIS; FSII total score): 1–5 Likert scale, with a range of 5–25.

Level Range Total n (%) Women n (%) Men n (%) Prefer Not to Say n (%)

Lower tertile 5–6 170 (37.7) 116 (34.3) 54 (50.0) 0 (0.0)
Middle tertile 7–12 134 (29.7) 100 (29.6) 32 (29.6) 2 (40.0)
Upper tertile 13–25 147 (32.6) 122 (36.1) 22 (20.4) 3 (60.0)

M (SD) — 10.09 (5.13) 10.44 (5.17) 8.71 (4.63) 15.60 (6.35)

(c) Frequency of affirmative responses by item—BCEs.

Item Description n (Yes = 1) % (Yes)

1 Safe caregiver 393 87.1
2 Good friend 393 87.1
3 Comforting beliefs 355 78.7
4 I liked school 410 90.9
5 A teacher who cared 364 80.7
6 Good neighbors 316 70.1
7 External support adult 326 72.3
8 Opportunities to have fun 409 90.7
9 Self-satisfaction 308 68.3

10 Predictable daily routine 299 66.3

(d) Descriptive statistics by item—FIS.

Item Description M SD

1 Intended to cause harm 1.96 1.08
2 Believed they did not deserve to live 2.03 1.16
3 Asked what would happen if they ended their life 2.24 1.23
4 Thought about committing suicide 1.75 1.01
5 Wished not to exist 2.11 1.24

Note. The tertile groups are purely descriptive, where cut-off points correspond to the empirical 33rd
and 67th percentiles of the present sample (N = 451) and are therefore sample-specific by construction;
they are not clinical thresholds, and the proportion of cases in each group must not be read as a
prevalence estimate. No validated clinical cut-off is available for the FSII, so all inferential analyses
treat the FIS score as a continuous variable. BCEs: lower tertile = 0–7, middle = 8–9, and upper = 10;
range 0–10 (10 dichotomous items; 1 = presence of experience). FIS: lower tertile = 5–6, middle = 7–12,
and upper = 13–25; range 5–25 (5 Likert-scale items, 1–5). Gender was selected as a contrast variable
due to its theoretical basis in suicidal ideation: women have higher mean ideation scores (10.44 vs.
8.71), while men exhibit a higher risk of completed attempts [5,48]. The “prefer not to say” group
(n = 5) is reported for descriptive purposes only; its sample size does not allow for inferences. Cell
entries in panels (a) and (b) are n (%), except for the last rows, which report M (SD). Group sizes: total
N = 451; women n = 338; men n = 108; and prefer not to say n = 5.
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The results show that both scales function adequately for research purposes. The BCEs
scale exhibits marginal reliability in classical terms (KR-20 = 0.66), which is consistent with
its nature as a cumulative index of heterogeneous experiences and should be considered
when interpreting effect sizes. The FSII exhibits adequate internal consistency and high
item-total correlations, evidence that its items converge homogeneously toward a single
construct. The weak-to-acceptable discrimination indices of BCEs reflect the very nature
of the construct: benevolent childhood experiences are, by definition, diverse and do not
necessarily converge with one another (see Table 3).

Table 3. Classical psychometric indicators of BCEs and FSII: reliability, item discrimination, and
homogeneity.

(a) Reliability.

Scale/Dimension Number of Items N Coefficient Value Interpretation

BCEs—Benevolent
Childhood Experiences 10 451 KR-20 0.66 Marginal

FSII—Suicidal Ideation
Frequency Inventory 5 451 Cronbach’s α 0.94 Excellent

(b) Corrected item-total correlations (ritc).

Scale Item Abbreviated Description ritc Discrimination

BCEs 1 Safe caregiver 0.181 Weak
2 Good friend 0.371 Acceptable
3 Comforting beliefs 0.217 Borderline
4 I liked school 0.268 Borderline
5 A teacher who cared 0.300 Acceptable
6 Good neighbors 0.414 Good
7 External support adult 0.323 Acceptable
8 Opportunities to have fun 0.388 Acceptable
9 Self-satisfaction 0.393 Acceptable

10 Predictable daily routine 0.358 Acceptable
FSII 1 Intent on hurting himself 0.825 Good

2 Did not deserve to live 0.872 Good
3 End their life 0.821 Good
4 Thought about committing suicide 0.810 Good
5 Wished not to exist 0.857 Good

(c) Homogeneity—mean inter-item correlation (rij).

Scale rij Optimal Range [49] Assessment

BCEs 0.161 0.15–0.50 Acceptable (expected multidimensionality)
FSII 0.756 0.15–0.50 Above the range (unitary construct)

(d) Evidence of construct validity.

Type of Evidence Indicator Value Direction Interpretation

Relationship with other
variables (external criterion) r (BCEs × FIS) −0.358 Negative Consistent with theory: more BCEs →

less FIS

Internal structure of BCEs ritc min–max 0.18–0.41 Positive Items consistent with the
general construct

Internal structure of FSII ritc min–max 0.81–0.87 Positive High internal cohesion;
unitary construct

Note. KR-20 = Kuder–Richardson formula 20 (reliability for dichotomous items). α = Cronbach’s
alpha (polytomous items). ritc = corrected item-total correlation (the item score is subtracted from
the total): ≥0.40 = good, 0.30–0.39 = acceptable, 0.20–0.29 = borderline, <0.20 = weak [44]. rij = mean
inter-item correlation; optimal range 0.15–0.50 [49]. The negative correlation between BCEs and FIS
(r = −0.358, p < 0.001) provides evidence of validity based on relationships with other variables:
benevolent childhood experiences are inversely associated with suicidal ideation, in the direction
predicted by the Resilience and Protective Factors model [50,51]. N = 451. Confirmatory (CFA) and
Rasch-based evidence is reported in Table 4 and in the Supplementary Materials (Section S1).
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Table 4. Confirmatory factor analyses (WLSMV estimator on polychoric/tetrachoric correlations) of
BCEs and FSII: fit indices, standardized loadings, and model-based reliability.

(a) Fit indices of the measurement models (N = 451).

Model Scaled χ2 (df ), p CFI TLI RMSEA [90% CI] SRMR Interpretation

BCEs—one factor
(10 items) 58.04 (35), 0.009 0.955 0.942 0.038 [0.019, 0.055] 0.082 Acceptable fit a

FSII—one factor
(5 items) 33.94 (5), <0.001 0.998 0.996 0.113 [0.079, 0.151] 0.013 Good fit; RMSEA

inflated by df = 5

Two factors—BCEs +
FSII (15 items) 177.77 (89), <0.001 0.993 0.992 0.047 [0.037, 0.057] 0.084 Good fit; r(BCEs, FIS)

= −0.53 [−0.62, −0.44]

One factor—all 15 items 473.85 (90), <0.001 0.971 0.967 0.097 [0.089, 0.106] 0.143
Worse than two

factors: ∆χ2(1) = 82.90,
p < 0.001

(b) Standardized loadings and model-based reliability of the one-factor models.

Construct Standardized Loadings (Range) ω

(Categorical) AVE Classical Reliability

BCEs (10
dichotomous items) 0.32–0.75 (all p < 0.001) 0.82 0.33 KR-20 = 0.66; ordinal α = 0.82

FSII (5 Likert items) 0.90–0.94 (all p < 0.001) 0.96 0.83 α = 0.94; ordinal α = 0.96

Note. Estimator: WLSMV (diagonally weighted least squares with mean- and variance-adjusted
test statistic) on the tetrachoric (BCEs) and polychoric (FSII) correlation matrices; scaled fit indices
are reported. CFI = comparative fit index; TLI = Tucker–Lewis index; RMSEA = root mean square
error of approximation; SRMR = standardized root mean square residual; ω = model-based reliability
computed from the standardized loadings of the categorical CFA (categorical omega); AVE = average
variance extracted from the same loadings. ∆χ2 = Satorra–Bentler scaled chi-square difference test
between the two-factor and the single-factor models. a The BCEs are conceived as a cumulative index
of heterogeneous experiences; the acceptable one-factor fit, the moderate loadings, and the low AVE
are consistent with that conception, and the AVE ≥ 0.50 convergent-validity criterion is not applied
to this index. Full item-level results, the Rasch analysis, and the known-groups comparisons are
reported in the Supplementary Materials (Tables S1–S4).

The indicators presented in Table 4 support the use of both measures in the present
study. The FSII behaves as a strongly unidimensional and highly reliable scale. The
BCEs index shows acceptable unidimensional fit with moderate loadings, in line with
its conception as a cumulative index rather than a reflective construct, and its classical
reliability should be regarded as marginal. The two-factor model fits substantially better
than a single common factor, and the latent correlation of −0.53 indicates that BCEs and
suicidal ideation are related but empirically distinguishable, a prerequisite for interpreting
the moderation models.

2.4. Data Analysis

The analysis was organized into three stages. First, descriptive statistics and distribu-
tion indices were calculated to characterize the sample and describe the behavior of the
study variables. The psychometric properties of the BCEs and the FSII were examined with
classical indices (KR-20, Cronbach’s α, ordinal α, corrected item-total correlations, mean
inter-item correlation) and with confirmatory factor analyses estimated with WLSMV on
tetrachoric/polychoric correlation matrices, from which categorical omega and AVE were
derived; a Rasch (one-parameter logistic) model was fitted to the BCEs items, and known-
groups comparisons were conducted with Spearman correlations and Mann–Whitney U
tests [47,52]. Scale scores were computed as the unweighted sum of item responses (BCEs:
0–10; FIS: 5–25); as no item-level data were missing in the retained cases, no imputation
or proration was needed. Three independent moderation models were estimated for each
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sociodemographic variable—age, gender, and marital status—using multiple linear regres-
sion with an interaction term (BCEs × moderator) [37]. BCEs scores were mean-centered
(M = 7.92) before the products were formed, so that the coefficients of the moderators
express group differences at the average level of BCEs.

Age was entered as a multi-categorical variable using two categories (26–35 years and
36 years or older; reference group: 16–25 years). The cut-offs were specified a priori on
theoretical grounds, before the data were analyzed, following the developmental distinction
between emerging adulthood (up to 25 years) [27], which characterizes the vast majority of
the sample, and established adulthood (26–35 years), with a residual category of students
aged 36 years or older; they were not derived from the data, and the categories are labeled
by their age ranges rather than by developmental-stage labels. Because the oldest group is
small (n = 21), the categorical model is complemented by a model in which age is treated as
a mean-centered continuous variable, which uses all the information in the data and does
not depend on the cut-offs. Gender was analyzed using a dummy variable (0 = female,
1 = male), excluding from the inferential analysis those who chose not to disclose it (n = 5)
due to insufficient sample size, and marital status was dichotomized (0 = single, 1 = not
single); because the non-single category combines heterogeneous situations (cohabiting,
married, divorced, and widowed), a sensitivity analysis compared partnered students
(cohabiting or married, n = 41) with single students after excluding the three divorced or
widowed participants, and the cohabiting and married subgroups were also examined
separately. For each model, the unstandardized coefficients (B), standard error (SE), t-
statistic, p-value, 95% confidence intervals, and the change in R2 (∆R2) attributable to the
interaction term are reported, together with simple slopes and their confidence intervals
for each level of the moderator; for the continuous-age model, the region of significance
was identified with the Johnson–Neyman technique. Because the FIS score is bounded and
positively skewed, regression assumptions were checked for every model: the distribu-
tion of standardized residuals (skewness, kurtosis, Shapiro–Wilk test), heteroscedasticity
(Breusch–Pagan and White tests), influential observations (Cook’s distance, leverage, DF-
BETAS), multicollinearity (variance inflation factors), and linearity of the BCEs–FIS relation
(quadratic BCEs term and Ramsey RESET test) (Table S5). Since heteroscedasticity was de-
tected in all models, heteroscedasticity-consistent (HC3) standard errors and bias-corrected
and accelerated (BCa) bootstrap confidence intervals based on 5000 case resamples are
reported alongside the ordinary least squares estimates (Table S6). Sensitivity analyses
re-estimated each model after excluding observations with Cook’s distance greater than
4/n, with a log-transformed outcome, with MM-type robust regression, and, for the age
model, after excluding participants older than 50 years and participants aged 36 years
or older (Table S7). As an additional sensitivity analysis, each model was re-estimated
adjusting for the covariates available in the dataset (university, field of study, residence area,
and employment status); no measures of depressive symptoms, anxiety, adverse childhood
experiences, current distress, substance use, socioeconomic status, or social support were
collected, so adjustment for these confounders was not possible (Table S9; see Limitations).
No a priori power analysis was conducted: the sample size was determined by the number
of classes to which access was granted. Post hoc sensitivity analyses indicate that N = 451
provides 80% power (α = 0.05, two-sided) to detect a bivariate correlation of |r| ≥ 0.13
and interaction effects of f 2 ≥ 0.018 (∆R2 ≈ 0.015); the observed f2 of each interaction is
reported for comparison (Table S8). All analyses were conducted at a significance level of
α = 0.05. No adjustment for multiple testing was planned a priori, because H2–H4 were
formulated as three separate, theoretically motivated hypotheses; nevertheless, because
three interaction tests were performed, Bonferroni- and Holm-adjusted p-values are re-
ported alongside the unadjusted ones (family-wise threshold α = 0.017), and a moderation
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finding is described as confirmatory only if it meets the adjusted criterion, and otherwise
as exploratory. Descriptive analyses and the original moderation models were performed
in SPSS version 28.0 (IBM Corp., Armonk, NY, USA) [53] with the PROCESS macro [37]
and in JASP 0.18 (JASP Team, Amsterdam, The Netherlands) [54]; the confirmatory factor,
Rasch, diagnostic, robust, and bootstrap analyses added during revision were performed in
R 4.3.3 (R Foundation for Statistical Computing, Vienna, Austria) with the packages lavaan,
eRm, psych, sandwich, lmtest, car, MASS, and boot.

2.5. Ethical Considerations

The study was conducted in full accordance with the ethical principles of the Declara-
tion of Helsinki [55] and with the Code of Ethics and Professional Conduct of the Peruvian
College of Psychologists [56]. Since the assessment included items related to suicidal
ideation, a safety protocol was implemented in accordance with recommendations for
research involving vulnerable populations [57]: participants were informed of the sensitive
content before consenting, the research team remained present during administration, a
referral pathway to the psychological service of each university was agreed in advance for
any participant who disclosed ideation or requested help (none did), and information on
mental health resources was provided at the end of the questionnaire so as not to prime the
responses (see Section 2.2). The data were stored in encrypted form, and only the research
team had access to the database, always ensuring confidentiality [58]. This research was
reviewed and approved by the Research Ethics Committee of the School of Psychology
at César Vallejo University under Report No. 01807-2025/CEI-PSI on 10 November 2025;
recruitment and data collection took place between November and December 2025 once
approval had been granted.

3. Results
The bivariate association between BCEs and FIS was negative and significant

(r = −0.358, 95% CI [−0.436, −0.275], p < 0.001; Spearman ρ = −0.32; unstandardized
slope b = −0.94 FIS points per benevolent experience, i.e., 0.18 SD), supporting H1: the
greater the accumulation of protective childhood experiences, the lower the frequency of
suicidal ideation. The three moderation models are presented below; all coefficients refer
to mean-centered BCEs, and Tables S5–S8 report the diagnostics, robust and bootstrap
intervals, sensitivity analyses, and simple slopes for each model.

3.1. Model 1. Age as a Moderator

In the categorical model (Table 5, Figure 1), the interaction block added a small but
significant change in R2 (∆R2 = 0.013, F (2, 445) = 3.54, p = 0.030). This result was attributable
entirely to the contrast between the 36 years or older group and the reference group
(b = 1.167, 95% CI [0.292, 2.042], p = 0.009); the slope of the 26–35 years group did not differ
from that of the 16–25 years group (b = 0.234, 95% CI [−0.388, 0.856], p = 0.460). The simple
slopes show an inverse association among those aged 16–25 (b = −1.029, 95% CI [−1.277,
−0.782]) and between ages 26 and 35 (b = −0.795, 95% CI [−1.366, −0.225]), whereas in the
group aged 36 or older the slope was close to zero and imprecisely estimated (b = 0.138, 95%
CI [−0.702, 0.977]), because this group comprises only 21 cases. The categorical evidence
is therefore limited and should not be read as showing that the association “disappears
after age 35”. To use all the information in the data, the model with age as a mean-centered
continuous variable is reported in full in Table 6 (Figures S1 and S2). The BCEs × age
interaction was positive (b = 0.061, 95% CI [0.026, 0.097], p < 0.001; HC3 95% CI [0.035, 0.088];
BCa bootstrap 95% CI [0.032, 0.087]; ∆R2 = 0.020, F (1, 447) = 11.48, p < 0.001), indicating
a linear attenuation of the inverse association as age increases: the conditional slope of
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BCEs was −1.15 (95% CI [−1.41, −0.88]) at 18 years, −0.72 [−0.96, −0.48] at 25 years,
−0.41 [−0.76, −0.06] at 30 years, and −0.11 [−0.61, 0.39] at 35 years. The Johnson–Neyman
analysis located the upper bound of the region of significance at 30.7 years (bootstrap
95% CI for the age at which the slope reaches zero: 32.0–47.4 years); beyond that age,
which concerns 39 participants (8.6%), the slope was not distinguishable from zero. The
interaction was robust to the exclusion of influential observations (b = 0.076, p < 0.001;
n = 438), of participants older than 50 years (b = 0.058, p = 0.003), to the log-transformation
of the outcome (b = 0.0050, p = 0.005), and to MM-robust estimation (b = 0.063, t = 3.25); a
quadratic age term did not improve the model (p = 0.112); a quadratic BCEs term was not
significant in any model (all p > 0.30) and the RESET test did not indicate misspecification
(p ≥ 0.18); and adjusting for university, field of study, residence area, and employment
status left the interaction unchanged (b = 0.061, 95% CI [0.025, 0.096], p < 0.001; Table
S9). With respect to multiple testing, the categorical interaction block (p = 0.030) does not
meet the Bonferroni-adjusted threshold for the three moderation tests (α = 0.017; Holm-
adjusted p = 0.090), whereas the continuous-age interaction does (Holm-adjusted p = 0.002).
However, when the analysis was restricted to participants younger than 36 years (n = 430),
the interaction was of similar size but no longer significant (b = 0.055, 95% CI [−0.006,
0.117], p = 0.078), which indicates that its statistical significance depends partly on the small
number of older students. Taken together, these results provide partial support for H2: the
inverse association is strongest in emerging adulthood and becomes weaker with age, but
the age moderation should be regarded as exploratory rather than confirmatory and in
need of replication in samples with a wider age distribution.

Table 5. Summary of the categorical age moderation model (BCEs mean-centered).

Predictor B SE t p 95% CI

Benevolent childhood experiences −1.029 0.126 −8.181 <0.001 [−1.277, −0.782]
Age: 26–35 years (vs. 16–25) −2.561 0.650 −3.939 <0.001 [−3.839, −1.283]
Age: 36 or older (vs. 16–25) −4.741 1.037 −4.571 <0.001 [−6.780, −2.703]

BCEs × 26–35 years interaction 0.234 0.316 0.739 =0.460 [−0.388, 0.856]
BCEs × 36 years or older interaction 1.167 0.445 2.622 =0.009 [0.292, 2.042]

Note. N = 451 (16–25 years: 371; 26–35 years: 59; 36 years or older: 21). BCEs were mean-centered
(M = 7.92). R2 = 0.200, F (5, 445) = 22.19, p < 0.001. Reference group: 16–25 years. The change in R2

attributable to the interaction block was 0.013, F (2, 445) = 3.54, p = 0.030. Simple slopes of the BCEs
with 95% CIs: 16–25 years, b = −1.029 [−1.277, −0.782]; 26–35 years, b = −0.795 [−1.366, −0.225];
36 years or older, b = 0.138 [−0.702, 0.977]. HC3 and BCa bootstrap 95% CIs for the BCEs × 36 years or
older term: [0.821, 1.513] and [0.846, 1.627]; the interaction block remained significant after excluding
influential cases (p = 0.023) and in MM-robust regression, and was borderline with a log-transformed
outcome (p = 0.051) (Tables S6 and S7).

Table 6. Continuous-age moderation model (BCEs and age mean-centered).

Predictor B SE t p 95% CI

Benevolent childhood experiences (centered) −0.896 0.111 −8.105 <0.001 [−1.113, −0.679]

Age in years (centered) −0.234 0.035 −6.595 <0.001 [−0.303, −0.164]

BCEs × age interaction 0.061 0.018 3.389 <0.001 [0.026, 0.097]

Note. N = 451. R2 = 0.213, F (3, 447) = 40.30, p < 0.001; ∆R2 for the interaction = 0.020, F (1, 447) = 11.48,
p < 0.001. Means used for centering: BCEs = 7.92; age = 22.12 years. HC3 robust 95% CI for the
interaction: [0.035, 0.088]; BCa bootstrap 95% CI (5000 resamples): [0.032, 0.087]. Johnson–Neyman
upper bound of the region of significance: 30.7 years. Conditional slopes of BCEs at selected ages,
sensitivity analyses, and diagnostics are reported in Tables S5–S8 and Figures S1–S3.
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Figure 1. Predicted frequency of suicidal ideation as a function of benevolent childhood experiences
by age group (categorical model, N = 451). Note. The figure was generated using the unstandardized
coefficients from the model (Table 5), after removal of duplicate submissions. The slope of the
36 years or older group is based on 21 cases and is imprecisely estimated (95% CI [−0.702, 0.977]).
The continuous-age model is displayed in Figures S1 and S2.

3.2. Model 2. Moderation by Gender

In the second model, summarized in Table 7 and presented in Figure 2, the BCEs
× gender interaction was not statistically significant, b = −0.284, 95% CI [−0.838, 0.269],
p = 0.313 (∆R2 = 0.002); therefore, H3 is not supported. The inverse association was present
in both groups—women, b = −0.822, 95% CI [−1.080, −0.563]; men, b = −1.106, 95% CI
[−1.596, −0.617]—and the difference between the two slopes was imprecisely estimated
(95% CI from −0.84 to 0.27). This non-significant interaction does not demonstrate that the
association is equivalent across genders: the study had 80% power to detect interactions of
f 2 ≥ 0.018 (∆R2 ≈ 0.015), so smaller differences cannot be ruled out (Table S8); adjusting
for available covariates left the interaction unchanged (b = −0.276, p = 0.323; Table S9).
Women had a higher mean FIS score than men at the average level of BCEs (b = −1.577 for
men, p = 0.003). The “prefer not to say” group (n = 5) was excluded from the inferential
comparison due to insufficient sample size; its scores are reported in Table 2 for descriptive
purposes only, and no inference regarding this group is drawn.

Table 7. Summary of the gender moderation model (BCEs mean-centered).

Predictor B SE t p 95% CI

Benevolent childhood experiences −0.822 0.131 −6.250 <0.001 [−1.080, −0.563]
Gender (male vs. female) −1.577 0.526 −2.998 =0.003 [−2.611, −0.543]

BCEs × gender interaction −0.284 0.282 −1.010 =0.313 [−0.838, 0.269]

Note. N = 446 (women: 338; men: 108; the “prefer not to say” group, n = 5, was excluded). Coding:
0 = female, 1 = male; BCEs were mean-centered. R2 = 0.136, F (3, 442) = 23.22, p < 0.001. The change
in R2 attributable to the interaction was 0.002, F (1, 442) = 1.02, p = 0.313. Simple slopes with 95%
CIs: women, b = −0.822 [−1.080, −0.563]; men, b = −1.106 [−1.596, −0.617]. HC3 and BCa bootstrap
95% CIs for the interaction: [−0.905, 0.336] and [−0.876, 0.353]. Sensitivity of the interaction test:
minimum detectable f 2 = 0.018 (∆R2 ≈ 0.015) with 80% power; observed f 2 = 0.002.
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Figure 2. Predicted frequency of suicidal ideation as a function of benevolent childhood experiences
by gender (N = 446). Note. The figure was generated using the model’s unstandardized coefficients
(Table 7) after the removal of duplicate submissions.

3.3. Model 3. Moderation by Marital Status

In the third model (Table 8), the interaction between BCEs and marital status was not
statistically significant, b = 0.594, 95% CI [−0.113, 1.302], p = 0.100, with a small contribution
to variance (∆R2 = 0.005); therefore, H4 is not supported. The inverse association between
benevolent childhood experiences and suicidal ideation was clearly present among single
students (b = −0.988, 95% CI [−1.224, −0.751]), whereas among non-single students, the
slope was smaller and imprecisely estimated (b = −0.393, 95% CI [−1.060, 0.273]), because
this category is small (n = 44) and encompasses heterogeneous situations (cohabiting,
married, divorced, and widowed). Given the width of the interval for the difference
between slopes and the limited power of this test (observed f 2 = 0.006 against a minimum
detectable f2 of 0.018), the absence of a significant interaction should not be interpreted
as evidence that the association is the same regardless of marital status (see Figure 3 and
Table S8). Because the non-single category is conceptually heterogeneous, the model was
re-estimated comparing partnered students (cohabiting or married, n = 41) with single
students after excluding the three divorced or widowed participants: the interaction was
similar (b = 0.556, 95% CI [−0.178, 1.290], p = 0.137), and the separate slopes for cohabiting
(b = −0.67, n = 23) and married students (b = −0.19, n = 18) were both imprecisely estimated;
adjusting for available covariates did not change the result (b = 0.533, p = 0.139; Table S9).

Table 8. Summary of the marital status moderation model (BCEs mean-centered).

Predictor B SE t p 95% CI

Benevolent childhood experiences −0.988 0.121 −8.192 <0.001 [−1.224, −0.751]
Marital status (non-single vs. single) −3.190 0.752 −4.241 <0.001 [−4.668, −1.712]

BCEs × marital status interaction 0.594 0.360 1.651 =0.100 [−0.113, 1.302]

Note. N = 451 (single: 407; non-single: 44). Coding: 0 = single, 1 = not single; BCEs were mean-
centered. R2 = 0.165, F (3, 447) = 29.40, p < 0.001. The change in R2 attributable to the interaction
was 0.005, F (1, 447) = 2.73, p = 0.100. Simple slopes with 95% CIs: single, b = −0.988 [−1.224,
−0.751]; non-single, b = −0.393 [−1.060, 0.273]. HC3 and BCa bootstrap 95% CIs for the interaction:
[−0.112, 1.300] and [−0.127, 1.125]. Sensitivity of the interaction test: minimum detectable f 2 = 0.018
(∆R2 ≈ 0.015) with 80% power; observed f 2 = 0.006. Adjusting for age, which is strongly associated
with marital status, did not change the conclusion (interaction b = 0.618, p = 0.080).
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Figure 3. Predicted frequency of suicidal ideation as a function of benevolent childhood experiences by
marital status (N = 451). Note. The figure was generated using the model’s unstandardized coefficients
(Table 8) after the removal of duplicate submissions; the non-single line is based on 44 cases.

4. Discussion
The purpose of this study was to examine the relationship between benevolent child-

hood experiences and the frequency of suicidal ideation among Peruvian college students,
considering age, gender, and marital status as potential sociodemographic moderators. The
findings indicate an inverse association between benevolent childhood experiences and
suicidal ideation that is consistent and statistically robust (r = −0.358, p < 0.001; robust
to heteroscedasticity-consistent and bootstrap inference and to the exclusion of influen-
tial cases), although its modulation by sociodemographic variables is selective: only age
showed evidence of moderation, and that evidence is exploratory. The regression models
explain between 14% and 21% of the variance in suicidal ideation (R2 between 0.136 and
0.213). These percentages, while not accounting for the full variability of the phenomenon,
are relevant given that these are moderation models involving complex psychosocial
constructs assessed in non-clinical populations [37,38].

Regarding the main hypothesis, benevolent childhood experiences were significantly
and negatively associated with the frequency of suicidal ideation. This result is consistent
with the literature on early psychosocial capital and suicide risk, although, given the cross-
sectional design and the absence of adjustment for confounders such as depression, current
stress, socioeconomic circumstances, adverse childhood experiences, or psychiatric history,
it documents an association and not a protective effect. A recent meta-analysis documented
that benevolent childhood experiences are associated with fewer mental health symptoms
in adulthood [12]. Narayan et al. [11] found that benevolent childhood experiences predict
lower levels of psychopathology even among individuals with a history of early adversity,
suggesting that their association with better outcomes is not limited to the absence of
risk but rather reflects the active presence of resources that strengthen the individual’s
regulatory capacity. The correlation coefficient obtained in the present study (r = −0.358) is
of moderate magnitude and is consistent with previous evidence on positive experiences
and suicidal ideation among young people [16,33], which provides external consistency.

These results can be interpreted in light of existing theory, bearing in mind that the
mechanisms discussed below were not measured in the present study and are therefore
proposed as plausible explanations supported by prior literature. Joiner’s interpersonal-
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psychological model of suicide [6] identifies frustrated belonging and the perception of
being a burden as the central psychological states underlying this behavior. Positive
life events associated with the presence of secure caregivers (87.1%), stable friendships
(87.1%), and the opportunity to engage in enjoyable activities (90.7%) have been proposed
in prior research as potential counterweights to both states [11,14], which offers a plausible
explanation—albeit an untested one here—for the inverse association observed. Turecki
et al. [2] noted that early relational protective factors reduce suicide risk through mecha-
nisms of affect regulation and meaning making, which are consolidated during sensitive
periods of development and are difficult to reverse in the face of subsequent adversity. One
finding that deserves special attention is that about three-quarters of the participants in the
present study (76.1%) did not endorse all ten experiences, while 23.9% endorsed all of them.
This distribution suggests that a considerable proportion of college students enter higher
education with limited protective childhood capital; on the basis of prior evidence [11,14],
this could plausibly be associated with greater vulnerability to the academic and existential
stressors characteristic of this stage of life, although the cross-sectional design does not
allow this to be verified.

The item-by-item analysis provides further insight into this picture. The experiences
with the lowest frequency of affirmative responses were those linked to autonomy and self-
knowledge: item 9 (self-acceptance, 68.3%) and item 10 (predictable daily routine, 66.3%)
recorded the lowest affirmation rates, while items related to external social connections
exceeded 87%. In the sample studied, protective experiences of the relational-external
type are more accessible than those associated with positive self-concept and internal
household stability. This has direct implications for the design of interventions: it is not
enough to promote social integration on campus if, at the same time, the intrapsychic
resources that enable students to translate these connections into schemas of self-worth
are not addressed [7,9]. On the FSII, the item with the highest mean score was the one
referring to the question of what would happen if one were to end one’s own life (M = 2.24);
however, item-level means cannot by themselves characterize the reflective or impulsive
quality of suicidal thinking, which would require dedicated measures of rumination or
impulsivity [59,60] and is not examined here.

Regarding moderators, age was the only variable for which evidence of moderation
was obtained. The categorical model yielded a small but significant interaction block
(∆R2 = 0.013, p = 0.030) that rested entirely on 21 students aged 36 years or older, whereas
the continuous-age model—which does not depend on arbitrary cut-offs—showed a linear
attenuation of the inverse association with age (b = 0.061, 95% CI [0.026, 0.097]; ∆R2 = 0.020)
that was robust to influential observations, to the exclusion of participants older than
50 years, to the transformation of the outcome, and to robust estimation, but that was
no longer significant when the analysis was restricted to students younger than 36 years.
The direction of the finding is theoretically consistent: the inverse association between
BCEs and suicidal ideation is strongest in the 16–25 age group, which accounts for 82.3%
of the sample, weakens progressively with age, and is no longer distinguishable from
zero beyond approximately 31 years. Because the older part of the age distribution is
sparsely represented, and because the categorical interaction does not survive a Bonferroni
correction for the three moderation tests (whereas the continuous-age interaction does), we
regard this result as exploratory rather than confirmatory and as partial support for H2.
This progression is consistent with Arnett [27], who explains that emerging adulthood is a
period of maximum receptivity to resources internalized during childhood, insofar as the
tasks of identity exploration and the consolidation of emotional bonds characteristic of this
stage would reactivate the internal working models formed within the early family unit.
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A complementary, untested explanation is that the closer temporal proximity of emerging
adults to their childhood experiences, together with the developmental processes of stress
regulation that are still consolidating at that age [9,61], makes the association more visible in
the younger group; because neither affective regulation nor any neurobiological indicator was
measured in this study, this explanation is offered only as a hypothesis for future research.
In Peru, college students in their first years of study report higher levels of suicidal ideation,
especially during the first semesters of academic adjustment [24,62], making the age-related
attenuation of this association a finding with potential preventive relevance.

Unlike age, gender did not statistically significantly moderate the relationship between
BCEs and suicidal ideation (b = −0.284, 95% CI [−0.838, 0.269], p = 0.313, ∆R2 = 0.002), and
the inverse association was present among both women and men. This finding should be
interpreted cautiously: it indicates that no significant difference between the slopes was
detected, not that the slopes are equivalent, because the study was powered to detect only
interactions of f 2 ≥ 0.018 and the confidence interval for the slope difference is wide. Within
that limit, the data provide no evidence that gender-differentiated socialization alters the
strength of this association. Eagly and Wood’s social roles theory [63] would suggest that
women, who are socialized to express emotions and actively seek interpersonal support,
would be better able to capitalize on relational resources such as bonds with friends or the
presence of supportive adults. One plausible explanation, consistent with prior literature
but not directly tested here, is that the mechanisms through which BCEs relate to lower
suicidal ideation are largely shared by women and men [9,18,19]; this interpretation should
be regarded as a hypothesis to be examined in adequately powered studies that measure
such mechanisms directly.

The third moderator showed a similar pattern: marital status was not a significant
moderator of the relationship between protective childhood experiences and suicidal
ideation (b = 0.594, 95% CI [−0.113, 1.302], p = 0.100, ∆R2 = 0.005). The inverse association
was clear among single students, whereas among the 44 non-single students it was smaller
and imprecisely estimated (b = −0.393, 95% CI [−1.060, 0.273]); given the limited power of
this test, the result does not establish that the association holds regardless of relationship
status. Joiner’s interpersonal theory [6] and Cutrona and Russell’s social support compen-
sation model [36] suggest that psychosocial resources internalized during childhood act
as functional substitutes for adult relational support. The absence of a significant interac-
tion is compatible with the possibility that the association between benevolent childhood
experiences and suicidal ideation does not depend on the availability of partner support
in adulthood [6,36], although the present data cannot establish this, and the mechanisms
involved were not measured.

Prior literature has proposed intrapersonal mechanisms—adaptive emotion-regulation
strategies, a positive self-concept, and mentalization skills—through which early protective
experiences might relate to lower suicidal ideation irrespective of current relational condi-
tions [9,11,14,18,64]; these mechanisms were not assessed here and remain hypotheses for
future research.

On the instrumental level, the Benevolent Childhood Experiences Scale yielded a KR-
20 = 0.66, a marginal value that is nevertheless expected given the heterogeneous nature
of the construct: BCEs constitute, by design, an index of the accumulation of qualitatively
diverse experiences [14]. The mean inter-item correlation value (rij = 0.161) falls within
the optimal range for broadly defined multidimensional constructs [49]. The corrected
item-total correlations for the BCEs ranged from 0.181 to 0.414, with several items in the
weak or borderline range, which reflects the breadth of the protective domain that the
scale aims to capture but also limits the precision of the total score. The confirmatory and
Rasch analyses added during revision (Table 4; Supplementary Section S1) support an
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acceptable unidimensional structure (WLSMV CFA: CFI = 0.955, RMSEA = 0.038) with
moderate loadings (0.32–0.75) and a categorical omega of 0.82, an ordered set of item
difficulties, and acceptable item fit, although the Andersen test suggested some lack of
parameter invariance across score levels and person-separation reliability was low. Because
the Spanish version has not been validated in Peru and no external criterion scale was
administered, these results should be read as preliminary evidence of adequacy for research
use, not as a validation study.

For its part, the Suicidal Ideation Frequency Inventory presented a homogeneous
psychometric profile: α = 0.94, item-total correlations between 0.810 and 0.872, and a
mean inter-item correlation of 0.756, above the optimal range and consistent with a narrow
unitary construct. The categorical CFAs confirmed this structure, with loadings of 0.90–0.94,
categorical omega = 0.96, and AVE = 0.83 [47], and the two-factor model with BCEs fitted
significantly better than a single common factor, with a latent correlation of −0.53; both
measures are therefore related but empirically distinguishable, a necessary condition for
the interpretation of the moderation models. These indicators are comparable to those
reported in validation studies of suicide ideation scales among Latin American university
students [24,26].

In interpreting these findings, statistical significance should be distinguished from
clinical significance and from preventive relevance. The association between BCEs and
suicidal ideation is statistically robust and of moderate size (r = −0.36; each additional
benevolent experience corresponds to about 0.9 fewer points on the 5–25 FIS scale, i.e.,
0.18 SD), and it extends the cross-cultural scope of the benevolent experiences model to
a Latin American university sample [10,14]; however, its clinical significance cannot be
established in the absence of validated thresholds for the FSII or of clinical outcomes, and
its preventive relevance is a hypothesis that only longitudinal and intervention studies
can test. The age moderation is statistically detectable in the continuous model but small
(∆R2 = 0.020), does not survive correction for multiple testing in its categorical form, and is
therefore exploratory; and the non-significant gender and marital-status interactions are
uninformative about equivalence across groups.

Regarding the magnitude of the phenomenon, the tertile groups of Table 2 are sample-
specific by construction and cannot be read as prevalence estimates of high suicide risk; the
only item-based descriptive indicator is that 23.1% of participants (104 of 451) answered
“sometimes”, “often”, or “almost every day” to the item “how often have you thought
about killing yourself?” (item 4 of the FSII) in the past 12 months, a figure that warrants
attention but that is not equivalent to a clinical assessment of risk. This descriptive finding
underlines the relevance of mental health support in university settings [3,4,26]; however,
it does not justify the incorporation of BCEs screening into admission protocols, a recom-
mendation that would be premature on the basis of a cross-sectional convenience sample
and that could raise ethical concerns about labeling and stigmatization of students on the
basis of their childhood histories. The inclusion of the brief BCEs scale, which showed
acceptable psychometric indicators in the present sample, might, in future research, help
to characterize the early protective resources of students who seek psychological support
services [9,27,34,65–67]; however, given the convenience sampling, the lack of a published
Peruvian validation of the scale, and the ethical considerations noted above, no screening
application is recommended at this stage.

Limitations

The main limitation is the cross-sectional design, which prevents the establishment
of causal relationships between BCEs and suicidal ideation. Although life-course theory
posits that childhood experiences temporally precede mental health outcomes in adulthood,
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this causal sequence cannot be verified with the data from the present study [11,13]. The
study did not measure depression, current stress, socioeconomic circumstances, adverse
childhood experiences, or psychiatric history, so the association between BCEs and suicidal
ideation is unadjusted for these potential confounders and cannot be interpreted as a
protective effect. Added to this are the non-probability convenience sampling and the
sample composition—with a predominance of psychology students (69.0%) and women
(74.9%)—which limit the generalizability of the findings; in addition, 28 participants
had submitted the questionnaire more than once, which was detected through the e-
mail addresses collected and corrected by retaining a single submission per participant.
The measures were self-reported, and recall of childhood experiences may be biased
by current emotional state. The imbalance in age groups and marital status reduces
the precision of slopes in the minority categories, and the moderation tests had 80%
power only for interaction effects of f 2 ≥ 0.018–0.021, so the non-significant gender and
marital-status interactions do not establish equivalence, and the age moderation, which
depends partly on 21 students aged 36 years or older, is exploratory. The FIS score is
bounded, positively skewed, and shows a floor effect; heteroscedasticity was detected
in all models and was addressed with HC3 and bootstrap inference, whose conclusions
coincided with those of ordinary least squares. No a priori power analysis was conducted,
and no adjustment for multiple testing was prespecified: the categorical age interaction
does not survive a Bonferroni correction for the three moderation tests, which is a further
reason to regard the age moderation as exploratory. The dichotomization of marital status
combined cohabiting, married, divorced, and widowed students, situations that differ
socially; the sensitivity analysis restricted to partnered versus single students yielded
a similar estimate, but this variable should be treated as a coarse proxy of relational
status. Adjustment for the covariates available in the dataset (university, field of study,
residence area, employment) did not alter the results, but these are not the confounders of
greatest concern. The Spanish version of the BCEs scale has not yet undergone published
psychometric validation in the Peruvian population; its classical reliability in the present
sample was marginal (KR-20 = 0.66), its unidimensional fit was acceptable, and no external
criterion scale was available to examine convergent validity. Finally, emotional regulation,
cited as an explanatory mechanism, was not measured directly; therefore, it should be
treated as a hypothesis to be tested in future studies. Consequently, the explanatory
mechanisms discussed above—the hypothesized buffering role of BCEs, age-related affect-
regulation processes, and the intrapsychic pathways invoked to account for the absence of
gender and marital-status moderation—were not measured in this study and should be
read as plausible explanations derived from prior literature rather than as findings of the
present research.

5. Conclusions
The results of this study indicate that benevolent childhood experiences are inversely

associated with suicidal ideation among Peruvian college students, with an association of
moderate magnitude and a direction consistent with the postulates of the biopsychosocial
model of resilience; because the design is cross-sectional and unadjusted for relevant con-
founders, this association does not demonstrate a protective effect. The inverse association
weakened with age and was strongest in emerging adulthood, a result that is presented as
exploratory, whereas no significant differences by gender or marital status were detected,
which, given the limited power of these tests, should not be read as evidence that the
association is independent of these variables. These findings have potential implications
for suicide prevention in university settings, as they identify benevolent childhood experi-
ences as a domain that merits further investigation in university mental health research.
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Nevertheless, given the non-probability convenience sample and the absence of a pub-
lished psychometric validation of the Spanish version of the BCEs scale in the Peruvian
population, any clinical or preventive use of the scale would be premature at this stage.
The confirmatory and Rasch analyses reported here support the use of the scale for research
purposes, notwithstanding its marginal classical reliability (KR-20 = 0.66), whereas clinical–
preventive applications in the Peruvian and Latin American contexts should await formal
validation studies, and screening on the basis of childhood histories raises ethical concerns
that go beyond psychometrics. Continuing this line of research using longitudinal designs
and more diverse and balanced samples is not only methodologically important but also
ethically necessary, given the frequency of suicidal ideation documented in the university
population studied.
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BCEs Benevolent Childhood Experiences (construct and scale)
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CR Composite Reliability (replaced by ω in the revised Table 4)
FIS Frequency of Suicidal Ideation (construct and score)
FSII Suicidal Ideation Frequency Inventory
KR-20 Kuder–Richardson Formula 20
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ritc Corrected Item-Total Correlation
WHO World Health Organization
CFA Confirmatory Factor Analysis
HC3 Heteroscedasticity-Consistent Standard Errors (type 3)
WLSMV Weighted Least Squares with Mean- and Variance-Adjusted Statistics
ω McDonald’s Omega (model-based reliability)

References
1. Mandel, A.A.; Kleiman, E.M.; Johnson, S.; Rogers, M.L.; Jobes, D.A.; Joiner, T. A test of invariance of the construct of suicidal

ideation across three diverse samples. J. Affect. Disord. 2023, 329, 124–130. [CrossRef] [PubMed]
2. Turecki, G.; Brent, D.A.; Gunnell, D.; O’Connor, R.C.; Oquendo, M.A.; Pirkis, J.; Stanley, B.H. Suicide and suicide risk. Nat. Rev.

Dis. Primers 2019, 5, 74. [CrossRef] [PubMed]
3. Mortier, P.; Cuijpers, P.; Kiekens, G.; Auerbach, R.P.; Demyttenaere, K.; Green, J.G.; Kessler, R.C.; Nock, M.K.; Bruffaerts, R.

The prevalence of suicidal thoughts and behaviors among college students: A meta-analysis. Psychol. Med. 2018, 48, 554–565.
[CrossRef] [PubMed]

4. Griffin, S.M.; Lebedová, A.; Cruwys, T.; McMahon, G.; Foran, A.M.; Skrodzka, M.; Gallagher, S.; Ginty, A.T.; Muldoon, O.T.
Identity change and the transition to university: Implications for cortisol awakening response, psychological well-being, and
academic performance. Appl. Psychol. Health Well-Being 2025, 17, e12608. [CrossRef] [PubMed]

5. World Health Organization. Suicide Worldwide in 2019: Global Health Estimates. Available online: https://www.who.int/
publications/i/item/9789240026643 (accessed on 14 September 2026).

6. Joiner, T. Why People Die by Suicide; Harvard University Press: Cambridge, MA, USA, 2005.
7. Pérez, S.; Layrón, J.E.; Barrigón, M.L.; Baca-García, E.; Marco, J.H. Perceived burdensomeness, thwarted belongingness, and

hopelessness as predictors of future suicidal ideation in Spanish university students. Death Stud. 2024, 48, 454–464. [CrossRef]
[PubMed]

8. Lin, C.-C.; Linscott, R.J. Longitudinal mediation by perceived burden of the pathway from thwarted belonging to suicidal ideation.
Suicide Life-Threat. Behav. 2022, 52, 1193–1204. [CrossRef] [PubMed]

9. Gross, J.J. Emotion regulation: Current status and future prospects. Psychol. Inq. 2015, 26, 1–26. [CrossRef]
10. Narayan, A.J.; Rivera, L.M.; Bernstein, R.E.; Harris, W.W.; Lieberman, A.F. Positive childhood experiences predict less psy-

chopathology and stress in pregnant women who experienced childhood adversity: A pilot study of the Benevolent Childhood
Experiences (BCEs) Scale. Child Abus. Negl. 2018, 78, 19–30. [CrossRef] [PubMed]

11. Narayan, A.J.; Lieberman, A.F.; Masten, A.S. Intergenerational transmission and prevention of adverse childhood experiences
(ACEs). Clin. Psychol. Rev. 2021, 85, 101997. [CrossRef] [PubMed]

12. Zhang, Y. Positive childhood experiences and adult mental health symptoms: A meta-analysis. Dev. Psychopathol. 2026, 38,
766–781. [CrossRef] [PubMed]

13. Huang, C.X.; Halfon, N.; Sastry, N.; Chung, P.J.; Schickedanz, A. Positive childhood experiences and adult health outcomes.
Pediatrics 2023, 152, e2022060951. [CrossRef] [PubMed]

14. Bethell, C.; Jones, J.; Gombojav, N.; Linkenbach, J.; Sege, R. Positive childhood experiences and adult mental and relational health
in a statewide sample: Associations across levels of adverse childhood experiences. JAMA Pediatr. 2019, 173, e193007, Correction
in JAMA Pediatr. 2019, 173, 1110. [CrossRef] [PubMed]

15. Bronfenbrenner, U. The Ecology of Human Development: Experiments by Nature and Design; Harvard University Press: Cambridge,
MA, USA, 1979.

16. Akbulut, Ö.F. Positive Childhood Experiences, Suicide Cognitions, Subjective Happiness, and mental well-being in young adults:
A half-longitudinal serial mediation study. Psychiatr. Q. 2025, advance online publication. [CrossRef] [PubMed]

17. Kallapiran, K.; Suetani, S.; Cobham, V.; Eapen, V.; Scott, J. Impact of Positive Childhood Experiences (PCEs): A systematic review
of longitudinal studies. Child Psychiatry Hum. Dev. 2025, advance online publication. [CrossRef] [PubMed]

18. Morris, A.S.; Hays-Grudo, J. Protective and compensatory childhood experiences and their impact on adult mental health. World
Psychiatry 2023, 22, 150–151. [CrossRef] [PubMed]

19. Ion, A.; Bîlc, M.I.; Pit,ur, S.; Pop, C.F.; Szentágotai-Tătar, A.; Miu, A.C. Childhood maltreatment and emotion regulation in
everyday life: An experience sampling study. Sci. Rep. 2023, 13, 7214. [CrossRef] [PubMed]

20. Kritikou, M.; Giovazolias, T. Emotion regulation, academic buoyancy, and academic adjustment of university students within a
self-determination theory framework: A systematic review. Front. Psychol. 2022, 13, 1057697. [CrossRef] [PubMed]

21. Han, D.; Dieujuste, N.; Doom, J.R.; Narayan, A.J. A systematic review of positive childhood experiences and adult outcomes:
Promotive and protective processes for resilience in the context of childhood adversity. Child Abus. Negl. 2023, 144, 106346.
[CrossRef] [PubMed]

https://doi.org/10.3390/healthcare14213574

https://doi.org/10.1016/j.jad.2023.02.055
https://www.ncbi.nlm.nih.gov/pubmed/36841297
https://doi.org/10.1038/s41572-019-0121-0
https://www.ncbi.nlm.nih.gov/pubmed/31649257
https://doi.org/10.1017/S0033291717002215
https://www.ncbi.nlm.nih.gov/pubmed/28805169
https://doi.org/10.1111/aphw.12608
https://www.ncbi.nlm.nih.gov/pubmed/39421977
https://www.who.int/publications/i/item/9789240026643
https://www.who.int/publications/i/item/9789240026643
https://doi.org/10.1080/07481187.2023.2235569
https://www.ncbi.nlm.nih.gov/pubmed/37449532
https://doi.org/10.1111/sltb.12914
https://www.ncbi.nlm.nih.gov/pubmed/36029099
https://doi.org/10.1080/1047840X.2014.940781
https://doi.org/10.1016/j.chiabu.2017.09.022
https://www.ncbi.nlm.nih.gov/pubmed/28992958
https://doi.org/10.1016/j.cpr.2021.101997
https://www.ncbi.nlm.nih.gov/pubmed/33689982
https://doi.org/10.1017/S0954579425100734
https://www.ncbi.nlm.nih.gov/pubmed/41070449
https://doi.org/10.1542/peds.2022-060951
https://www.ncbi.nlm.nih.gov/pubmed/37337829
https://doi.org/10.1001/jamapediatrics.2019.3007
https://www.ncbi.nlm.nih.gov/pubmed/31498386
https://doi.org/10.1007/s11126-025-10162-6
https://www.ncbi.nlm.nih.gov/pubmed/40434585
https://doi.org/10.1007/s10578-024-01807-x
https://www.ncbi.nlm.nih.gov/pubmed/39760826
https://doi.org/10.1002/wps.21042
https://www.ncbi.nlm.nih.gov/pubmed/36640391
https://doi.org/10.1038/s41598-023-34302-9
https://www.ncbi.nlm.nih.gov/pubmed/37138049
https://doi.org/10.3389/fpsyg.2022.1057697
https://www.ncbi.nlm.nih.gov/pubmed/36524164
https://doi.org/10.1016/j.chiabu.2023.106346
https://www.ncbi.nlm.nih.gov/pubmed/37473619
https://doi.org/10.3390/healthcare14213574


Healthcare 2026, 14, 3574 22 of 23

22. Sousa, M.; Machado, A.B.; Pinheiro, M.; Pereira, B.; Caridade, S.; Almeida, T.C.; Cruz, A.R.; Cunha, O. The Impact of Positive
Childhood Experiences: A Systematic Review focused on children and adolescents. Trauma Violence Abus. 2026, 27, 527–541.
[CrossRef] [PubMed]

23. Cunha, O.; Sousa, M.; Pereira, B.; Pinheiro, M.; Machado, A.B.; Caridade, S.; Almeida, T.C. Positive Childhood Experiences and
Adult Outcomes: A Systematic Review. Trauma Violence Abus. 2025, 26, 991–1010. [CrossRef] [PubMed]

24. Nicho-Almonacid, T.L.; Melendrez-Ugarte, D.S.; Olivas-Ugarte, L.O. An explanatory model of suicide risk among college students
in Metropolitan Lima. Liberabit 2024, 30, e743. [CrossRef]

25. Zhao, M.; Xin, Y.; Bai, X.; Zhang, S.; Liu, H.; Xu, W.; Duan, W.; Jin, Q.; Chen, Y.; Luo, Y.; et al. Risk factors for suicidality among
college students: A systematic review and meta-analysis. J. Affect. Disord. 2025, 382, 567–578. [CrossRef] [PubMed]

26. Valladares-Garrido, D.; Zila-Velasque, J.P.; Santander-Hernández, F.M.; Guevara-Morales, M.A.; Morocho-Alburqueque, N.;
Failoc-Rojas, V.E.; Pereira-Victorio, C.J.; Vera-Ponce, V.J.; León-Figueroa, D.A.; Valladares-Garrido, M.J. Association between
romantic breakups and suicidal ideation in Peruvian medical students: A cross-sectional study during the COVID-19 pandemic.
Front. Psychiatry 2024, 14, 1287036. [CrossRef] [PubMed]

27. Arnett, J.J. Emerging adulthood: A theory of development from the late teens through the twenties. Am. Psychol. 2000, 55,
469–480. [CrossRef]

28. Silvers, J.A.; Peris, T.S. Research Review: The neuroscience of emerging adulthood—Reward, ambiguity, and social support as
building blocks of mental health. J. Child Psychol. Psychiatry 2023, 64, 989–997. [CrossRef] [PubMed]

29. Haregu, T.; Cho, E.; Spittal, M.; Armstrong, G. The rate of transition to a suicide attempt among people with suicidal thoughts in
the general population: A systematic review. J. Affect. Disord. 2023, 331, 57–63. [CrossRef] [PubMed]

30. Miranda-Mendizábal, A.; Castellví, P.; Parés-Badell, O.; Alayo, I.; Almenara, J.; Alonso, I.; Blasco, M.J.; Cebrià, A.; Gabilondo, A.;
Gili, M.; et al. Gender differences in suicidal behavior in adolescents and young adults: Systematic review and meta-analysis of
longitudinal studies. Int. J. Public Health 2019, 64, 265–283. [CrossRef] [PubMed]

31. Richardson, C.; Robb, K.A.; McManus, S.; O’Connor, R.C. Psychosocial factors that distinguish between men and women who
have suicidal thoughts and attempt suicide: Findings from a national probability sample of adults. Psychol. Med. 2023, 53,
3133–3141. [CrossRef] [PubMed]

32. Reeves, K.W.; Vasconez, G.; Weiss, S.J. Characteristics of suicidal ideation: A systematic review. Arch. Suicide Res. 2022, 26,
1736–1756. [CrossRef] [PubMed]

33. Bunting, L.; McCartan, C.; Davidson, G.; Grant, A.; Mulholland, C.; Schubotz, D.; Hamill, R.; McBride, O.; Murphy, J.; Nolan, E.;
et al. The influence of adverse and positive childhood experiences on young people’s mental health and experiences of self-harm
and suicidal ideation. Child Abus. Negl. 2023, 140, 106159. [CrossRef] [PubMed]

34. Kessler, R.C.; Luedtke, A. Pragmatic precision psychiatry—A new direction for optimizing treatment selection. JAMA Psychiatry
2021, 78, 1384–1390. [CrossRef] [PubMed]

35. Li, R.; Zhang, X.; Liu, L.; Yu, Q.; Wang, W. Exploring the relationship between childhood maltreatment and suicidal ideation:
Gender differences in the mediating roles of self-compassion and posttraumatic stress disorder. J. Interpers. Violence 2026, 41,
3587–3608. [CrossRef] [PubMed]

36. Cutrona, C.E.; Russell, D.W. Type of social support and specific stress: Toward a theory of optimal matching. In Social Support: An
Interactional View; Sarason, B.R., Sarason, I.G., Pierce, G.R., Eds.; Wiley: New York, NY, USA, 1990; pp. 319–366.

37. Hayes, A.F. Introduction to Mediation, Moderation, and Conditional Process Analysis: A Regression-Based Approach, 3rd ed.; Guilford
Press: New York, NY, USA, 2022.

38. Frazier, P.A.; Tix, A.P.; Barron, K.E. Testing moderator and mediator effects in counseling psychology research. J. Couns. Psychol.
2004, 51, 115–134, Correction in J. Couns. Psychol. 2004, 51, 157. [CrossRef]

39. Preacher, K.J.; Rucker, D.D.; Hayes, A.F. Addressing moderated mediation hypotheses: Theory, methods, and recommendations.
Multivar. Behav. Res. 2007, 42, 185–227. [CrossRef] [PubMed]

40. Shadish, W.R.; Cook, T.D.; Campbell, D.T. Experimental and Quasi-Experimental Designs for Generalized Causal Inference; Houghton
Mifflin: Boston, MA, USA, 2002.

41. Montero, I.; León, O.G. A guide for naming research studies in psychology. Int. J. Clin. Health Psychol. 2007, 7, 847–862. [CrossRef]
42. Hernández-Sampieri, R.; Mendoza, C. Research Methodology: Quantitative, Qualitative, and Mixed Methods Approaches; McGraw-Hill, 2018.
43. Otzen, T.; Manterola, C. Sampling techniques for a study population. Int. J. Morphol. 2017, 35, 227–232. [CrossRef]
44. Nunnally, J.C.; Bernstein, I.H. Psychometric Theory, 3rd ed.; McGraw-Hill: New York, NY, USA, 1994.
45. Chang, E.C.; Chang, O.D. Development of the Frequency of Suicidal Ideation Inventory: Evidence for the validity and reliability

of a brief measure of suicidal ideation frequency in a college student population. Cogn. Ther. Res. 2016, 40, 549–556. [CrossRef]
46. Sánchez-Álvarez, N.; Extremera, N.; Rey, L.; Chang, E.C.; Chang, O.D. Frequency of Suicidal Ideation Inventory: Psychometric

properties of the Spanish version. Psicothema 2020, 32, 253–260. [CrossRef] [PubMed]
47. Hair, J.F.; Hult, G.T.M.; Ringle, C.M.; Sarstedt, M. A Primer on Partial Least Squares Structural Equation Modeling (PLS-SEM), 3rd ed.;

Sage: Thousand Oaks, CA, USA, 2022.

https://doi.org/10.3390/healthcare14213574

https://doi.org/10.1177/15248380251320978
https://www.ncbi.nlm.nih.gov/pubmed/40019035
https://doi.org/10.1177/15248380241299434
https://www.ncbi.nlm.nih.gov/pubmed/39614772
https://doi.org/10.24265/liberabit.2024.v30n1.743
https://doi.org/10.1016/j.jad.2025.04.137
https://www.ncbi.nlm.nih.gov/pubmed/40280440
https://doi.org/10.3389/fpsyt.2023.1287036
https://www.ncbi.nlm.nih.gov/pubmed/38348360
https://doi.org/10.1037/0003-066X.55.5.469
https://doi.org/10.1111/jcpp.13776
https://www.ncbi.nlm.nih.gov/pubmed/36878602
https://doi.org/10.1016/j.jad.2023.03.063
https://www.ncbi.nlm.nih.gov/pubmed/36948464
https://doi.org/10.1007/s00038-018-1196-1
https://www.ncbi.nlm.nih.gov/pubmed/30635683
https://doi.org/10.1017/S0033291721005195
https://www.ncbi.nlm.nih.gov/pubmed/35012702
https://doi.org/10.1080/13811118.2021.2022551
https://www.ncbi.nlm.nih.gov/pubmed/35040371
https://doi.org/10.1016/j.chiabu.2023.106159
https://www.ncbi.nlm.nih.gov/pubmed/37028255
https://doi.org/10.1001/jamapsychiatry.2021.2500
https://www.ncbi.nlm.nih.gov/pubmed/34550327
https://doi.org/10.1177/08862605251339640
https://www.ncbi.nlm.nih.gov/pubmed/40411420
https://doi.org/10.1037/0022-0167.51.1.115
https://doi.org/10.1080/00273170701341316
https://www.ncbi.nlm.nih.gov/pubmed/26821081
https://doi.org/10.2304/plat.2008.7.1.52
https://doi.org/10.4067/S0717-95022017000100037
https://doi.org/10.1007/s10608-016-9758-0
https://doi.org/10.7334/psicothema2019.344
https://www.ncbi.nlm.nih.gov/pubmed/32249752
https://doi.org/10.3390/healthcare14213574


Healthcare 2026, 14, 3574 23 of 23

48. Nock, M.K.; Borges, G.; Bromet, E.J.; Cha, C.B.; Kessler, R.C.; Lee, S. Suicide and suicidal behavior. Epidemiol. Rev. 2008, 30,
133–154. [CrossRef] [PubMed]

49. Clark, L.A.; Watson, D. Constructing validity: Basic issues in objective scale development. Psychol. Assess. 1995, 7, 309–319. [CrossRef]
50. Felitti, V.J.; Anda, R.F.; Nordenberg, D.; Williamson, D.F.; Spitz, A.M.; Edwards, V.; Koss, M.P.; Marks, J.S. Relationship

of childhood abuse and household dysfunction to many of the leading causes of death in adults: The Adverse Childhood
Experiences (ACE) Study. Am. J. Prev. Med. 1998, 14, 245–258. [CrossRef] [PubMed]

51. Dube, S.R.; Anda, R.F.; Felitti, V.J.; Chapman, D.P.; Williamson, D.F.; Giles, W.H. Childhood abuse, household dysfunction, and
the risk of attempted suicide throughout the life span: Findings from the Adverse Childhood Experiences Study. JAMA 2001, 286,
3089–3096. [CrossRef] [PubMed]

52. Henseler, J.; Ringle, C.M.; Sarstedt, M. A new criterion for assessing discriminant validity in variance-based structural equation
modeling. J. Acad. Mark. Sci. 2015, 43, 115–135. [CrossRef]

53. IBM Corp. IBM SPSS Statistics for Windows, version 28.0; Computer Software; IBM Corp.: Armonk, NY, USA, 2021.
54. JASP Team. JASP, version 0.18; Computer Software. 2023. Available online: https://jasp-stats.org (accessed on 14 September 2026).
55. World Medical Association. World Medical Association Declaration of Helsinki: Ethical principles for medical research involving

human subjects. JAMA 2013, 310, 2191–2194. [CrossRef] [PubMed]
56. Peruvian College of Psychologists. Code of Ethics and Professional Conduct of the Peruvian College of Psychologists. Available

online: https://www.cpsp.pe/images/documentos/marco_legal/CPsP_CDN_codigo_de_etica_y_deontologia.pdf (accessed
on 14 September 2026).

57. Call, C.C.; Eckstrand, K.L.; Kasparek, S.W.; Boness, C.L.; Blatt, L.; Jamal-Orozco, N.; Novacek, D.M.; Foti, D. Scholars for Elevating
Equity and Diversity (SEED). An ethics and social justice approach to collecting and using demographic data for psychological
researchers. Perspect. Psychol. Sci. 2023, 18, 979–995. [CrossRef] [PubMed]

58. Israel, M.; Hay, I. Research Ethics for Social Scientists; Sage: London, UK, 2006. [CrossRef]
59. Rosario-Williams, B.; Miranda, R. Prospective relationship between ruminative subtypes and suicidal ideation: The moderating

role of problem solving. Cogn. Ther. Res. 2023, 47, 574–586. [CrossRef] [PubMed]
60. Hallard, R.I.; Wells, A.; Aadahl, V.; Emsley, R.; Pratt, D. Metacognition, rumination, and suicidal ideation: An experience sampling

test of the self-regulatory executive function model. Psychiatry Res. 2021, 303, 114083. [CrossRef] [PubMed]
61. Teicher, M.H.; Samson, J.A. Annual research review: Enduring neurobiological effects of childhood abuse and neglect. J. Child

Psychol. Psychiatry 2016, 57, 241–266. [CrossRef] [PubMed]
62. Crisol-Deza, D.; Poma-Ramírez, D.; Pacherres-López, A.; Noriega-Baella, C.; Villanueva-Zúñiga, L.; Salvador-Carrillo, J.;

Huarcaya-Victoria, J. Factors associated with suicidal ideation among medical students during the initial phase of the COVID-19
pandemic in Peru: A multicenter study. Death Stud. 2023, 47, 183–191. [CrossRef] [PubMed]

63. Eagly, A.H.; Wood, W. Social role theory. In Handbook of Theories of Social Psychology; Van Lange, P.A.M., Kruglanski, A.W., Higgins,
E.T., Eds.; Sage: London, UK, 2012; Volume 2, pp. 458–476. [CrossRef]

64. Yan, L.; Wu, J. From childhood experience to stress resilience: Mechanisms and interventions. Curr. Opin. Behav. Sci. 2024, 58,
101405. [CrossRef]

65. Guo, S.; O’Connor, M.; Mensah, F.; Olsson, C.A.; Goldfeld, S.; Lacey, R.E.; Slopen, N.; Thurber, K.A.; Priest, N. Measuring Positive
Childhood Experiences: Testing the Structural and Predictive Validity of the Health Outcomes From Positive Experiences (HOPE)
Framework. Acad. Pediatr. 2022, 22, 942–951. [CrossRef] [PubMed]

66. Sege, R.D.; Aslam, M.V.; Peterson, C.; Bethell, C.; Burstein, D.; Niolon, P.H.; Jones, J.; Ettinger de Cuba, S.; Hannan, K.; Swedo,
E.A. Positive Childhood Experiences and Adult Health and Opportunity Outcomes in 4 U.S. States. JAMA Netw. Open 2025, 8,
e2524435. [CrossRef] [PubMed]

67. Caro Delgado, A.G.; Ballesteros-Cabrera, M.d.P. Suicidal ideation among adolescents and young adults in Latin America and the
Caribbean: A scoping review. Rev. Salud Pública 2022, 24, 1–7. [CrossRef]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://doi.org/10.3390/healthcare14213574

https://doi.org/10.1093/epirev/mxn002
https://www.ncbi.nlm.nih.gov/pubmed/18653727
https://doi.org/10.1037/1040-3590.7.3.309
https://doi.org/10.1016/S0749-3797(98)00017-8
https://www.ncbi.nlm.nih.gov/pubmed/9635069
https://doi.org/10.1001/jama.286.24.3089
https://www.ncbi.nlm.nih.gov/pubmed/11754674
https://doi.org/10.1007/s11747-014-0403-8
https://jasp-stats.org
https://doi.org/10.1001/jama.2013.281053
https://www.ncbi.nlm.nih.gov/pubmed/24141714
https://www.cpsp.pe/images/documentos/marco_legal/CPsP_CDN_codigo_de_etica_y_deontologia.pdf
https://doi.org/10.1177/17456916221137350
https://www.ncbi.nlm.nih.gov/pubmed/36459692
https://doi.org/10.4135/9781849209779
https://doi.org/10.1007/s10608-023-10373-w
https://www.ncbi.nlm.nih.gov/pubmed/38152613
https://doi.org/10.1016/j.psychres.2021.114083
https://www.ncbi.nlm.nih.gov/pubmed/34271370
https://doi.org/10.1111/jcpp.12507
https://www.ncbi.nlm.nih.gov/pubmed/26831814
https://doi.org/10.1080/07481187.2022.2042752
https://www.ncbi.nlm.nih.gov/pubmed/35201957
https://doi.org/10.4135/9781446249222.n49
https://doi.org/10.1016/j.cobeha.2024.101405
https://doi.org/10.1016/j.acap.2021.11.003
https://www.ncbi.nlm.nih.gov/pubmed/34801761
https://doi.org/10.1001/jamanetworkopen.2025.24435
https://www.ncbi.nlm.nih.gov/pubmed/40728788
https://doi.org/10.15446/rsap.v24n6.105615
https://doi.org/10.3390/healthcare14213574

	Introduction 
	Study Hypotheses 
	General Hypothesis 
	Hypotheses on the Main Relationship Between Benevolent Childhood Experiences and Suicidal Ideation 


	Materials and Methods 
	Study Design and Type 
	Participants and Sampling Procedure 
	Instruments 
	Data Analysis 
	Ethical Considerations 

	Results 
	Model 1. Age as a Moderator 
	Model 2. Moderation by Gender 
	Model 3. Moderation by Marital Status 

	Discussion 
	Conclusions 
	References

