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Abstract 
While adverse childhood experiences and trauma, including childhood 
abuse and neglect, have often been viewed from the lens of psychiatry, 
their influence on physical health, health behaviors, and factors that 
moderate health now garner more attention. This article reviews recent 
literature that has changed clinical and social viewpoints on child abuse 
and neglect and can be used as a primer to better understand (1) 
influences of child abuse and neglect on physical illness; (2) critical 
diagnostic advances relevant to persons who have experienced child 
abuse and neglect; and (3) ethical, research, and practical questions 
generated by these new understandings. 

 
The American Medical Association designates this journal-based CME activity for a maximum of 1 AMA PRA 
Category 1 Credit™ available through the AMA Ed HubTM. Physicians should claim only the credit 
commensurate with the extent of their participation in the activity. 
 
Trauma’s Roles in Health 
Increasing attention is being paid to the impact of child abuse and neglect on health. 
The rapidly growing knowledge base on long-term outcomes of those exposed to child 
abuse and neglect in the form of both trauma and adverse childhood experiences 
(ACEs), such as childhood economic hardship,1 neglect, sexual abuse, emotional abuse, 
discrimination, racism, household dysfunction, exposure to violence, parental mental 
illness, and parental substance use has warranted this attention.2 These types of 
maltreatment have often been viewed only from the lens of psychiatry, but it is now clear 
that, beyond their impact on mental health, these experiences affect biological 
mechanisms that influence physical health,3,4 health behaviors, and other factors that 
moderate good health, making it a general concern for all of health care and for those 
invested in improving health outcomes at large. 
 
Given these wide-ranging health impacts, health care systems and individual 
practitioners must be prepared to evaluate childhood maltreatment-related health 
concerns. Many clinicians feel unprepared to do this sort of work, and it was likely 
absent from their training.5 This article aims to review recent core literature that has 
broadened medicine’s understanding of the forms of child abuse and neglect. It also

https://edhub.ama-assn.org/ama-journal-of-ethics/module/2800824
https://journalofethics.ama-assn.org/article/mental-illness-inside-and-out/2013-10
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AMA Journal of Ethics, February 2023 
 

117 

provides a primer to better understand (1) the impact of child abuse and neglect on 
physical health; (2) critical diagnostic advances relevant to those who have experienced 
ACEs; and (3) the ethical, research, and practical issues that arise from this new 
understanding of child abuse and neglect. 
 
Physical Impact of Child Abuse and Neglect 
In 1998, a Kaiser Permanente survey of adults revealed that ACEs were common among 
patients undergoing routine medical evaluations and were related to serious health risks 
and conditions in later life.6 More specifically, the researchers found that over half of 13 
000 respondents had been exposed to at least one ACE, with risk for substance use, 
suicide attempts, and serious medical conditions—such as ischemic heart disease, 
cancer, and liver disease—increasing with the breadth of exposure to ACEs. The lifetime 
health effects of child abuse and neglect have since been researched and characterized 
in depth.7 

 

In 2017, the American Heart Association published a scientific statement outlining the 
downstream effects of ACEs, which included trauma, on cardiac disease.8 Increased 
cardiac disease and cardiac disease risk factors in adults who experienced 
maltreatment as children are seen in mostly high-income countries.9,10,11,12,13,14,15,16 This 
cornerstone publication gave further scientific credence to the critical role of child abuse 
and neglect in physical health more generally. Specifically, it highlighted that ACEs affect 
physical health through 3 mechanisms: (1) change in health behaviors (eg, decreased 
physical activity, tobacco use), (2) biological embedding (eg, inflammation, abnormal 
endocrine function), and (3) increases in mental health problems. Given this broadened 
understanding, efforts are needed to mitigate the impact of child abuse and neglect on 
people’s overall health. 
 
Diagnostic Advances 
Currently, a patchwork of diagnostic concepts and standard methods of documenting 
trauma exist. Here, we focus on posttraumatic stress disorder (PTSD), which was first 
included in the Diagnostic and Statistical Manual of Mental Disorders (DSM)-III in 
1980.17,18 As a construct, PTSD presents with diverse symptoms, creating diagnostic 
challenges in clinical work. There are over 630 000 different combinations of symptoms 
within the primary symptom clusters of PTSD (intrusive, avoidance, cognitive/affective, 
and arousal) in DSM-5.19,20 This level of heterogeneity has led many to question the 
validity of PTSD in its current form, and different phenotypes have been suggested 
based on biological studies and brain imaging.21 Moreover, it has been argued that 
existing DSM-5 diagnostic categories should include a code to specify the presence of 
trauma exposure.22 The identification of clinically relevant subgroups would contribute to 
more accurate diagnoses and better-tailored treatment modalities. 
 
Two new diagnoses that are potentially relevant to child abuse and neglect have been 
proposed: complex PTSD (cPTSD)23 and developmental trauma disorder (DTD).24 
However, these diagnoses have not been formally included in the DSM, seemingly due 
to ongoing debate about whether they should be separate from PTSD.25,26 The Table  
compares criteria for a diagnosis of PTSD and borderline personality disorder (BPD) to 
these newly proposed constructs. 
 
 
 

https://journalofethics.ama-assn.org/article/evolving-definition-posttraumatic-stress-disorder-legal-ramifications/2013-10
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Table. Comparison of PTSD, cPTSD, DTD, and BPD 

 PTSD cPTSD DTD BPD 

Core criteria Exposure to actual 
or threatened 
death, serious 
injury, or sexual 
violence 
 
Intrusive 
Symptoms 
(minimum 1/5) 
 
Avoidance 
(minimum 1/2) 
 
Negative 
alterations in 
cognition & mood 
(minimum 2/7) 
 
Negative 
alterations in 
arousal & reactivity 
(minimum 2/6) 
 

Exposure to event(s) 
of an extremely 
threatening/horrific 
nature, commonly 
prolonged/repetitive 
events from which 
escape is 
difficult/impossible 
 
Development of 3 
core elements of 
PTSD (re-
experiencing, 
avoidance, 
hypervigilance) 
 
Severe & pervasive 
problems with affect 
regulation 
 
Persistent beliefs 
about self as 
diminished, 
defeated, or 
worthless with 
feelings of shame, 
guilt, or failure 
related to stressor 
 
Persistent 
difficulties 
sustaining 
relationships/feeling 
close to others 

Exposure to repeated 
& severe 
interpersonal violence 
for at least 1 year & 
disruption in 
caregiving 
 
Affective & 
physiological 
dysregulation 
symptoms 
(minimum 2/4) 
 
Behavioral or 
attentional 
dysregulation 
symptoms 
(minimum 3/5) 
 
Self & relational 
dysregulation 
symptoms 
(minimum 3/6) 
 
At least 1 symptom in 
at least 2 PTSD 
symptom clusters 
 

Frantic efforts to avoid 
abandonment 
 
Unstable and intense 
relationships 
 
Identity disturbance 
 
Impulsivity 
 
Recurrent suicidal/self-
harm behavior 
 
Affect instability 
 
Chronic feelings of 
emptiness 
 
Inappropriate anger 
 
Transient stress-related 
paranoid 
ideation/dissociation 
 
(minimum 5/9 of the 
above) 
 

Comparisons     

Concerns   
interpersonal 
or chronic 
trauma 

No Yes Yes No 

Interpersonal 
problems 

No Yes Yes Yes 

Disturbance 
of self-
regulation or 
identity 

No Yes  Yes  Yes 

Affect 
Dysregulation 

Yes Yes  Yes Yes 

Diagnostic 
system 

DSM & ICD20,23 

 
ICD only23 

 
Proposed for 
inclusion in diagnostic 
systems24 

DSM only20 

 

Abbreviations: BPD, borderline personality disorder; cPTSD, complex posttraumatic stress disorder; DSM, Diagnostic and Statistical  
Manual of Mental Disorders; DTD, developmental trauma disorder; ICD, International Classification of Diseases; PTSD, posttraumatic 
stress disorder. 

 
While not included in DSM-5, cPTSD is recognized in the 11th revision of the 
International Classification of Diseases23 and was previously under consideration for 
inclusion in DSM-IV as disorders of extreme stress not otherwise specified.27 It is 
intended to characterize symptoms experienced by survivors of prolonged or repeated 
trauma, especially trauma of an interpersonal nature. DTD is also intended to capture 
sequelae of interpersonal trauma, especially for children and adolescents,28 as criteria 
for PTSD are not met by many children affected by abuse and neglect.22 
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Although both cPTSD and DTD require the individual to meet some criteria for PTSD, 
these diagnostic categories place greater emphasis on the relational impact of trauma. 
Specifically, DTD requires the person to have experienced a disruption in caregiving and 
either self or relational dysregulation. cPTSD requires persistent difficulties in feeling 
close to others or in sustaining relationships. In contrast, while PTSD includes 
interpersonal symptoms, such as detachment from others and negative beliefs about 
others, one can meet criteria for the diagnosis without these. 
 
Although having no criteria regarding trauma exposure, the diagnosis of BPD shares 
symptoms with PTSD, cPTSD, and DTD—namely, affect dysregulation, altered sense of 
self/identity, and relational issues. The possible role of child abuse and neglect in the 
development of this condition, as well as evidence of symptom overlap and comorbidity 
among these conditions, has led experts to conclude that they are related but distinct, 
creating additional layers of complexity in clinical work.29 

 
Expanded Understandings 
An understanding of child abuse and neglect that transcends psychiatry and psychology 
means embracing an increasing amount of complexity and accepting pluralistic 
approaches to explanations and mechanisms of disease while striving for the highest 
level of application of our medical understanding of these conditions and related 
processes.30 In order to promote justice for those affected by child abuse and neglect 
across health systems, Teicher et al22 recently advanced 5 recommendations: (1) that 
clinicians screen all patients with mental illness for child abuse and neglect, (2) that 
diagnosis include a code to differentiate between those with abuse and neglect histories 
and those without, (3) that all treatment trials collect child abuse and neglect data for 
use as a moderator, (4) that research on biological bases of psychiatric disorders collect 
child abuse and neglect data, and (5) that concerted efforts be made to reduce child 
abuse and neglect and prevent development of related disorders in those exposed to it. 
 
For public health professionals, upstream factors that precondition, precipitate, and 
perpetuate child abuse and neglect must be addressed if we are to effectively prevent 
serious medical illnesses such as cancer31 and heart disease.32 Preventing 
psychological trauma caused by racial-, ethnic-, gender-, and identity-based violence and 
victimization, hate crimes, and political violence should become a focal point, and 
structural factors that can be acted on to prevent trauma should receive more clinical 
and research attention.33 

 
For health care systems and individual clinicians, serious consideration should be given 
to mechanisms to screen for and treat the sequela of ACEs and trauma, given that the 
risks and dangers of “therapeutic mislabeling”34 and misdiagnosis (with the potential for 
mismanagement) are high. A concerted effort needs to be made to screen patients 
effectively and empathically (without causing undue harm) while respecting the 
uniqueness and treatment wishes of each individual, since the extent to which these 
experiences affect the development, severity, or course of physical and mental illness—
let alone how the individual will respond to specific treatments or treatment modalities—
is unknown. Once widespread screening for ACEs has been implemented, efforts should 
be taken to ensure that such screening is thoughtful, considerate, and careful.35 
Because responses to adverse experiences vary widely, some argue that screening for 
trauma symptoms, rather than for traumatic experiences alone, is preferable because it 
would identify children who would most benefit from trauma-specific treatment.36 
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Large-scale efforts are underway to improve trauma-informed care within primary care 
and pediatrics.37,38 Applying updated treatment recommendations for trauma-related 
conditions remains prudent.39,40,41 In clinical settings, screening for child abuse and 
neglect might help target interventions more effectively, and, in research on 
interventions, exposure to trauma should be regarded as a critical variable. 
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