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Childhood maltreatment strongly predicts poor psychiatric and physical health outcomes in adulthood. This overview of the literature shows that individuals who suffer abuse, neglect, or serious family dysfunction as children are more likely to be depressed, to experience other types of psychiatric
illness, to have more physical symptoms (both medically explained and unexplained), and to engage
in more health-risk behaviors than their nonabused counterparts. The more severe the abuse, the stronger the association with poor outcomes in adulthood. Childhood sexual abuse in particular has been
repeatedly associated, in adulthood, with physical complaints such as chronic pain that are likewise
associated with depression. Individuals with a history of childhood abuse, particularly sexual abuse,
are more likely than individuals with no history of abuse to become high utilizers of medical care and
emergency services. Childhood maltreatment is highly prevalent among both men and women, especially in specialty settings such as emergency psychiatric care.
(J Clin Psychiatry 2004;65[suppl 12]:10–15)

C

hildhood maltreatment is strongly correlated with
the later mental and physical health of those who
experience it. Child abuse and other forms of maltreatment are significantly associated with a wide range of
psychiatric disorders in adulthood including depression,
posttraumatic stress disorder, panic disorder, and substance abuse.1,2 Numerous studies also show that adults
who report suffering maltreatment as children have
more physical problems—both medically explained and
unexplained—and engage in more high-risk health behaviors than their nonabused counterparts.3,4 Childhood
sexual abuse (CSA) in particular has been associated with
a variety of physical complaints, such as pelvic pain,5
headache,6 gastrointestinal symptoms,7 and musculoskeletal pain,8 that are likewise associated with mood disorders, especially depression. Moreover, abused children are
likely to become high utilizers of medical care in adulthood.9–11 Inquiry into the sequelae of childhood maltreatment has underlined the high prevalence of this threat to
individual and public health.
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PREVALENCE OF CHILDHOOD MALTREATMENT
Reported rates of childhood abuse vary depending
upon several methodological factors, including the definition of terms (e.g., childhood and abuse), the survey
tactics employed, and the population from which respondents are drawn. Estimates of sexual abuse in retrospective population-based samples range from 8% to 32% for
women and 1% to 16% for men.12 While earlier studies of
childhood abuse focused particularly on sexual abuse, research has since expanded to include multiple forms of
maltreatment.
In a community sample who responded to mailed questionnaires, 14.2% of men and 32.3% of women reported
experiencing sexual abuse (such as unwanted kissing or
touching in a sexual way by someone 5 or more years
older) before the age of 18 years.13 Physical abuse (such as
being hit with a fist, kicked, thrown, burned, or bruised on
purpose) was reported by 22.2% of men and 19.5% of
women. Approximately 21% of those who had been
abused were abused both sexually and physically. Among
all respondents, 37% reported either sexual or physical
abuse in childhood.
Among a group of male and female primary care patients presenting for treatment and queried about a history
of physical, sexual, or emotional abuse, 44% of the sample
reported experiencing any abuse and 22% reported multiple types of abuse.14 As in the findings of Briere and
Elliott,13 significantly more females than males reported a
history of sexual abuse, while rates of reported physical
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abuse were similar for both genders. In a sample comprising women enrolled in a health maintenance organization
(HMO), 18% reported sexual abuse, 14% physical abuse,
and 24% emotional abuse3; with the definition of abuse expanded to include emotional and physical neglect, 43% of
respondents met criteria for childhood maltreatment. The
highest rates of abuse, however, are reported in psychiatric
settings. When female patients at a psychiatric emergency
room were asked whether they had experienced sexual
abuse (defined as any sexual contact ranging from fondling
to intercourse perpetrated by someone 5 or more years
older than the subject) or physical abuse (defined as any
intentional act by a parent or caretaker that resulted at a
minimum in bruises or bleeding) before the age of 17
years, about 53% reported sexual abuse, 42% reported
physical abuse, and 26% reported both.15 In a study examining female psychiatric inpatients, 55% met criteria for
multiple types of abuse.16
Thus, a history of childhood maltreatment is highly
prevalent among both men and women. Some evidence
suggests that reported rates of sexual abuse are higher
among women than men, while reported rates of physical
abuse are similar. Given evidence that childhood maltreatment is strongly associated with psychiatric1 and physical
illness,3–8 as well as with high utilization of medical services,9–11 it is not surprising that victimization is more
prevalent among respondents seeking care in primary, specialty, or emergency care than among those gathered in
random community samples.
CHILDHOOD MALTREATMENT
AND ADULT PSYCHIATRIC OUTCOMES
Research indicates that childhood abuse or maltreatment, including certain forms of dysfunction within the
child’s household, are significant risk factors for later psychological symptoms and disorders.
Data from the National Comorbidity Survey,2 a nationally representative general population study, indicated a
relationship between CSA and the subsequent onset of
psychiatric disorders including major depressive disorder
(MDD), posttraumatic stress disorder, social phobia, and
substance abuse or dependence. Findings revealed that
78% of women and 82% of men who reported sexual abuse
in childhood met criteria for at least 1 lifetime psychiatric
disorder versus 49% and 51%, respectively, among those
who did not report CSA. The odds ratio for lifetime history
of depression was 1.8 among both men and women who
reported a history of CSA (versus those who did not).
Overall, after controlling for other childhood adversities,
CSA was found to be significantly associated with 14
mood, substance use, and anxiety disorders in women and
with 5 such disorders in men.
In another community study, the Ontario Health Supplement,17 a reported history of childhood physical abuse

was significantly associated with lifetime MDD and
substance abuse/dependence among women. A history of
CSA among women was associated with significantly
higher rates of all disorders examined including MDD, any
anxiety disorder, alcohol abuse/dependence, illicit drug
abuse/dependence, and antisocial behavior. Among males,
childhood physical abuse was associated with significantly
higher rates of all of these except MDD and illicit drug
abuse/dependence, while CSA was associated with significantly higher lifetime rates of alcohol abuse/dependence.
Adversities such as sexual abuse frequently occur in the
context of other types of childhood maltreatment. Co-twin
studies, which permit comparisons of twin pairs who may
be discordant for specific types of abuse, provide an opportunity to estimate associations between abuse while
controlling for other adverse family factors. If twin members who are positive for abuse have higher risk of dysfunction compared with their counterparts who are negative, the increased risk may be attributable to the abuse
itself as opposed to shared family background factors. In
a community study18 of young adult Australian twins, a
history of CSA was associated among female respondents
with adverse outcomes including MDD, conduct disorder,
alcohol dependence, and social anxiety. The findings for
male respondents were similar. Among CSA-discordant
twin pairs, those who were positive for CSA including
intercourse had significantly greater risk for all adverse
outcomes assessed compared with their CSA-negative cotwins, suggesting unique risk associated with CSA beyond
other adverse family factors. CSA-positive individuals
who did not report intercourse had higher risks than their
CSA-negative co-twins only for MDD and social anxiety.
In separate analyses, controlling for other adverse family
factors such as parental alcohol abuse, conflict, neglect,
and physical abuse, the results were similar, indicating
again that CSA contributes uniquely to adverse psychiatric
outcomes beyond other family factors. In another co-twin
study, Kendler and colleagues1 found that among twins
discordant for CSA in which the abuse involved intercourse, the risks for depression, alcohol dependence, and
comorbidity of 2 or more psychiatric disorders were significantly higher in the twin positive for CSA.
In a community study specifically focused on the relationship between childhood abuse and risk of adult depression, Wise and colleagues19 reported that the relative risk
of depression, compared with the risk among nonabused
individuals, was 2.4 for those with a history of physical
abuse, 1.8 for those with a history of sexual abuse, and 3.3
for those with a history of both types of abuse. In a community study using a semistructured interview to assess a
variety of abusive experiences in childhood20 as well as
present and previous depressive illness, psychological
abuse, physical abuse, sexual abuse, neglect, and other
forms of childhood maltreatment were strongly associated
with lifetime chronic or recurrent depression.21
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Typically, abuse is defined broadly. For example, CSA
is frequently defined as unwanted sexual contact of any
kind between a child younger than 15 years of age and
someone 5 or more years older, but the cutoff age defining
child has ranged in the research from 12 to 18 years.22,23 In
addition to fondling and intercourse, some definitions of
sexual abuse have included indecent exposure and sexual
threats (e.g., MacMillan et al.17 and Drossman et al.24);
such incidents may have occurred once or scores of times.
It therefore makes sense to inquire about dose-response
relationships—that is, whether greater severity (e.g., intrusiveness, higher frequency) of abuse or exposure to a
greater number of different categories of maltreatment are
associated with greater risk of psychiatric or other sequelae in adulthood.
Wise et al.19 reported a linear dose-response relationship between abuse severity (i.e., none, mild, moderate, severe) and lifetime MDD. Additionally, the risk of
MDD was highest among women reporting histories of
both physical and sexual abuse. Bifulco and colleagues21
reported dose-response relationships between abuse severity and chronic or recurrent MDD that were expressed
in several ways. Among those reporting psychological
abuse in childhood, rates of chronic or recurrent MDD
were 83% for those who suffered “marked” abuse, 70%
for those who experienced “moderate” abuse, 55% for
those who experienced “mild” abuse, and 37% for those
who reported little or no abuse. A similar pattern was observed when examining exposures to different types of
childhood maltreatment; the greater the number of categories of maltreatment the individual reported, the higher
the probability of lifetime chronic or recurrent depression.
Further, in a large primary care sample, a dose-response
relationship was observed in which the number of different types of maltreatment reported was associated with
progressive decrements in mental health scores using a
continuous measure.25 In an investigation by Kendler et
al.,1 incidents of sexual abuse were separated into types:
nongenital (e.g., sexual invitation), genital (e.g., fondling),
intercourse, and any sexual abuse. Rates of psychiatric illness tended to increase with the severity of the type of
abuse. Intercourse was more strongly associated with each
of the psychiatric conditions examined than was any other
category of abuse.
The experience of childhood maltreatment is also associated with increased risk of suicide attempts. In a study26
involving more than 1900 women in primary care, sexual
or physical abuse in childhood was associated with a significantly higher frequency of attempted suicide in adulthood. Evidence of a significant association between childhood abuse and attempted suicide has also been reported
in another primary care sample.14 In the co-twin study conducted by Nelson and colleagues,18 the risk of suicide
attempt was significantly higher among those with reported CSA history than among those without such his12

tory. Additionally, among discordant twin pairs, CSApositive twins had significantly higher risk of suicide attempt than did CSA-negative co-twins. Bifulco and colleagues21 found significantly higher frequency of suicide
attempts among those who reported physical, sexual, or
psychological abuse. Additionally, the more categories of
such experience reported, the higher the likelihood of suicidal behavior.
Among psychiatric disorders, MDD is most frequently
associated with attempted and completed suicide.27 However, the majority of depressed patients do not make suicide attempts. In a study investigating relationships between abuse history and suicide attempts in a sample of
adults meeting DSM-III-R criteria for MDD, those reporting a history of childhood sexual or physical abuse were
significantly more likely to have attempted suicide than
those with no such history.28
Several studies have examined relationships between
self-reported abuse history and particular features of depression such as onset and course. Childhood history of
abuse is associated with early onset of depression29,30 as
well as chronic depression.31–33 Bernet and Stein34 found
that self-reported history of childhood maltreatment was
associated with earlier onset of depression, greater number
of depressive episodes, and more extensive comorbidity.
Although substantial evidence indicates that abuse history is a risk factor for psychiatric illness, we know little
about whether such history affects treatment response. To
date, only one study has investigated this question. In
a large sample of chronically depressed patients, Keller
and colleagues35 reported that combined antidepressant
medication and psychotherapy were significantly more effective than either treatment alone. Consistent with the results of many other studies,36–39 the 2 monotherapies were
equally effective. However, Nemeroff and colleagues40 reanalyzed data from the Keller et al.35 trial and examined
whether childhood trauma including parental loss, physical abuse, sexual abuse, and neglect prior to 15 years of
age moderated treatment response. They found that those
who met criteria for early childhood trauma responded
significantly better to psychotherapy than to medication.
Moreover, the significant advantage for combined therapy
reported by Keller et al.35 was not present among those reporting early childhood trauma. While the inclusion of
those with parental loss deviates from other studies in the
abuse literature, the finding suggests that this area requires
further study.
Overall, the evidence is substantial that childhood maltreatment is a risk factor for a wide range of adult psychiatric sequelae. The more severe the abuse, the stronger
the association with psychiatric symptoms in adulthood.
Abuse is also associated with more malignant forms of
psychiatric illness including suicide attempts, early onset
of depressive illness, chronic forms of depression, and
increased number of depressive episodes. Prospective
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studies are required to determine whether child maltreatment is a risk factor that affects response to standard treatment for those psychiatric disorders, such as MDD, with
which it is associated.
CHILDHOOD MALTREATMENT
AND ADULT HEALTH OUTCOMES
Physical symptoms, especially chronic and/or diffuse
physical pain unrelated to known organic physical illness,
are frequent signs of underlying depression. It has been
theorized that some physical symptoms are neurochemically linked with depression via the serotonergic and noradrenergic systems41 and that a history of abuse in childhood may render the individual less able to control pain or
more vulnerable to pain owing to stress-induced pathophysiologic states like hypocortisolism.
Walker and colleagues5 studied women with chronic
pelvic pain who were undergoing laparoscopy and women
with specific but painless gynecological problems (such as
infertility) undergoing the same procedure. Both groups
were questioned regarding psychiatric diagnoses and
history of CSA. The psychiatric interviewers and the gynecologists who examined the results of the laparoscopy
were blinded to one another’s findings. Laparoscopy revealed organic pathology in an equivalent number of
women in each group. However, the women with chronic
pelvic pain had statistically significantly higher rates of
CSA and current and lifetime MDD. Histories of depression and sexual abuse were roughly 4 and 3 times more
common, respectively, in subjects with chronic pain versus those with a specific gynecological condition. Current
depression was about 9 times more common among patients with chronic pelvic pain than among those with a
specific disorder. Although only 1 pelvic pain patient met
the full diagnosis for somatization disorder, pelvic pain
patients as a group reported a significantly higher number
of somatic symptoms in interview than did comparison
subjects. These complaints included gastrointestinal problems, backaches, headaches, weakness, dizziness, and
general ill health. These findings led the authors to hypothesize that chronic pelvic pain may be an expression of
chronic psychological pain.
Another study8 elicited sexual and physical abuse histories from women with fibromyalgia, a condition without
known medical explanation, and women with rheumatoid
arthritis, which has known medical etiology. Compared to
those with rheumatoid arthritis, participants with fibromyalgia reported higher rates of childhood emotional
abuse, physical abuse, sexual abuse, and emotional neglect. Data have indicated positive associations between
abuse suffered in childhood and other types of functional,
as opposed to organic, physical symptoms as well. Talley
et al.7 concluded that childhood victimization is linked
to irritable bowel syndrome and increased health care-

seeking behavior in a general population sample. Golding6
found childhood sexual assault to be strongly associated
with headache across 5 general population studies.
Childhood maltreatment has also been correlated with
behaviors that place the individual’s health in jeopardy. In
a random sample of women enrolled in an HMO, subjects
who had been abused or neglected as children (≤ 17 years
of age) were more likely than their peers to report that as
adults they frequently drove while intoxicated, frequently
had sex without knowing their partner’s sexual history, irregularly wore a seatbelt, did not engage in regular exercise, and had a lifetime body mass index above the obesity
threshold.3
Other childhood adversities, especially when multiple,
can have a deleterious impact on later health and health
risk behaviors. In a study by Felitti et al.,4 adult patients
who had recently presented for a standard yearly physical
by a primary care provider were mailed surveys that
probed not only sexual, physical, and emotional abuse
but also adverse childhood experiences involving family
members within the household: mental illness, imprisonment, substance abuse, or violent treatment of the
respondent’s mother. Fifty-two percent of respondents reported experiencing at least one of these categories of
abuse or household dysfunction in childhood. These data
were then compared with measures of health-risk behavior, illness, and other outcomes. Findings suggested a
strong and cumulative association between exposure to
household dysfunction and later health risks and disease
states, including heart disease, cancer, chronic lung disease, skeletal fractures, and liver disease. Compared with
subjects who had experienced none, subjects who had experienced 4 or more of the types of adverse childhood experiences queried were 4 to 12 times more likely to report
alcoholism, drug abuse, depression, or a suicide attempt in
adulthood; 2 to 4 times more likely to be smokers, to have
poor self-rated health, to have had sexual intercourse with
50 or more partners, and to have contracted a sexually
transmitted disease; and 1.4 to 1.6 times more likely to be
physically sedentary and severely obese.
Clearly, childhood maltreatment is associated with
later health problems involving both medically explained
and unexplained physical symptoms. Additionally, childhood maltreatment is associated with such health risks in
adulthood as alcoholism and obesity. Evidence suggests
that greater exposure to abuse—or, according to some research, adverse circumstances within the household such
as criminality or substance abuse—is associated with a
higher frequency of health problems in adulthood.
CHILDHOOD MALTREATMENT,
DEPRESSION, AND MEDICAL UTILIZATION
As many as 20% to 30% of patients presenting in
primary care settings for treatment have been shown to
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suffer from depression and other psychiatric illnesses.40–46
Moreover, such patients are more likely to present with
somatic, as opposed to psychological, symptoms.47 This
may result in unnecessary medical tests and procedures,
as well as in delayed or missed diagnosis of psychiatric
conditions.
A number of studies focusing on depressed patients
have found that they use significantly more medical services than those who are not depressed. In 3 well-done
studies, all of which controlled for medical morbidity and
used computerized records to assess health care utilization,48–50 depressed patients were shown to use approximately 1.5 times as many medical services as nondepressed patients. A parallel literature has revealed a
relationship between child maltreatment and high utilization of medical services. Walker et al.51 found that women
who reported CSA had higher primary care and total outpatient costs as well as more emergency room visits than
women who did not report CSA. Other research10 revealed an interaction whereby those with both a history of
CSA and symptoms of depression used significantly more
emergency room services than those reporting a history of
CSA without depression. Another study found that those
with both psychological distress and a history of CSA had
significantly more emergency room visits than those with
distress only (i.e., no reported history of CSA) or CSA
only (i.e., no evidence of psychological distress).11 Finally, those with psychological distress and both sexual
and physical abuse in childhood made significantly more
visits to the emergency room than those with both distress
and CSA, CSA without distress, or distress without
CSA.11 This group also had a significantly higher frequency of pain complaints in both emergency and primary care settings. Moreover, among those with distress
and CSA, those who also met criteria for physical abuse
were found to have significantly higher distress scores,
to have suffered more severe forms of sexual abuse per
measures like frequency of completed intercourse, and
to have suffered more severely on other indices of childhood maltreatment including emotional abuse and emotional neglect. These data suggest a graded relationship
between severity of childhood maltreatment, poor psychological outcomes in adulthood, pain complaints, and
medical utilization.
CONCLUSION
Childhood maltreatment is a major risk factor for psychiatric conditions and numerous physical symptoms in
adulthood. As the severity of childhood maltreatment increases, so does the likelihood of serious dysfunction in
adulthood, which can lead to high utilization of medical
and emergency care. Adverse childhood experiences are
also associated with future health risk behaviors that further complicate adult outcome.
14
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