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William Wordsworth, 1770 – 1850, Poem “Rainbow”.
My heart leaps up when I behold
A Rainbow in the sky:
So was it when my life began;
So is it now I am a man;
So be it when I shall grow old,
Or let me die!
The Child is father of the man;
And I could wish my days to be
Bound each to each by natural piety.

Personal Note
When I was about 4 years old, I used to hide myself in the loft, standing on the window
to see my old sister in the school right in front of our house. The teacher of primary
years, a very well dressed woman respectfully called “Dona Tininha”, was known in the
village by her high levels of exigency at school. Everyone knew she was very hard with
the kids. Seated in her desk, with her always perfectly cared red nails, she used to pick a
thick and heavy wood ruler, made by special request by the carpenter of the village, to
hit on hands of kids not learning successfully or misbehaving. Just like the paddle was
used in the previous century. What a color contrast! The red brightening nails over the
worn brown wood! After revising written tasks performed by the children, she used to
identify the mistakes, and the number of errors determined the number of hits. When
the children, including my sister, were standing up in line just in front of her desk
waiting for the hits, “my heart leaped up”. I was afraid. I was just hiding myself, as if the
wood ruler was coming to beat in my own hands. Two years later came my turn to go to
school. The teacher in the first two years was someone else. Very gentle, by the way. But
even so, I refused to go to school. On the first day I even wet my pants right in front of
everyone…How ashamed I felt… I was crying all the time, and I didn’t want to be there.
My parents couldn´t understand the cause of my reaction. Neither did I.
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Introduction
“The Child is the father of the man”

Chapter 1

“The Child is the father of the man”
Although the view of infancy as a fundamental life stage has a short run in history,
continuities between childhood and adulthood flowed in the beginning of the XVIII
century in the words of William Woodsworth, the writer of the poem “Rainbow”.
Scientific findings from different disciplines reinforced this assumption by informing
about the associations between early-life experiences and adult behavior.
Exposure to child maltreatment (CM) signifies a well-known threat to a developmental
trajectory of a child with recognized consequences in childhood and also in subsequent
life-stages. Advances in research methods, such as the use of longitudinal studies, the
improvement of statistical methods as well as the application of high-technology for
image processing and biochemical investigation, allowed a better understanding of how
CM affects development, acquisition of skills during childhood and the adjustment in
adult life. Child maltreatment may impair children´s lives by limiting their adequate
growth in diverse domains (e.g., learning, emotional and social development) and
by increasing the likelihood for psychopathology (e.g., mood, anxiety and traumarelated disorders). Cumulatively, CM can induce dysfunctional patterns of reaction
(biochemical, emotional, social and behavioral) that will increase the risk for disease
during adult life (Shonkoff & Garner, 2012).
While worries about the physical health of children dominated the agenda of public
health services in the middle of the 20th century, focusing for instance on problems like
infections and malnutrition, other concerns have aroused by the end of the century.
These were related with mood disorders and exposure to adverse environments such as
parental substance abuse or violence (Shonkoff & Garner, 2012). Child protective and
public health services have responded to CM by creating mechanisms for early detection
and by making available interventions for affected children and at-risk populations.
However, some forms of CM remain difficult to be identified and timely intervened,
as is the case of emotional abuse or neglect. Notwithstanding the importance of such
interventions, they are insufficient to tackle the widespread dimension of the CM
problem, particularly because: a) only about one in each ten cases of CM is known and
intervened during childhood (Gilbert, Widom, et al., 2009); b) consequences of CM
exposure may take long periods to be expressed (Shonkoff, Boyce, & McEwen, 2009);
and c) difficulties of recognition of CM experiences and feelings of shame and guilt are
frequent barriers for adults to look for specialized help (Herman, 1992).
Studies about consequences of CM are frequent, particularly in Western countries. A
well-known example is the ACE study (Adverse Childhood Experiences) conducted by
the Centers for Disease Prevention and Control that assessed a large sample of about
12
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17,000 adults retrospectively. This investigation amounts evidence about the associations
between adverse childhood conditions such as abuse, family dysfunction and other,
with indicators for leading causes of death in adults, disability and poor physical and
mental health (Centers for Disease Control and Prevention, 2016). However, within
the European countries, such studies are less frequent. Given the available evidence
about the long-term consequences of CM, further steps need to be taken to better
recognize and respond to the needs of CM affected adults and to improve interventions
to prevent CM to occur. However, a better understanding of how CM affects adults in
the European context is necessary due to the existing cultural specificities.
In this work, we studied CM mental health consequences in samples of Portuguese
adults. In addition, we investigated the need for public health actions to mitigate the
consequences of CM in adults in the community. Following paragraphs will touch upon
the Portuguese context and will proceed with an overview of CM concepts and theoretical
frameworks regarding the consequences of CM in health. The need for a public health
approach to mitigate CM consequences in adults is introduced. We finalize this chapter
with a description of our research goals and a short outline of the thesis.
Portuguese Context
Portugal is a South-European country with about 10 million inhabitants. Within the
European context, Portugal faces some less favorable social indicators, such as poverty
(UNESCO, 2010), low education levels (PORDATA, 2010) and high rates of mental
health disorders, all of them associated with increased risk for CM (Sethi et al., 2013).
The recent history of Portugal has been dotted by a Colonial War that took place between
1961 and 1975 on the African continent. During this period, about one million men
have been involved in mandatory military duties outside the country. After the end of
the war, most military staff was left without acknowledgment of their difficulties related
to the war exposure. Only in 2003, specific legislation was developed to assist injured
war veterans for mental health difficulties. Most of these men have had children during
the war-time or shortly after they returned from the war setting. It is estimated that
about 9.9% of these veterans developed post-traumatic stress disorder (PTSD), with
potential secondary consequences for their children (Oliveira, 2008), such as household
dysfunction and/or disturbances in parental behavior. Consequently, these children,
nowadays adults, might have been exposed to increased levels of CM.
Registration of CM in children started in the Pediatric Hospitals and in the Centre for
Juridical Studies during the decade of 1980 (Almeida et al., 1999). Portugal registered
around 20,000 cases in the year of 1988, with 53% of neglect and lack of hygiene,
39% for psychological abuse, 33% of inadequate feeding, and 22% for physical abuse.
13
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Child protective services were spread across the country in the 1990s, through the
implementation of regional commissions for child protection (CNPCJR). This entity
registered 68,300 cases in 2010, corresponding to about 2.73% of the total number
of children in the country. Official numbers only represent denunciated occurrences,
leaving unknown several uncovered/unnoticed cases (Gilbert, Widom, et al., 2009).
According to Almeida and colleagues (1999), the growing invisibility of familial
functioning due to the abandonment of traditional social rituals during last decades
made the identification of CM cases more difficult (Almeida et al., 1999).
In 2003, Portugal was considered one of the countries from the industrialized world with
the worst level of child protection. The death rate was 3.7 from maltreatment and 17.8
from all injuries per 100,000 children. Other countries with comparable Mediterranean
cultures such as Spain (1/100,000), Italy or Greece (2/100,000) reported lower rates
(UNICEF, 2003). In a sociological study about CM exposure in Portuguese children
conducted between 1996 and 1998 it was observed that most CM cases consisted of
emotional, physical and sexual abuse and that they happened mostly inside families
with single-parents, with low education and material poverty, and with alcoholism
problems in parents (Almeida et al., 1999). Adding to these characteristics, and argued
by Armando Leandro, the former president of the Portuguese National Commission
for protection of children at risk, physical punishment was regarded by the Portuguese
society as a needed resource to educate.
Findings from a recent study by the European Mental Health Consortium indicated
Portugal as one of the countries with the highest rates of mental health disorders, with a
lifetime prevalence of 38.8% (Caldas de Almeida & Xavier, 2013). In contrast to these
high rates there is a low percentage of persons looking for treatment (only 1.7%) (Caldas
de Almeida, 2009). Given the known associations between CM and mental health
disorders, and considering the existing risk factors for CM in Portugal, it is urgent for
the Portuguese society to know more about the role of CM in the mental health of the
population.
For South European countries, more knowledge is needed about CM prevalence and
its consequences (Gilbert, Widom, et al., 2009). Most studies were conducted among
convenience samples and in groups of subjects with substantiated CM exposure,
exploring more often physical and sexual abuse. Consequences of different CM forms in
subjects in the community, namely neglect, are still poorly known (Widom, 2014). To
our knowledge, no studies exist for the Portuguese population addressing the prevalence
of CM as reported by adults and the associations between CM and adult mental health.
In line with the identified needs and gaps, we investigated the CM prevalence and
its relations with psychological symptoms and with PTSD in adults in the Portuguese
14
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community. We expected to find significant associations between CM exposure and
psychological symptoms. Similarly, we assumed that CM is associated with PTSD.
Because the Portuguese Colonial War is an important event in the recent history of the
Portuguese society, and given the existing risk for PTSD among participating soldiers, we
expected that children of war veterans with PTSD have increased levels of CM exposure.
Child Maltreatment
Definitions

Child maltreatment (CM) constitutes a current priority for the World Health
Organization within the goals of Health 2020 (Sethi et al., 2013), as its consequences
across the life span are being increasingly acknowledged. Leeb and colleagues defined
CM as “any act or series of acts of commission or omission by a parent or other caregiver that
results in harm, potential for harm or threat for harm to a child” (pg. 11) (Leeb, Paulozzi,
Melanson, Simon, & Arias, 2008). The World Health Organization defines it as “all forms
of physical and emotional ill-treatment, sexual abuse, neglect, and exploitation that results
in actual or potential harm to the child’s health, development or dignity” (WHO, 2015).
Both definitions highlight two main components – the act per se and its potential and/
or immediate consequences. However, Leeb´s et al. definition identifies a perpetrator,
which is important from the legal point of view. The definition used by the WHO
focuses instead on the components of health and development of the child.
According to the definition proposed by Leeb and colleagues (2008), forms of CM
can be grouped in abusive (commission) – that implies intention from the perpetrator,
and neglectful (omission) – when care is absent or insufficient. In our investigation we
focused on five forms of CM – emotional abuse, physical abuse, sexual abuse, physical
neglect and emotional neglect. Emotional abuse (also defined as psychological abuse)
consists of intentional caregiving behaviours that make the child feel unwanted, without
value, and it is frequently perpetrated using negative verbal interactions. Physical
abuse comprises intentional use of physical force against a child, like hitting, shaking,
stabbing. Sexual abuse includes any completed or attempted sexual contact of a child
with a caregiver. Emotional neglect relates to the failure to provide the emotional needs
of a child, such as ignoring the child or being non-responsive. Physical neglect is the
lack of adequate provision of physical care, such as lack of food or shelter, inappropriate
hygiene, and other.
Prevalence

The worldwide prevalence of CM has been estimated through series of meta-analyses
of empirical studies (Stoltenborgh, Bakermans-Kranenburg, Alink, & van IJzendoorn,
2015). Findings suggested rates ranging between 127 to sexual abuse, 163 to physical
15
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neglect, 184 to emotional neglect, 226 to physical abuse and 363 to emotional abuse
per 1000 inhabitants (Stoltenborgh et al., 2015). Although a large variation of rates has
been found, and despite most included studies relied on self-reported measures, these
findings illustrate how widespread CM is.
The first recognitions of CM received strong influences from the work of Ambroise
Tardieux in 1860, identifying causes of death in children in forensic autopsies and from
Henry Kempe, distinguishing the “syndrome of battered child” in 1962 (Miller-Perrin
& Perrin, 2013). The declaration of children´s rights in 1924 marked definitely the
status of children as citizens and the responsibility of the State to care of their infants.
Nowadays, CM is conceived in several nations as a priority in public health, but also as
a violation of human rights (Sethi et al., 2013).
According to Miller-Perrin and Miller, it is a myth considering CM as an increasing
problem (Miller-Perrin & Perrin, 2013). Actually, when we look back in history, we
realize a dramatic improvement in child rearing conditions. But it is also recognizable
that the globalization, new technologies of information and changes in the structure
of family and society may bring new challenges to the field of CM, by creating new
forms of exposure (e.g., media bullying) and making more difficult to identify them (for
instance because of the greater mobility of families). Although Gilbert and colleagues
have found no clear decline of CM rates in 6 developed countries (Gilbert et al., 2012),
the public and professional conscience about CM may have increased reporting.
Although several countries do have information about prevalence of CM provided by
child protective services, difficulties are encountered to define it accurately because its
occurrence is often clandestine. Besides, the attention given by the child protective
services to life-threatening CM forms may complicate the interpretation of available data.
Physical abuse and physical neglect for instance, may produce immediate consequences,
such as bruises, broken bones, thinness or untidiness. Other forms like emotional abuse
or neglect are more difficult to detect because of the lack of physical markers. Moreover,
victims can be less aware about the exposure. Nevertheless, there is increasing scientific
evidence about the deleterious consequences of these less evident CM forms.
Despite the growing scientific knowledge about CM, some CM forms like sexual abuse
and physical abuse are overrepresented (Hovdestad, Campeau, Potter, & Tonmyr, 2015).
Some populations are more often studied, particularly in the American and the North
European countries, although some projects have been recently implemented to fill in
this gap (e.g., BECAN study). For South European countries information about how
CM affects the population is lacking (Gilbert, Widom, et al., 2009).
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Long-term consequences of child maltreatment
Scholars from the fields of developmental psychology and psychopathology have been
discussing potential mechanisms involved in the occurrence of CM and its long-term
consequences. Among others, Bronfenbrenner (1979), Belsky (1980) and, Cicchetti
and Carlson (1993) marked the field by placing CM as a result of forces co-occurring in
a matrix of mutual influences, touching upon the individual, the family, the community
and the historical/cultural context (Widom, 2014). In line with these influences,
Widom (2014) used the modified ecological model to describe the diverse levels of
influence in children´s lives and how the cascade of consequences of CM interact
with each other to confer diverse degrees of risk and protection (see Figure 1). This
model depicts simultaneously areas that can be intervened (cognitive and intellectual,
social and behavioural, psychological and emotional, medical and physical) in order to
mitigate CM consequences.

Figure 1.Modified ecological model of CM proposed by Widom (2014) In “Child Maltreatment
Handbook”

Figure 1 – Modified ecological model of CM proposed by Widom (2014) In “Child
Maltreatment Handbook”.

There is growing scientific evidence about the long-term consequences of CM. Not only
mood and anxiety disorders (Li, D’Arcy, & Meng, 2015), personality disorders (Tyrka,
Wyche, Kelly, Price, & Carpenter, 2009), substance use (Banducci, Hoffman, Lejuez,
& Koenen, 2014) and psychotic problems (Varese et al., 2012), but also alterations in
physical health, such as neurological, musculoskeletal respiratory and cardiac problems
were found to be associated with CM (Wegman & Stetler, 2009). One of the most
referred mental health disorders associated to CM exposure is post-traumatic stress
disorder (PTSD) (Messman-Moore & Bhuptani, 2017). Post-traumatic stress disorder
in adults was found to be five times higher for persons exposed to CM (Scott, Smith,
& Ellis, 2010). Other often-referred consequences of CM are health-risk behaviours
(Bellis et al., 2014) and revictimization (Widom, Czaja, & Dutton, 2008), both related
17
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with the cumulative effects of CM across the life-span. Problems with affect regulation,
social functioning and self-organization are frequently described in CM exposed
persons (Miller, Chen, & Parker, 2011). While attempting to compensate for their
difficulties, CM exposed persons may incur more often in health risk behaviours, that
will cumulatively increase the risk for poor health. Mental health CM related problems
should be a priority target for society, not only because of its associated productivity
loss and health expenses, but also because of its potential consequences for parenting.
Parental psychopathology and substance abuse for instance, are frequently referred as
risk factors for CM in children.
Consequences of exposure to stress in early life

Human neonates are among the most dependent babies from the animal kingdom, which
poses crucial importance to the quality of care during infancy. The plasticity of brain in
early development makes it highly sensitive to the overload of threatening stimulation
(abuse) and the lack of stimulation (neglect). Because CM occurs frequently in chronic
patterns and in a relationship of dependence, its potential toxicity can be increased (van
der Kolk, 2005). Reactions to adversity may become biologically embedded through
epigenetic processes. An interplay between genetic, epigenetic mechanisms, stress related
hormonal systems and immune parameters will modulate CM consequences over time
(Miller et al., 2011).
According to Shonkoff, Boyce and McEwen (2009), disease resulting from exposure
to adversity during childhood may take long periods to be expressed. Two underlying
mechanisms are proposed to understand these links: the concept of cumulative damage
across time and the biological embedding of adversity drains (Shonkoff et al., 2009).
Exposure to chronic levels of stress during childhood may activate too often the defensive
mechanisms to protect the body, and can lead to a process of overloading in stress
systems. Reactions that are expected to be protective in short-term (e.g., hypervigilance
facing a threat, physiological activation) may become pathogenic, resulting for instance
in physiological and emotional dysregulation. When prompted early in development,
these reactions will set-up a cascade of further consequences that place individuals at
increased risk to suffer additional environmental injury (e.g., revictimization), while
they reduce concomitantly their ability to face it, in a process named allostatic loading.
Both features, altered physiological reactions and reduced ability to face for instance
the danger, will set-up the “cumulative damage across time”, increasing the likelihood
for disease. Problems with affect regulation and interpersonal functioning may arise
because the inappropriate early interaction likely restrains the development of secure
attachments, jeopardizing the development of interpersonal communication and
interpretation of social cues (Dvir, Ford, Hill, & Frazier, 2014). Altered capabilities for
emotional regulation and social functioning may pose subjects at risk for several long18

Introduction

term problems, in particular for PTSD, by two pathways: recurrent traumatic exposure
or revictimization (Widom et al., 2008) and impaired skills to cope with stressful events
(Messman-Moore & Bhuptani, 2017).
The “biological embedding of adversity drains” relates to the epigenetic mechanisms
of stress regulation that are tuned early in childhood to assure the adjustment of
organisms to the diverse environment conditions (e.g., adversity). According to the
“adaptative calibration model” of stress, alterations occurring in early life-stages may have
evolutionary benefits for the adaptation of organisms (Hostinar & Gunnar, 2013). But
they may turn ineffective when, in subsequent stages of development, the environment
changes. Based on this perspective, alterations in stress reactivity are perceived as features
that can change across time. Thus, they leave room for potential interventions aiming to
adjust the stress reactivity to current environment demands.
Resilience

Exposure to adversity during childhood is not a sine qua non condition for a poor
adjustment across the life-span. Findings from studies in mice for instance, suggested
that exposure to moderate stress early in life prepares adults to cope with stress during
adulthood (Santarelli et al., 2017). For humans, suggested rates of resilience varied for
instance between 15.7% in young adults from a low-income area from Chicago exposed
to substantiated CM (Topitzes, Mersky, Dezen, & Reynolds, 2013) to 44.5% of adults
from the Isle of Wright that reported abuse during childhood (Collishaw et al., 2007).
Factors such as perceived parental care, personality style and good peer adolescent and
love relationships were predictive of better adjustment among CM exposed persons.
However, the large number of studies focused on the dysfunctional consequences deeply
contrast with those investigating resilience of affected persons (Shonkoff et al., 2009).
Existing programs to strengthen resilience among persons exposed to CM and
interpersonal violence (IVP) were found to poorly acknowledge these experiences and
its consequences (Moeller-Saxone, Davis, Stewart, Diaz-Granados, & Herrman, 2015).
A better perceived health quality in adults exposed to child adversity was associated to
features such as good emotion regulation, good interpersonal functioning and meaning
making (Banyard, Hamby, & Grych, 2017). Allied to the concept of resilience as a
dynamic state across the life-span, these findings shed light on possibilities to provide
interventions for CM affected persons to enhance their ability to cope with early negative
experiences and its associated consequences.
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The need for additional public health actions for adults
The huge number of CM cases not targeted by agencies for child protection and the
difficulties of exposed adults to get adequate treatment, due to feelings of shame and guilt,
or because of lack of recognition of their own difficulties, ask for innovative approaches
to reduce the extent of CM consequences. The costs associated with CM consequences
in the long run are huge, not only because of its associated human suffering, but also
because of its related economic loss. For different countries, such as America, China or
Australia, CM has been considered a source of massive expenses, particularly because
of it related disability across the life-span (Fang et al., 2015; Fang, Brown, Florence, &
Mercy, 2012; Moore et al., 2015). Besides being considered as a cause for almost 30% of
all mental health disorders (Kessler et al., 2010), factors like increased risk for mortality
(Bellis et al., 2015) and more frequent adoption of health-risk behaviours (Bellis et al.,
2014) are reasons of great concern for public health services. In addition, adults exposed
to CM were found to use more often mental health services, they were found to be more
difficult to treat, while they reported less health-related life-quality and less economical
well-being (Sethi et al., 2013). Altogether, these findings illustrate the burden of CM
for the budget of countries.
The science of public health is being challenged by the need to “improve health and to
prolong life” of CM affected persons, as long-term CM consequences are increasingly
more detectable. But simultaneously, scholars and clinicians provide us knowledge
about resilience factors among CM exposed persons and with clinical protocols that
are though to be efficient. Although some of the stress-reactivity theories point to
enduring changes as a consequence of CM, other developmental frameworks provide
a ground to the development of public health actions to mitigate CM consequences
across the life-span. The perspective that development occurs across the whole life-span,
as suggested by Erikson (1959), allied to the diverse levels of influence for the cascade
of CM consequences as illustrated by Widom (2014) shed light over potential areas that
can be targeted in order to improve the adjustment of CM exposed persons (Erikson,
1959; Widom, 2014). Given the scarcity of studies elucidating about how to mitigate
difficulties of adults affected by CM, we have investigated these subject in the second
part of our work. In chapters six and seven we will discuss how these areas – resilience
studies and clinical protocols, can be valuable in searching for actions to mitigate CM
consequences in adults in a public health perspective.

20
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Thesis outline
In this thesis the following questions were investigated:
1. What is the relation between the diverse forms of CM and psychological symptoms?
2. How does CM exposure relate to PTSD and revictimization in adults in Portuguese
samples?
3. Is war related PTSD associated to CM in the offspring of Portuguese war veterans?
4. Is there a need for public health actions to mitigate CM consequences in adults?
This thesis consists of two parts. The first part (Chapter 2-5) is dedicated to the study
of the prevalence and consequences of CM in a sample of 1200 Portuguese adults.
In the second part the perspective of the need for public health actions to mitigate
consequences of CM in adults in the community is analyzed.
In the first part Chapter 2 provides the results of the adaptation of the Childhood
Trauma Questionnaire – Short Form to the Portuguese population, a widely studied
instrument to assess CM in adults. Chapter 3 resumes the study of prevalence of CM
among adults in the Portuguese community, comparing it with other countries and
analyzing associated psychological symptoms. The fourth chapter summarizes the study
about associations between exposure to CM, revictimization and PTSD. The last chapter
of the first part, Chapter 5 explores the hypothesis of the intergenerational transmission
of CM among children of war veterans with and without PTSD.
The second part includes two chapters: Chapter 6 discusses the perspective of the need
for public health actions to mitigate CM consequences in adults in the community and
Chapter 7 describes the results of the Delphi study, documenting opinions of European
professionals working in the field of CM.
In Chapter 8 we discuss our findings in light of their limitations and in Chapter 9 we
summarize the results of studies we have conducted.
Episodes similar to those I have described earlier in the personal note are frequent in
the Portuguese context. The fact that I have experienced them made me aware about
how CM can be a powerful threat to the adjustment of a child, having potential
consequences across the life-span. With this dissertation we expect to contribute to
a better understanding of consequences of CM in adults in the community, and to
enhance mitigation possibilities across the life-span using a public health approach.
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Abstract
This study analyses the results of the adapted version of the Childhood Trauma
Questionnaire – Short Form in a sample of Portuguese adults in the community.
Psychometric properties were studied in a group of 746 adults, testing the five-factor
model proposed by the authors of the original version. The test-retest reliability was
assessed in a group of 29 subjects. The internal consistency varied between .84 for the
overall score, .79 for emotional neglect, .77 for physical abuse, .71 for emotional and
sexual abuse, and .47 for physical neglect. The subscale of physical neglect had low
internal consistency, confirming the findings of previous studies and suggesting the need
for a subscale revision. Exposure to emotional neglect and verbal abuse were the most
frequent forms of child maltreatment reported by adults. CTQ-SF showed acceptable
psychometric properties except for physical neglect. Future studies using CTQ-SF
should include alternative effective measures for physical neglect.
Keywords: Childhood Trauma Questionnaire; Childhood Maltreatment; Adults;
Community.
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Introduction
Exposure to child maltreatment (CM) is associated with several indicators for poor
physical and mental health in adults (Edwards, Holden, Felitti, & Anda, 2003; Norman
et al., 2012; Wegman & Stetler, 2009). However, registered CM by child protection
services only covers about one-tenth of existing cases (Gilbert et al., 2009). Given the
relation of CM with low quality of life (Corso, Edwards, Fang, & Mercy, 2008) and
increased use of medical services (Chartier, Walker, & Naimark, 2007; Yanos, Czaja, &
Widom, 2010), as well as its associated large economic expenses (Fang et al., 2012), the
assessment of CM in adults is of key importance for both clinical and research fields.
A large prevalence of mental health disorders was found in the Portuguese population
(Paulo, 2010). Taking into account the associations between CM and adult
psychopathology, it is of great clinical and epidemiologic relevance to study this issue
in Portugal.
Although the assessment of CM in adults is considered important, available instruments
to assess it have shortcomings. Their psychometric properties are scarcely known, they
often lack measurements of convergent and discriminant validity, and most assess only
some forms of CM (Bernstein et al., 2003). Forms of CM frequently co-occur (Edwards
et al., 2003); thus, instruments to assess it should allow the simultaneous assessment of
diverse CM types. The retrospective assessment of CM has been considered less adequate
because of memory bias (Widom & Morris, 1997). However, self-reported instruments
are exempt from feelings of shame and guilt that affect the validity of assessments in the
context of face-to-face interviews, and they are user-friendly compared to the analysis
of information documented by child protection agencies. Scott, McLaughlin, Smith,
and Ellis (2012) reported that information about CM collected with both methods
of assessment, retrospective and prospective, predicted adult psychopathology. Pinto
and Maia (2012) compared self-reported information with officially registered data
in subjects with substantiated CM and concluded that self-reported questionnaires
predicted psychopathology more accurately.
Child maltreatment is a difficult subject to assess, as it may trigger feelings of shame
and guilt. Besides, memory loss or avoidance may hamper disclosure about it. Gerdner
and Allgulander (2009) suggested that instruments to assess CM should be easy to
use, ethical, non-invasive, conceptually valid, and able to scrutinize diverse forms and
severities of CM.
The Childhood Trauma Questionnaire – Short Form (CTQ-SF) is one of the most used
instruments internationally to assess CM in adults and adolescents (Baker & Maiorino,
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2010; Roy & Perry, 2004; Thombs, Bernstein, Lobbestael, & Arntz, 2009). It also
integrates the conditions proposed by Gerdner and Allgulander (2009) (Hernandez et
al., 2012). In a literature review about instruments to assess CM, Strand, Sarmiento, and
Pasquale (2005) classified CTQ-SF as easy to use and short, with good psychometric
properties, namely, good internal consistency, test-retest reliability, and robust structure.
Information gathered via CTQ-SF was confirmed with clinical data, interviews from
independent evaluators, and information about CM documented by child protection
agencies (Bernstein & Fink, 1998; Bernstein et al., 2003; Lobbestael, Arntz, HarkemaSchouten, & Bernstein, 2009). The five-factor structure has been confirmed in clinical
and non-clinical samples (Bernstein et al., 2003). The original CTQ-SF model includes
the factors of emotional abuse, physical abuse, sexual abuse, physical neglect, and
emotional neglect. A second-order factor can be obtained as a general indicator of CM
exposure. Nevertheless, some studies have found only four factors (Lundgren, Gerdner,
& Lundqvist, 2002; Villano et al., 2004). Because CM is extremely subjective, Bogaerts
and colleagues (2011) proposed that instruments to assess it should be psychometrically
studied routinely in all studied samples.
CTQ-SF has been used to study Portuguese samples (Maia et al., 2007; Maia, McIntyre,
Graça Pereira, & Ribeiro, 2011; McIntyre & Costa, 2004; Veiga-Costa, 2006). Although
it has been considered one of the most validated instruments to access CM across the
globe (Bogaerts et al., 2011), there is a paucity of available information about the
psychometric properties of CTQ-SF for adults in the community.
Given the importance of assessing CM in adolescents and adults, and considering
the advantages of CTQ-SF recognized by other scientific studies, we analysed its
psychometric properties in a sample of Portuguese adults in the community.
Method
Sample

In this study, 778 subjects in the community participated. Thirty-two were removed:
Eight because they had response rates lower than 90% and 24 because they didn’t have
Portuguese nationality or did not respond to this question. We analysed data from 746
subjects, of whom 41.8% were female. They were aged between 14 and 73 years, with an
average of 31 years (M = 30.75; SD = 13.65); 90.1% were aged between 18 and 50 and
0.4% under 18. Sixty percent were single, and 33.9% were married or living together;
0.4% were widowed, and 1.9% were divorced. About 1.6% had completed 4 or less
than 4 years of education; 26.9% had between 5 and 9 years, and 32% between 10 and
12 years of education; 35.5% had higher education. As for where they lived, 63.3% were
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living in the north of the country, 33.9% in the centre, 5.9% in the south, and 7.9% in
the islands (Azores and Madeira).
Test-retest reliability was analysed in a group of 29 university students. They filled
out the questionnaire twice with a time lag of 1 month. Data were collected between
2007 and 2009 anonymously in the Faculty of Medicine of Oporto University, with
the participation of students of medicine and their families, and in the Military Camp
of St Margarida, Leiria, including military and non-military staff. The data collection
took place within the larger project “The Children of Colonial War: Post-memory and
Representations”, developed in the Centre for Social Studies, University of Coimbra.
The research protocol was approved by the Ethical Commission of the Military Hospital
of Coimbra, Portugal, and by the Portuguese Commission for Data Protection. The
assessment protocol included informed consent and questionnaires.
Instruments

The Childhood Trauma Questionnaire (CTQ-SF) (Bernstein et al., 2003) is a selfreported and retrospective instrument to assess exposure to CM occurring until the
age of 15. It contains descriptions of 28 experiences of maltreatment selected from
the larger version of CTQ of 70 items, developed by Bernstein, Ahluvalia, Pogge,
and Handelsman (1997). The frequency of occurrence of these experiences during
childhood is classified in a 5-point Likert scale (1 – Never, 2 – Rarely, 3 – Sometimes, 4 –
Often, and 5 – Always). It screens experiences theoretically related to five forms of CM:
emotional abuse, physical abuse, sexual abuse, physical neglect, and emotional neglect.
Items’ quotation varies between 1 and 5, with an inverse quotation for reversed items
describing pleasant childhood experiences (items 2, 5, 7, 13, 19, 26, and 28). CTQ-SF
provides a global index for exposure to CM obtained through the sum of subscales and a
denial index assessed by the number of items describing agreeable childhood experiences
classified by the maximum quote (items 10, 16, and 22). The index of denial is useful to
assess respondents’ tendency to hide exposure to CM (Gerdner & Allgulander, 2009).
In our study, we did not use the index of denial.
The CTQ-SF version we used in our study was validated by Bernstein and colleagues
(2003) in American samples (psychiatric outpatient adolescents, adults in treatment for
substance abuse, community subjects with substance use, and non-clinical community
subjects). The five-factor structure was confirmed in all samples (Bernstein et al., 2003).
The authors found acceptable values for internal consistency, with Cronbach’s alphas
varying between .92 for sexual abuse, .91 for emotional neglect, .87 for emotional abuse,
.83 for physical abuse, and .61 for physical neglect in a representative sample of adults
in the community. Comparing the data collected with CTQ-SF with those obtained
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through clinical interviews, Bernstein and colleagues found correlations varying from
.75 for sexual abuse to .48 for emotional abuse (Bernstein et al., 2003).
The psychometric properties of CTQ were studied in different cultural contexts, and
the results were found to be acceptable in both clinical and community samples. For
the German population, values for internal consistency varied from .89 in a sample of
psychiatric outpatients (Wingenfeld et al., 2010) to .80 in a representative sample of
the community (Klinitzke, Romppel, Hauser, Brahler, & Glaesmer, 2012). For physical
neglect, both studies found low internal consistency. In the Swedish population, Gerdner
and Allgulander (2009) found satisfactory values for internal consistency in clinical and
non-clinical samples, with the exception of physical neglect. A Cronbach’s alpha of .47
for physical neglect was found in a non-clinical sample (Gerdner & Allgulander, 2009).
Thombs et al. (2009) also confirmed the five-factor structure in clinical and non-clinical
Dutch samples and suggested the elimination of an item assessing sexual abuse (“Someone
molested me”). CTQ-SF was also studied in the American population by Scher, Stein,
Asmundson, McCreary, and Forde (2001), and by Paivio and Cramer (2004) in a sample
of university students. Both studies confirmed the five-factor structure and identified
the subscale of physical neglect as having low internal consistency. The psychometric
properties of CTQ were also studied in Spain. The five-factor model of CTQ-SF was
confirmed in a clinical sample of 189 women. The internal consistency varied between
.84 for emotional neglect, .94 for sexual abuse, and .66 for physical neglect (Hernandez
et al., 2012).
However, Villano et al. (2004) observed poor fit for the five-factor model in a sample
of young street prostitutes, instead finding a four-factor model with no emergence of
the factor corresponding to physical neglect. Notwithstanding the importance of the
results of Villano and colleagues, their data were collected by direct interview, not by
self-reporting as was done in most studies. Lundgren et al. (2002) also identified a fourfactor structure using the exploratory factorial analysis in a sample of 50 women with
substance abuse, but using the 53-item version of the CTQ. In this study, the factors of
physical and emotional abuse converged into one.
Grassi-Oliveira, Stein, and Pezzi (2006) studied the semantic properties of CTQ-SF
in the Brazilian population. The authors concluded that CTQ-SF has good construct
validity and that its items were easily understood. They highlighted the need to perform
studies on other psychometric properties of the instrument.
In addition to CTQ-SF, the assessment protocol included the Post Traumatic Diagnostic
Scale (PDS) (Foa, Cashman, Jaycox, & Perry, 1997; trans. and adapt. by Calafate
Ribeiro et al., 2010). The first part of PDS screens exposure to traumatic experiences
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across a person’s life-span, including physical and sexual abuse. These experiences were
classified in two groups: (1) analogous: those that we did not expect could be related to
CM (accidents, natural disasters, military combat, incarceration, torture, severe disease
or death of someone close, and other traumatic events); and (2) homologous: others
that we expected would be related to CM (forced sexual contact as a minor, violence by
familiar or known persons, violence by unknown persons, sexual violence by familiar or
known persons, or sexual violence by unknown persons).
Procedure

CTQ-SF was translated into Portuguese by a bilingual translator. The first version was
discussed by a group of seven professionals with expertise in CM in the Portuguese
population – four from the field of mental health and three from literature, linguistics,
sociology, and history. Taking into account the similarities of language and culture
between Brazil and Portugal, we included the suggestions of Grassi-Oliveira et al. (2006)
in the version of CTQ-SF we studied. We changed the original phrase “When I was
growing” to “In my infancy and adolescence”, and we removed the word “true” to simplify
the sentences and avoid a value judgment. The resulting version was applied to a small
group of 10 participants, who stressed difficulties in the interpretation of items 1 and
24. These items were reformulated. Item 1 changed from “I did not have enough food
to eat” to “I did not have enough to eat”, and item 24 changed from “I was molested” to
“Someone harassed me sexually”. The change in item 24 was justified by the multiple
meanings of the word molested in Portuguese. As this item belongs to the factor of
sexual abuse, the research team considered it acceptable to clarify its sexual meaning.
The final version was retranslated by a bilingual translator and sent to the author of the
questionnaire for confirmation (David Bernstein).
Results
Internal Structure

The five-factor model was tested in a sample of 746 subjects using the Factorial
Confirmatory Analysis in AMOS version 16. Missing values were replaced by mean
imputation. The verification of assumptions to apply the structural equation modelling
indicated non-normality of data (index of Mardia = 841.32, higher than the cut-off of
1.96). The non-normality of the data was expected because our sample was non-clinical.
We did not remove outliers because we considered them part of the sample. Thus,
we continued the analysis using the technique of bootstrapping (Hox, 2002), which
produces equivalent indices to be compared to other indices referred to by the authors of
the instrument (Satorra-Bentler, 1994) (Fouladi, 1998; Nevitt & Hancock, 1998). The
five-factor model was tested on 2,000 bootstraps (sub-samples). We obtained a p-value
for the Bollen-Stine index of .063. According to the procedure of the authors of CTQ33
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SF, and after checking the indices of modification, we introduced three paths for covariation between measurement errors of items with similar content. We correlated the
error measurements of the items “I knew there was someone to care for and protect me” and
“There was someone in my family who helped me feel important or special”; “I had to wear
dirty clothes” and “I got hit so hard by someone in my family that I had to see a doctor or go
to the hospital”; and “Family members called me things like ‘stupid’, ‘lazy’, or ‘ugly’ etc.” and
“People in my family said hurtful or insulting things to me.” Table 1 summarizes the indices
of the goodness of fit of the proposed model.
Table 1.Goodness of fit for the original five-factor model of CTQ-SF
Index

Bollen-Stine

c2

p

DF

C/MIN SRMR

CFI

Value
.123
1132.107 0.000 265
4.27
.066
.859
Note: DF – degrees of freedom; CI – confidence interval for the RMSEA.

RMSEA

CI 90%

.066

.062-.070

After correlating measurement errors, the p-value for the index of Bollen-Stine raised
to .123. Similarly to the interpretation of Chi-square (c2), the non-significant BollenStine index (p > .05) is indicative of a good fit of the model to the data. In our study, the
significance of Chi-square was lower than .05. However, this parameter must be weighed
because of the sample size. Larger samples have a higher probability of generating
significant p-values for the Chi-square (Hu & Bentler, 1995). The normalized Chisquare (CMIN/DF) was acceptable according to Byrne (2001), who suggested 5 as the
maximum. The SRMR (Standardized Root Mean Residual) index is lower than .08,
suggesting tolerable errors between the correlations predicted by the model and observed
in the dataset (Hu & Bentler, 1999). The CFI (Comparative Fit Index) is considered low,
as the minimum proposed by Byrne (2001) is .90. Nevertheless, the model we analysed
has many variables (30), which causes a decrease in the CFI (Kenny & McCoach, 2003).
The root mean square error of approximation (RMSEA) is acceptable according to the
values proposed by Browne and Cudeck (<.08) (Browne & Cudeck, 1993).
Although the complexity of the model and the sample size justified the deviation of some
indices from acceptable values (Chi-square and CFI), we performed the exploratory
factorial analysis using the Principal Component Analysis with rotation varimax. We
have chosen the five-factor model based in the scree plot (eigenvalues larger than 1). The
five-factor solution explained 52.9% of the overall variance. The table in Appendix II
describes the factor loadings of items. Factor I included items assessing experiences of
emotional neglect and two items related to the assessment of physical neglect; Factors II
and III aggregated respectively items for assessment of sexual abuse and emotional abuse,
corresponding to the original structure; Factor IV aggregated four items of physical
abuse; and Factor V combined three items of assessment of physical neglect and one of
physical abuse. We observed that the factor loadings of items of physical neglect were
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the lowest, namely, those assessing the lack of food and lack of care because of parental
substance use/abuse (items 1 and 4).
In order to compare the goodness of fit of both models, we tested the factorial structure
obtained by the exploratory factorial analysis as we did with the original structure
proposed by the authors of CTQ-SF (EFA model). Comparing the significance of
the Bollen-Stine index of both models, we observed that the EFA model produced
higher values than the original model, suggesting poorer fit (p ≤ .051 versus .063 in
the original model). We also compared Akaike’s Informative Criterion (AIC) (AICEFA=
1,839.76 versus AICOriginal = 1,411.089). Preferred models are those with lower AIC
value according to Burnham and Anderson (2002). Considering these indicators, the
original factor structure proposed by Bernstein and colleagues (2003) revealed a better
fit to the dataset we analysed.
Reliability

The analysis of reliability was assessed using Cronbach’s alpha and the standardized
regression coefficients (SRC) we obtained using the bootstrap and maximum probability
methods. Values for Cronbach’s alpha were acceptable, according to Nunnally (1978),
with the exception of physical neglect, which had a low value (.47). After removing items
from the subscale, Cronbach’s alpha didn’t increase. Standardized regression coefficients
were statistically significant for all items (p ≤ .05), varying between .240 for item 1 and
.915 for item 23. The lowest SRC was found for the subscale of physical neglect and
the highest for physical abuse. Table 2 summarizes the means and standard deviations of
scales as well as the results of the analysis of reliability.
Test-retest reliability

The test-retest reliability was assessed in a group of 29 university students. They were
assessed twice with a 1-month interval. Pearson correlations between the first and second
assessments were all statistically significant (p < .001), with coefficients varying between
.72 for sexual abuse, .80 for emotional abuse, .83 for emotional neglect, .90 for physical
neglect and physical abuse, and .93 for the overall scale.
Convergent and discriminant validity

Convergent and discriminant validity were analysed by comparing the results of CTQSF with the assessment of exposure to potentially traumatic events across a person’s
lifespan assessed by PDS. After converting the CTQ-SF subscales into nominal variables,
we calculated the odds ratios for exposure to traumatic events identified by both scales.
Exposure to each type of CM as assessed by CTQ-SF was considered positive when the
sum of items in each subscale was greater than 5.
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Table 2. Mean, standard deviation, standardized regression coefficients with corresponding confidence
(SRC) intervals (CI)) and internal consistency of CTQ-SF
M

SD

CTQ-SF sum

32.24

7.76

Emotional abuse

SRC

95% CI

p

.84

6.50

2.19

3. Call me names

1.36

.72

.458

.313

.570

.002

.71

8. Wished I had never born

1.14

.52

.442

.306

.574

.001

14. Insulted

1.61

.79

.584

.459

.670

.002

18. Detested

1.15

.52

.435

.265

.585

.001

25. Emotionally abused

1.24

.64

.782

.678

.872

.001

Emotional neglect

8.91

3.83

5. Feeling special (R)

2.15

1.31

.499

.421

.572

.001

7. Felt loved (R)

1.57

.96

.582

.485

.672

.001

13. Care for each other (R)

1.75

.94

.676

.593

.752

.001

19. Close to another (R)

1.85

1.02

.720

.652

.779

.001

28. Source of strength (R)

1.59

.92

.848

.788

.890

.002

Sexual abuse

5.19

.95

20. Sexually touched

1.03

.26

.534

.079

.847

.011

21. Sexually threatened

1.02

.21

.816

.261

1.000 .010

23. Sexual contact

1.01

.15

.915

.480

1.001 .001

24. Molested sexually

1.09

.40

.433

.232

.653

.001

27. Sexually abused

1.03

.32

.549

.096

.840

.010

Physical abuse

5.53

1.62

9. Medical care required

.79

.71

.77

1.05

.38

.276

.055

.523

.008

11. Had dark marks

1.10

.40

.838

.686

.910

.002

12. Being hit with hard objects

1.21

.60

.706

.573

.804

.001

15. Physically abused

1.14

.51

.833

.727

.903

.001

17. Someone noticed marks

1.03

.27

.560

.315

.729

.001

Physical neglect

6.12

2.00

1. Not having enough food

1.21

.68

.240

.127

.354

.001

2.Someone cared me (R)

1.42

.97

.493

.380

.613

.000

4. Parental substance abuse

1.06

.39

.241

.065

.483

.007

6. Wear dirty clothes

1.14

.52

.271

.140

.420

.001

26. Go to doctor if needed (R)
1.28
.82
.673
Note: C. Alpha – Cronbach´s Alfa; (R) – reversed items.

.555

.783

.001
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Convergent validity was analysed by the odds ratios between homolog experiences assessed
by PDS (forced sexual contact as a minor, violence by familiar or known, violence by
unknown, sexual violence by known, and sexual violence by unknown) as CTQ-SF
subscales. Results of both instruments converged for physical and sexual abuse. The
largest odds ratios were found for exposure to forced sexual contact screened with PDS
and the subscale of sexual abuse of CTQ-SF (30.213, p < .05) and exposure to violence
by someone known with PDS and physical and emotional abuse, as assessed by CTQSF (3.845 and 4.170, with p <.001). We also found that exposure to imprisonment
assessed with PDS was highly correlated with physical abuse assessed with CTQ-SF.
However, correlations between sexual abuse by known and sexual abuse as assessed by
both scales were not significant.
As indicators for discriminant analysis, we studied the odds ratios between analogous
experiences assessed by PDS (accidents, natural disasters, military combat, severe
illness or death of someone close, torture, and others) and CTQ-SF subscales. Military
combat, sexual violence, and torture assessed with PDS were not related to any of the
CTQ subscales. We also found that odds ratios were not significant between exposure to
natural disasters and severe illness or death of someone close and the CTQ-SF subscales.
Nevertheless, they were all significant between exposure to accidents as assessed by PDS
and all CTQ-SF subscales. Results of convergent and discriminant validity are fully
presented in Table 3.
Correlations between subscales

We calculated the Spearman correlation coefficients to assess the associations between
subscales because of the non-normality of the data. All subscales were significantly
correlated. Sexual abuse has the lowest correlation coefficients with other subscales. The
largest correlations were found between physical and emotional neglect and between
emotional abuse and neglect. Results of subscale correlations are presented in Table
4. Significant correlations between subscales indicate the existence of shared variance.
Using principal component analysis, we confirmed that one factor explained 47.95% of
variance. These results suggest the existence of a latent factor of second order.
Child maltreatment

Although it was not our first goal to analyse the prevalence of CM in adults in the
Portuguese community, we extracted some useful information about this topic from the
dataset. We observed that the average for emotional abuse and neglect was the highest,
while for sexual abuse was the lowest. Among the items, the largest means were found
for those inversely formulated (e.g., “My family was a source of strength and support”).
These items comprise the subscale of emotional neglect, which is also the subscale with
the highest mean scores. Among the other items (directly formulated to assess CM),
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those assessing verbal abuse reached the highest average, namely, item 14 (“People in my
family said hurtful or insulting things to me”).
Table 3.Odds ratios between the screening of PDS and CTQ-SF
Traumatic events (PDS)

EA

PA

SA

PN

EN

CTQ-SF

1.768**

1.875**

3.021**

1.548**

1.499*

1.646*

Natural disasters

1.22

2.796**

2.151

1.444

.982

2.135

Military combat

2.280

2.278

1.291

1.008

2.839

1. Analogous
Accidents

Severe illness or death

1.685**

1.138

1.446

1.293

1.173

1.749**

2.918

10.619**

2.503

1.585

3.505

2.115

1.837

.287

2.483**

2.558*

2.457

1.299

1.360

1.845

Forced sexual contact (child)

3.050

.553

30.21**

.916

1.008

1.401

Violence by family or known

3.845**

4.170**

2.704**

2.586**

1.718*

5.967**

Violence by unknown

1.787**

2.112**

2.567**

1.528**

1.004

1.628

.429

2.232

6.837

.917

.142

.086

Incarceration
Torture
Other

4.471

2. Homologues

Sexual violence by known

Sexual violence by unknown
3.469
1.113
21.33**
2.771
1.153
Notes: EA – Emotional abuse; PA – Physical abuse; SA – Sexual abuse; PN – Physical neglect; EN –
Emotional neglect. Odds ratios were calculated using CTQ-SF subscales representing nominal variables (yes
> 5, and no = 5). Odds ratios are significant at levels .05(*) e .01(**), in the Fisher´s Qui squared. Empty
cellules are due to the lack of subjects in the categories.
Table 4.Spearman correlation coefficients between CTQ-SF subscales
Emotional abuse
Emotional neglect

EN

SA

PA

PN

CTQ-SF

.471

.166

.363

.279

.658

.107

.347

.548

.907

.104

.163

.240

.300

.470

Sexual abuse
Physical abuse
Physical neglect
Note: All correlations are statistically significant, for p <= .01.

.689

Discussion
Psychometric properties

We sought to study the psychometric properties of CTQ-SF in a sample of Portuguese
adults in the community. We observed that the original five-factor model proposed
by Bernstein and colleagues (2003) fit the empirical data. Some indices of goodness
of fit were not satisfactory (Chi-square with p < .05 and CFI < .90), but the large
sample size and the model complexity explain the deviations we have found in these
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indices. These results challenge the universality of the internal structure of CTQ-SF.
After comparing the original model with the one we obtained by exploratory factorial
analysis, we concluded that the original model fit the data better. Future studies using
the instrument should test the factorial structure of the data, as some differences might
be found depending on sample characteristics.
Childhood Trauma Questionnaire (short-form) presented satisfactory internal
consistency for the overall scale and for four subscales, emotional abuse, emotional
neglect, physical abuse, and sexual abuse. As previously suggested by other studies on
non-clinical samples, in the Portuguese sample, we also found a low internal consistency
for physical neglect. Maroco and Garcia-Marques (2006) argued that a low value for
Cronbach’s alpha suggests the existence of incorrect item codification or a mixture of
items with different underlying factors. Given that Cronbach’s alpha did not increase after
removing items, the existence of codification errors is unlikely. Gerdner and Allgulander
(2009) proposed that the low internal consistency found in this subscale could be due to
its vague theoretical construction. The authors outlined that the concepts of lack of care
and supervision may belong to independent factors. Thus, it could be useful to codify
them separately. The items with the lowest factor loadings in the subscale of physical
neglect assessed the availability of food and having parents with substance abuse.
These constructs can be related to poverty and not exclusively to neglectful contexts.
As Gerdner and Allgulander proposed, these experiences may constitute independent
factors – the lack of food as neglect of physical care and having parents with problems of
substance abuse as neglect of supervision. Although these familial features are associated
with an increased risk for CM, perhaps its meaning differs for non-clinical samples.
The subscales of CTQ-SF were found to be correlated, but with small correlation
coefficients (particularly when associated with sexual abuse). The existence of shared
variance among subscales explained by a generic second-order factor suggests the
possibility of obtaining a global index for exposure to CM. Thus, a sum score for CM
can be used as a generic indicator, as proposed by the authors of CTQ-SF.
Comparing the data collected with CTQ-SF and with PDS, we observed that CTQ-SF
specifically detected violence by known subjects and sexual abuse and discriminated
other forms of violence like military combat and torture. Forced sexual contact as a
minor and sexual violence by unknown as assessed by PDS were related to sexual abuse
on CTQ-SF. We expected to find a significant relation between exposure to sexual
violence by known assessed by PDS and the subscale of sexual abuse from CTQ-SF.
However, the instruments did not converge in this item. The screening for exposure to
sexual abuse by known as formulated by PDS may include episodes occurring during
adulthood. Conversely, CTQ-SF assesses these experiences solely during childhood. The
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underlying reasons for this discrepancy may be related to the age of exposure but also
to a greater tendency for subjects to deny sexual abuse when it has been commit by
emotionally important subjects.
Exposure to accidents as assessed by PDS was significantly correlated with all CM
subscales assessed by CTQ-SF. Although this result does not support the existence
of convergent validity, it adds to previous studies suggesting an increased risk for
revictimization across the lifespans of individuals exposed to CM (Widom, Czaja, &
Dutton, 2008).
Test-retest reliability for CTQ-SF was found to be acceptable for a 1-month interval,
confirming the findings of Kim, Park, Yang, and Oh (2013) in a sample of psychiatric
subjects. However, further studies are needed to confirm this parameter, as the interval
of 1 month is shorter than that suggested in the literature (3 months).
Forms of child maltreatment

Exposure to emotional neglect was found to be the most frequent form of CM in the
sample we analysed. Nevertheless, the results could be biased because this subscale
includes only reversed items that describe agreeable experiences. Among the subscales
comprising direct items (maltreating experiences), emotional abuse was the most
frequent. These findings add to others from studies done in representative samples by
Scher et al. (2001) in America and by Thombs et al. (2009) in the Netherlands. Although
most research in CM has been focused on physical and sexual abuse, we found that other
CM forms are more frequent in the community. Consequences of emotional abuse
outlined for instance by Teicher, Samson, Polcari, and McGreenery (2006) highlighted
the associations between verbal aggression and psychological symptoms like depression,
irritability, hostility, and dissociation. Thus, it is a priority to expand our knowledge
about the consequences of emotional abuse from a public health perspective.
Limitations

Our study has some shortcomings that hamper the possibilities to generalize the
findings. We analysed a non-representative sample, so the influences of cultural and
socioeconomic factors on CM were not controlled. Because many subjects in our sample
were living in the north of the country, the findings could be biased by living region.
Another limitation is the absence of studies on clinical samples and the assessment of
CM by interview. Future work with CTQ-SF with Portuguese samples should expand
the knowledge in this field.
As the test-retest reliability was studied with a 1-month interval, memory of items could
have distorted the results (Kline, 2000). Looking into the goodness of fit of the five40
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factor model, we also observe that not all of the indices confirm the adequacy of the
model for the data. CTQ-SF has been extensively studied in other cultures, but it does
not assess some forms of CM considered common in the Portuguese population like
exposure to domestic violence (Fonseca, 2012) and bullying (Costa & Pereira, 2010).
Future directions

In order to expand our knowledge about the psychometric properties of CTQ-SF in
the Portuguese context, further studies should target representative samples and clinical
groups. Considering the poor fit of the five-factor model, the factorial structure of
the instrument needs to be tested in other samples with different features of age and
gender. More information about convergent and discriminant validity is also required
to confirm the adequacy of assessment of physical and emotional neglect and emotional
abuse by CTQ-SF.
Conclusions
This work described the psychometric properties of CTQ-SF in a sample of Portuguese
adults in the community. The original five-factor model was confirmed, although some
indices revealed poor fit. In line with previous studies with the instrument, we also
found poor internal consistency for the subscale of physical neglect, confirming the
need to revise this subscale. Further studies using CTQ-SF should include additional
measures for physical neglect.
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ANNEX I
ANNEX I

CTQ -SF
Questionário de Trauma Infantil – Versão Breve
Questionário de Trauma Infantil – Versão Breve
(Bernstein et al., 2003; Trad. e adapt. Dias et al., 2013)
et al., 2003; Trad. e adapt. Dias et al., 2013)
Encontra(Bernstein
abaixo um
conjunto de afirmações sobre a sua infância.
Encontra abaixo um conjunto de afirmações sobre a sua infância. Por favor classifique-as
Por favor classifique-as de acordo com o que viveu nessa fase da sua vida.
CTQ -SF
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As pessoas da minha família chamavam-me nomes
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(estúpido(a),
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tanto que
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que ir
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que
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não tinha
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suficiente.
2 EuSabia
que havia
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para me cuidar e proteger.

2

Sabia que havia alguém para me cuidar e proteger.

6
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não
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cuidardadafamília
famíliaporque
porque se
OsOs
meus
pais
não
conseguiam
se embriagavam
ou
drogavam.
embriagavam ou drogavam.
Havia alguém na minha família que me ajudava a sentir
Havia alguém na minha família que me ajudava a sentir
5 especial ou importante
especial
ou importante
Tinha
que usar
roupas sujas.

7

6 Senti-me
Tinha que
usar roupas sujas.
amado(a).

4
5

8
9
10

Achava que os meus pais preferiam que eu nunca

A minha família parecia quase perfeita.

Na minha família batiam-me tanto que tinha que ir

11 9 Na minha família batiam-me tanto que me deixavam
ao hospital
ounódoas
ao médico.
pisado
ou com
negras no corpo.
12 10 Batiam-me
com
um
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um pau,
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tanto que
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As Na
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que me
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ou
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15 12 Acredito que fui fisicamente maltratado.

14

outras coisas que me magoavam.

16

Tive uma óptima infância.

17
18

Batiam-me tanto que um professor, um vizinho ou
um médico chegou a dar‑se conta disso.
Sentia que na minha família alguém me odiava.

19

As pessoas da minha família eram unidas.
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Eu não tinha comida suficiente.

Poucas vezes

�

1

Nunca

�

Na minha infância e juventude...

Nunca
�

Na minha infância e juventude...

3

Poucas vezes

de acordo com o que viveu nessa fase da sua vida.
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20

22

Tentaram tocar-me ou obrigaram-me a tocar alguém
sexualmente.
Ameaçaram magoar-me ou contar mentiras sobre
mim se eu não fizesse algo sexual.
Tive a melhor família do mundo.

23

Tentaram forçar-me a fazer ou a assistir a algo sexual.

24

Alguém me assediou.

25

Acredito que fui maltratado(a) emocionalmente.

26

Havia alguém para me levar ao médico quando eu precisava.

27

Acredito que fui abusado sexualmente.

28

A minha família foi uma fonte de força e apoio.

21
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Annex II
Results of Principal Component Analysis – factor loadings and communality of CTQSF in a sample of 746 adults in the Portuguese community
Factor Loadings
Items

I

II

III

IV

V

2

h

13. Cuidar uns dos outros (R)

.743

.571

28. Fonte de apoio e suporte (R)

.727

.697

26. Levar ao médico se necessário (R)

.689

.540

2. Ter alguém que cuidava e protegia (R)

.664

.445

5. Especial ou importante (R)

.650

.459

19. Eram chegados (R)

.621

.576

7. Sentir-se amado (R)

.593

.446

23. Tentar contacto sexual

.884

.785

21. Ameaças em contexto sexual

.846

.767

27. Sexualmente abusado

.694

.554

20. Tocar sexualmente

.650

.514

24. Ser assediado

.586

.451

14. Insultaram
3. Chamaram nomes…
25. Abusado emocionalmente
8. Desejarem que nunca tivesse nascido
18. Detestavam

.770

.643

.685

.498

.597

.603

.558

.409

.428

.255

11. Ter nódoas negras por lhe terem batido

.788

.732

17. Ser espancado e alguém notou

.717

.632

15. Fisicamente abusado

.659

.701

12. Batido com objetos duros

.630

.573

6. Vestir roupas sujas

.708

.540

9. Ser espancado e ter que ir ao medico

.550

.413

1. Não ter comida suficiente

.429

.233

4. Pais drogados ou alcoolizados
.409
.191
Notes: Factor I- Emotional neglect; Factor II-Sexual abuse; Factor III – Emotional abuse; Factor IV-Physical
abuse; Factor V-Physical neglect.
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Abstract
Child maltreatment (CM) is associated with poor long-term health outcomes. However,
knowledge about CM prevalence and related consequences is scarce among adults in
South European countries. We examined the self-reported prevalence of five different
forms of CM in a community sample of 1,200 Portuguese adults, and we compared
the results with similar samples from three other countries, using the same instrument.
We also explored the relationship between CM and psychological symptoms. Crosssectional data using the Childhood Trauma Questionnaire–Short Form and the Brief
Symptom Inventory were analyzed. Moderate or severe CM exposure was self-reported
by 14.7% of the sample, and 67% was exposed to more than one form of CM. Emotional
neglect was the most endorsed experience, with women reporting greater emotional
abuse and men reporting larger physical abuse. Physical and sexual abuse were less selfreported by Portuguese than by American or German subjects. CM exposure predicted
12.8% of the psychological distress. Emotional abuse was the strongest predictor for
psychological symptoms, namely for paranoid ideation, depression and interpersonal
sensitivity. Emotional abuse overlapped with the exposure to all other CM forms,
and interacted with physical abuse, physical neglect and emotional neglect to predict
psychological distress. Low exposure to emotional abuse was directly associated with
the effects of physical abuse, physical neglect and emotional neglect to predict adult
psychological distress. Verbal abuse experiences were frequently reported and had the
highest correlations with adult psychological distress. Our results underline the potential
hurtful effects of child emotional abuse among Portuguese adults in the community.
They also highlight the need to improve prevention and intervention actions to reduce
exposure and consequences of CM, particularly emotional abuse.
Keywords: childhood maltreatment, emotional abuse, community adults, Portugal,
psychological symptoms.
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Introduction
Childhood Maltreatment

The World Health Organization (WHO) considers child maltreatment (CM) as a public
health priority within the scope of violence prevention (Krug, Dahlberg, Mercy, Zwi, &
Lozano, 2002). Despite the measures taken by European countries to protect children
from violence and child abuse, effective prevention still demands strong improvements
(Puras, 2011).
CM includes serious negative early experiences with caregivers that may harm,
potentially harm or threat the physical, social and/or mental development of the child
(Gilbert, Widom, et al., 2009). CM includes several forms of mistreatment. Emotional
abuse refers to a persistent pattern of emotional ill-treatment that results in significant
adverse effects to the emotional development. Physical abuse implies the use of physical
force that results in harm or has the potential to harm. Sexual abuse consists of any
completed or attempted sexual contact of a caregiver with a child. Neglect (physical
and/or emotional) is the failure to provide adequate care in order to fulfill the child´s
basic needs, such as adequate nutrition, hygiene, shelter and safety, education, medical
care and emotional needs (Gilbert, Widom, et al., 2009).
CM experiences are repetitive and prolonged in time, and except for sexual abuse,
usually perpetrated by parents or caregivers. Overlapping exposure to different forms of
CM is also frequent (Chiu et al., 2013). Estimated prevalence rates for CM in Europe
are 22.9% for physical abuse, 29.1% for emotional abuse, 9.6% for sexual abuse (13.4%
girls and 5.7% boys), 16.3% for physical neglect and 18.4% for emotional neglect
(Sethi et al., 2013). Exposure to emotional abuse was found to be the most prevalent
and challenging form of CM, appearing often with other CM forms (Hibbard, Barlow,
MacMillan, & the Committee on Child Abuse and Neglect and American Academy of
Child and Adolescent Psychiatry, 2012). Yet, emotional abuse of a child is difficult to
target, requiring improvement in detection and intervention tools (Glaser, 2011).
It has been stated that officially ascertained CM accounts for less than one tenth of the
occurred cases (Gilbert, Widom, et al., 2009). Self-reported and retrospective assessment
methods have been considered less effective, since results can be distorted by memory
degradation or by mood congruent responses. However, they are necessary tools to
identify the broader spectrum of CM (Brewin, Andrews, & Gotlib, 1993). Additionally,
studies have confirmed that CM self-reported data are stable across time (Pereira da
Silva & da Costa Maia, 2013) and are also good predictors of adult psychopathology in
comparison with prospectively or officially ascertained CM (Scott et al., 2012).
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CM prevalence studies in European community populations are scarce and mainly
focused on sexual or physical abuse (Gilbert, Widom, et al., 2009). Because of the large
differences in prevalence rates, comparison across countries should use ideally the same
instruments in similar population and analyze diverse psychosocial outcomes (Briere &
Jordan, 2009).
Childhood Maltreatment Consequences

Consequences such as increased risk for depression, suicide attempts, substance use,
and sexual risk behaviors have been found in CM-exposed adults, with emotional abuse
having the larger effects (Norman et al., 2012). CM has been associated with poor longterm physical health outcomes (Springer, Sheridan, Kuo, & Carnes, 2007; Wegman
& Stetler, 2009) and psychopathology (MacMillan et al., 2001), independently of the
assessment method (Scott et al., 2012).
Several psychological symptoms were linked to CM exposure. Physical abuse was
related to aggressive behavior, social inhibition, and delinquency (Kaplan, Pelcovitz,
& Labruna, 1999), while sexual abuse has been associated with anxiety, depression,
maladaptive sexual behaviors and sleep disturbances (Briere & Runtz, 1990). Neglect
was associated with anxiety, depression, somatization, paranoia, and hostility and
was also a significant predictor for general psychological problems (Gauthier, Stollak,
Messé, & Aronoff, 1996). Emotional abuse has been considered as a predictor for
later psychological problems and poor health outcomes (Irving & Ferraro, 2006;
Spertus, Yehuda, Wong, Halligan, & Seremetis, 2003). Symptoms such as negative
self-evaluation, anxiety, interpersonal sensitivity, and depression have been consistently
associated with emotional abuse (Briere & Runtz, 1990). It has been suggested that
negative consequences of other maltreatment forms (such as sexual and physical abuse)
might be related with an overlapped exposure to emotional abuse (Riggs & Kaminski,
2010). Teicher and colleagues found that parent verbal aggression has moderate to
large associations with dissociation, limbic irritability, depression, and anger hostility in
healthy community adults (Teicher, Samson, Polcari, & McGreenery, 2006). They also
verified that emotional maltreatment has stronger associations with psychiatric sequelae
than physical maltreatment. Adult insecure attachment styles and maladaptive cognitive
schemas were found to be mediating factors between CM and psychiatric disorders
(Bifulco et al., 2006; Wright, Crawford, & Del Castillo, 2009).
There is growing evidence showing that CM related clinical conditions have specific
therapeutic demands (Teicher & Samson, 2013). Therapeutic interventions have been
developed for children, adolescent and adults (Dorrepaal et al., 2010; Leenarts, Diehle,
Doreleijers, Jansma, & Lindauer, 2013). Phase-oriented interventions including psychoeducation and affect regulation are suggested as effective in reducing symptoms among
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CM exposed subjects suffering from post-traumatic stress disorder (Dorrepaal et al.,
2010; Leenarts et al., 2013). However, there is a paucity of knowledge about what
can be done to prevent disturbances in CM exposed subjects. Therefore, data on CM
prevalence and associated impairment may inform public health services about the most
harmful forms of CM and specific programs to foster resilience among CM exposed
adults.
A wide range of psychological problems have been identified in CM exposed adults. As
suggested by Belsky, CM exposure occurs in a context that will influence its potential
consequences (Belsky, 1980). Additionally, CM forms may occur simultaneously, making
it difficult to disentangle their independent consequences. Nevertheless, knowledge
about CM prevalence and its psychological correlates among adults in the community
is required in order to tailor preventive and intervention programs.
Portuguese Context

In 2003, Portugal was one of the countries in the industrialized world with the worst
levels of child protection because of the death rate of 3.7 from maltreatment and 17.8
from all injuries per 100,000 children (UNICEF, 2003). Countries with similar cultures
such as Spain (1/100,000), Italy or Greece (2/100,000) reported lower rates. Risk factors
were identified in the Portuguese population, namely poverty and low education levels,
comparing with other European countries (Eurostat, 2010). Mental health disorders
were also found in 23% of the adult community population (Paulo, 2010), while only
1.7% was found looking for treatment (Caldas de Almeida, 2009).
Nevertheless, studies using the Childhood History Questionnaire (Milner, 1990)
concluded that Portugal registered lower rates for sexual abuse (2.6% vs 12.2% for
Spain, 10% for the United States) and for physical abuse with injury (9.5% vs 15.2%
for Spain, 20.5% for the United States) (Figueiredo et al., 2004). It was also found that
25.9% of North Portuguese parents reported abusive behaviors toward their children
(22.4% emotionally and 12.3% physically) (Machado, Gonçalves, Matos, & Dias,
2007).
Official CM prevalence rates for children are made available in Portugal by the agencies
for youth protection (National Commission of Protection of Children and Youth at
Risk). In 2012 69,007 cases were followed, a number that represents about 2.3% of the
total number of children aged between 0 and 18 years. Exposure to neglect was detected
in 30%, physical abuse in 6.3%, emotional abuse in 5.3% and sexual abuse in 2.2%
of the registered cases. Remaining cases were followed because of school dropouts, risk
behaviors or abandonment of children (Comissão Nacional de Protecção de Crianças
e Jovens em Risco, 2012). However, these rates might underrepresent the true scale of
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the problem because of the clandestine nature of CM and the difficulties in detecting
it. Thus, the extend of the problem can be better captured through the study of past
CM reported by adults. To our knowledge, no data are available about CM rates and its
potential consequences in adults from the community in Portugal.
Research Goals

Considering the lack of CM studies within South European countries and bearing in
mind the Portuguese social and economic context, we are in need of knowledge about
CM prevalence and its potential consequences among community adults. Our study
has three main goals: (1) to analyze the self-reported CM prevalence in a sample of
Portuguese community adults, (2) to compare it with other countries using the same
instrument, and (3) to study the relationship between CM and psychological symptoms
in the Portuguese sample.
Method
Participants

A sample of 1,213 subjects, aged between 18 and 65 years, participated in the study.
Data were collected between 2008 and 2010 within the larger project “Children of
Colonial War: Post Memory and Representations”, developed at the Centre for Social
Studies, Coimbra University, Portugal. Subjects were recruited using the snowball
technique in three different parts of the country: Oporto University (17.75%), Centre
for Social Studies (36.25%) and Santa Margarida Military Camp (46%). Subjects agreed
to participate after explanation about the research purposes exposed in the informed
consent. Two inclusion criteria were considered: Portuguese nationality and 18 years or
older. No data are available on no-response rates.
Sample demographics are detailed in Table 1. The proportion of men and women is
equivalent to the Portuguese population (c21200,1 = 2.043, p = .1529). The sample differs
from the Portuguese population in terms of age, education, marital status, and job
status. The respondents are younger (c 21200,3 = 118.427, p = .001; more subjects are aged
between 18 and 24 years, and fewer subjects are older than 65 years), more frequently
single (c 21200,2 = 6.469, p = .0394), with more years of education c21200,3 = 95.806, p =
.001, with fewer subjects with 4 years or less of education and more subjects with higher
education), and more employed (c 21200,3 = 51.404, p = .0001, with fewer unemployed
people, students, and pensioners). Portuguese community characteristics were obtained
at the National Institute of Statistics (Instituto Nacional de Estatistica, 2011).
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Table 1.Sample Demographics
N

%

Male

648

54.0

Female

533

44.4

Missing

19

1.6

18–24

411

34.3

25–50

467

38.9

51–65

231

19.3

>65

69

5.8

Missing

22

1.8

Single

549

45.8

Married/living with partner

586

48.8

Separated/divorced/widowed

39

3.3

Missing

26

2.2

Gender

Age (M = 37.43, SD = 16.95), years

Marital status

Education
4 years or less

112

9.3

Between 5 and 9 years

256

21.3

Between 10 and 12 years

330

27.5

Higher education

470

39.2

Missing

32

2.7

Employed

901

75.0

Student

157

13.0

Unemployed

23

2

Pensioner/retired

62

5.2

Missing

57

4.8

Employment status

Design and Materials

This is a cross-sectional study using self-reported retrospective instruments. We used
the Childhood Trauma Questionnaire–Short Form (CTQ-SF) (Bernstein et al., 2003) to
assess CM exposure and the Brief Symptom Inventory (BSI) (Derogatis & Melisaratos,
1983) to measure psychological symptoms and distress. In addition, the research
protocol included the informed consent and a short interview with sociodemographic
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questions such as age, marital status, living area, and employment. Data collection was
approved by the Ethical Commission of the Military Hospital of Coimbra and also by
the Portuguese Commission for the Data Protection.
The Childhood Trauma Questionnaire – Short Form
The CTQ-SF, developed by Bernstein and colleagues (Bernstein et al., 2003) is one
of the most utilized CM assessment instruments across different cultures (Baker &
Maiorino, 2010). It is considered a gold standard instrument to assess self-reported CM
because it is user-friendly and non-intrusive, assesses different forms of CM exposure
and is sensitive to the severity of CM (Hernandez et al., 2012).
The CTQ-SF assesses five different forms of CM described by 25 items — emotional
abuse, sexual abuse, physical abuse, emotional neglect, and physical neglect. Each
subscale includes five items, classified into a five-point Likert scale (1 = never true, 2
= rarely true, 3 = sometimes true, 4 = often true, 5 = very often true). CTQ-SF presented
Cronbach’s alpha values varying between .61 for physical neglect and .95 for sexual abuse
in clinical populations (Bernstein et al., 2003) and between .58 for physical neglect and
.94 for sexual abuse (Scher et al., 2001) in community samples. Results on time stability,
convergence, and discriminant validity were considered good (Roy & Perry, 2004).
The CTQ-SF psychometric properties were studied in Portuguese community subjects
(Dias et al., 2013). The original five-factor model for the instrument was confirmed in a
sample of 746 subjects. Cronbach’s alpha varied between .47 for physical neglect, .71 for
emotional abuse, .72 for sexual abuse, .78 for physical abuse, .79 for emotional neglect
and .84 for the overall scale. Time stability, discriminant and convergent validity were
also tested and were considered acceptable.
Two different strategies were used to summarize the CTQ-SF results: CM endorsement,
identified by item scores larger than 1, and moderate or severe CM exposure, classified
by scores above moderate or severe in each subscale, accordingly with the cut-off points
suggested by the CTQ authors (Bernstein et al., 1997): emotional abuse ≥ 13, physical
abuse ≥ 10, sexual abuse ≥ 8, emotional neglect ≥ 15, and physical neglect ≥ 10. For
the overall CTQ-SF score, we used the value of the average summed to one standard
deviation to identify subjects moderately or severely exposed to CM.
The Brief Symptom Inventory
The BSI is a self-reported measure for psychological symptoms. It includes 53 items,
grouped in nine clinical scales (somatization, obsession, interpersonal sensitivity,
depression, anxiety, hostility, phobic anxiety, paranoid ideation, and psychosis) and three
global indices that suggest a generic level of mental health suffering (Global Severity
Index, Positive Symptom Total, Positive Symptom Index). Symptoms can be classified
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accordingly with the frequency they occur (never, rarely, sometimes, many times, and often).
Global Severity Index (GSI) represents a measure of general psychological distress. Thus
we used it as an overall score for psychological distress. Psychometric studies suggested
good internal validity, with Cronbach’s alpha values varying between .71 and .85 and
test–retest validity values ranging between .68 and .91 (Derogatis & Melisaratos, 1983).
Psychometric properties of the BSI in the Portuguese population were examined in
a sample of 404 subjects, including clinical and non-clinical population (Canavarro,
1999). Reliability and construct validity were analyzed through the study of the internal
consistency and correlations between items and scales, showing good results in both
fields. Correlations between items and scales presented values between .29 and .78.
Cronbach’s alpha values varied between .62 for psychosis and .80 for somatization. The
BSI is generally considered an excellent tool to assess psychopathology (de Beurs &
Zitman, 2006).
Self-reported CM in different countries
In order to explore differences in CM prevalence among countries, we searched for
studies analyzing similar samples and using the same assessment tool. Studies were
found for the United States (Scher et al., 2001), the Netherlands (Thombs et al.,
2009) and Germany (Klinitzke et al., 2012). Data from USA were collected in the
metropolitan area of Memphis through telephonic interviews. Subjects aged between 18
and 65 years were selected using a random-digit-dialing with balanced proportions of
men and women. For the Netherlands, results were found for a non-clinical sample of
adults, aged between 18 and 70 years. Subjects were recruited through personal contacts
of researchers and by public advertisements. For Germany, data were collected in a
representative sample of subjects aged between 14 and 90 years old. Data were obtained
by personal visits to previous selected households. Sample size, mean age and results of
CTQ-SF subscales for the different countries are described in Table 4.
Statistical Analysis
Data were analyzed using the SPSS (version 17) and M-plus (version 6.11). CM
prevalence was analyzed through the study of the CTQ-SF score frequencies. T test
was applied to compare male and female scores. ANOVA was used for the CTQ-SF
subscale comparisons among countries. Spearman correlations were calculated to
study the relationship between CM items and psychological distress. Effects of CM on
psychological distress and symptoms were tested using simple and stepwise regression,
and path analyses.
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Results
Data Analyses

Data were inspected for missing values, outliers, multivariate normality, and
multicollinearity. Of the 1,213 subjects who participated in the study, 13 were removed
because they filled less than 90% of the protocol, 1,044 completed all questions, and
the remaining missing values were imputed with the average score for the corresponding
variable in the overall group; there were no variables with more than 1% of missing
values. Outliers were detected using the Mahalanobis distance, which indicated the
existence of 38 multivariate outliers; however, they were admitted as part of the sample
considering that among community subjects the existence of a set of subjects with high
CM exposure is expected (Tabachnick & Fidell, 2007).
Adult CM Prevalence in the Portuguese sample

Figure 1 shows that 14.7% of the sample reported moderate or severe CM exposure
while 88.7% self-reported some CM endorsement, as indicated in the Figure 1A. About
11% of subjects were not exposed to any CM experience, and 67% have been exposed
to more than one form of CM (Figure 1B). Items assessing positive experiences, which
are scored with reversed rates, such as “There was someone in my family who helped me feel
important or special” and “People in my family looked out for one another.” were the most
self-reported. Looking into the group of items with direct scoring, 47.7% of the sample
self-reported insults by family members (“People in my family said hurtful things or
insulting...”), which also has the highest correlation with GSI (r = .304 with p < .01). The
items “I believe that I was emotionally abused” and “Family members called me things like
‘stupid’...” have also the highest significant correlations with the Global Severity Index
(r = .281 and r = .241, with p < .01). All CTQ-SF items are significantly correlated with
distress, except two items of physical abuse (“I got hit so hard by someone in my family that
I had to see a doctor or go to the hospital” and “I got hit or beaten so badly that it was noticed
by someone like a teacher...”). For a detailed view of the results, see Table 2.
Emotional neglect and emotional abuse were the most self-reported CM experiences,
while sexual abuse was the least one (Table 3). Spearman correlations between CTQ-SF
subscales were all statistically significant, varying between .494 for emotional neglect
and physical neglect, and .133 for sexual abuse and physical abuse/physical neglect.
The larger correlations were found between emotional neglect and physical neglect,
emotional abuse and emotional neglect (r = .479) and between physical abuse and
emotional abuse (r = .356). About 52% of subjects were exposed to emotional neglect
and cumulatively to emotional abuse. Exposure to emotional abuse also overlapped with
exposure tot physical abuse, sexual abuse and physical neglect (Figure 2). Significant
differences between men and women were found for emotional and physical abuse:
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Endorsement

Moderate or higher

CTQ total

88.7

Sexual Abuse

8 2.3

Physical Abuse

14.7

Not
exposed:
11.1

Five: 2.7

Four:12.2
21.8 3.2

Physical Neglect

44

Emotional Abuse

57.6

Emotional Neglect

80.5

11

One: 21.2

Three:
23.1

3.2
10.5

A

Two: 29

B

Figure 1.Percentage
of subjects:
A – Reporting
any CM any
experience/endorsement
(gray) and moderate
Figure 1. Percentage
of subjects:
A – Reporting
CM experience/endorsement
or severe CM
exposure
(black);
– Reporting
exposure
to different
amounts
of CM
(gray)
and moderate
or Bsevere
CM exposure
(black);
B – Reporting
exposure
to forms (from not
exposed until
exposed
to allofassessed
different
amounts
CM formsforms)
(from not exposed to exposed to all assessed forms).

women self-reported more emotional abuse (t = 4.266 with p < .000), and men selfreported greater physical abuse (t = -2.537 with p < .011).
Comparison of self-reported CM among countries

Comparing the results among countries, lower sexual and physical abuse was reported in
Portugal than in the USA or Germany. However, Portugal and USA registered the largest
scores for emotional abuse. No significant differences were found between Portugal and
the Netherlands for emotional, sexual, and physical abuse as well as emotional neglect.
Portugal and the Netherlands only differed in physical neglect, with Portuguese subjects
self-reporting less physical neglect than Dutch. according to the CTQ-SF results, German
subjects scored higher for emotional and physical neglect, comparing with Portuguese,
Dutch, and American subjects. For emotional neglect, Portuguese and Dutch scored
higher than American but lower than German subjects. For physical neglect, Portuguese
subjects scored lower than German and higher than Dutch and American subjects.
Table 4 shows detailed results for the four above-mentioned countries.
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Table 2.Percentage of subjects exposed to the experiences (Listed in CTQ-SF) and Spearman
correlations with psychological distress (GSI; Measured by BSI)
When I was growing up . . .

%

R

1. I did not have enough to eat.

31.6

.182**

2. I knew someone was there to take care of me and protect me. (R)

22.1

.064*

3. Family members called me things like “stupid,” “lazy,” “ugly,” etc.

28.6

.241**

4. My parents were too drunk or drugged to take care of my family.

4.3

.103**

5. There was someone in my family who helped me feel important or special. (R)

62.8

.127**

6. I had to wear dirty clothes.

13

.153**

7. I felt loved.(R)

37.8

.145**

8. I thought that my parents wished I had never been born.

9

.164**

9. I got hit so hard by someone in my family that I had to see a doctor.

3.3

.048, ns

10. My family was perfect. (D)

68.8

-.122 **

11. People in my family hit me so hard that it left me black and blue.

7.9

.157**

12. I was punished with a belt, a piece of wood, a rope, or some other hard object.

6.1

.135**

13. People in my family looked out for one another. (R)

50.6

.124**

14. People in my family said hurtful or insulting things to me.

47.7

.304**

15. I believe that I was physically abused.

10.7

.179**

16. I had a perfect childhood. (D)

55.2

-.226**

17. I got hit or beaten so badly that it was noticed by someone.

2.4

.047, ns

18. I felt that someone in my family detested me.

10

.142**

19. People in my family were close to one another. (R)

53.8

.199**

21. Threatened to hurt me or tell lies about me.

0.7

.066*

22. I had the best family in the world. (D)

56.5

-.179**

23. Someone tried to make me perform sexual things or watch.

1

.085**

24. Someone molested me.

5.9

.116**

25. I believe that I was abused emotionally.

19.5

.281**

26. There was someone who could take me to the doctor if I needed it. (R)

15.6

.084**

27. I believe that I was abused sexually.

1.2

.073*

28. My family was a fountain of strength and support. (R)
41.4 .178**
Note. *p ≤ .05; **p ≤ .01; ns, correlation no statistically significant. Items identified with D provide data
on denial or minimization, and those identified with R have inverted scores. Percentages accounted replies
with frequency higher than never true for regular items, and lower than always true for the reversed (R) and
minimization or denial (D) items. Spearman correlations are significant at .05(*) and .01(**) levels for the
two tailed test. GSI – Global Severity Index.
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Figure 2.Venn diagram for percentages of overlapped exposure with emotional abuse. EA – emotional
abuse; EN – emotional neglect; PA – physical abuse; PN – physical neglect; SA – sexual abuse. a) 52.1%
Figure 2. Venn diagram for percentages of overlapped exposure with emotional

(EA, EN); b) 29.8% (EA, PN); c) 29% (EA, PN, EN); d) 20.3% (EN, PN); e) 17.5% (EA, PA); f) 17.1% (EA, PA,
abuse. EA – emotional abuse; EN – emotional neglect; PA – physical abuse; PN –

EN); g) 6.7% (EA, SA, PN); h) 5.2% (PN, SA)

physical neglect; SA – sexual abuse. a) 52.1% (EA, EN); b) 29.8% (EA, PN); c) 29%
(EA, PN, EN); d) 20.3% (EN, PN); e) 17.5% (EA, PA); f) 17.1% (EA, PA, EN); g)

Table 3.Comparison of child maltreatment scores in male and female groups
6.7% (EA, SA, All
PN); h) 5.2% (PN,Female
SA).

CTQ subscales

n = 1,200

n = 533

Male

t test

n = 648

female vs male

M

SD

M

SD

M

SD

T

p

Emotional neglect

9.15

3.84

9.10

3.73

9.22

3.93

-0.529

.597

Emotional abuse

6.67

2.38

7.00

2.52

6.41

2.22

4.266

.000

Physical neglect

6.62

2.42

6.61

2.31

6.64

2.51

-0.232

.816

Physical abuse

5.58

1.62

5.44

1.28

5.69

1.85

-2.537

.011

Sexual abuse

5.17

0.89

5.22

1.09

5.13

0.69

1.817

.069

CTQ total

33.21

8.08

33.39

7.73

33.10

8.37

0.622

.534

Table 4.Comparison of the community CTQ-SF results in the United States1, the Netherlands2,
Germany3, and Portugal4
Countries

USA1

NL2

GER3

PT4

N

1,007

227

2,500

1,200

M (SD)
Age

39.52(13.0) 33.5(13.8) 50.6(18.6) 37.4(16.9)
F

p

EA

6.7 (3.3)

6.8 (2.7)

6.5 (2.6)

6.7 (2.4)

3.063

.027

PA

6.6 (3)

5.5 (1.5)

5.9 (2.2)

5.6 (1.6)

41.514

.000 USA > GER > NL, PT

SA

5.4 (2)

5.4 (1.6)

5.4 (1.7)

5.2 (0.9)

4.691

.003

EN

6.9 (3.5)

9.5 (3.5)

10.0 (4.2)

9.1 (3.8)

PT, USA > GER
USA, GER > PT

148.933 .000 GER > NL, PT > USA

PN
6.2 (2.1)
6.3 (1.8) 8.1 (3.0) 6.6 (2.4) 172.448 .000 GER > PT > NL, USA
Notes: CTQ-SF subscales: EA, emotional abuse; PA, physical abuse; SA, sexual abuse; EN, emotional
neglect; PN, physical neglect.
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Relations between CM and psychological symptoms
Spearman correlations between CM forms and psychological symptoms were all
statistically significant, varying between .348 for emotional abuse and paranoid ideation,
and .074 for sexual abuse and obsession. Correlations were larger between emotional
abuse and psychological symptoms than for other forms of CM.
A stepwise multiple regression was conducted in order to identify the best group of
CM predictors for psychological suffering (GSI). At step one, GSI was predicted by
emotional abuse, explaining 11.3% of variance (F (1,1198) = 152.10, p <= .000). At step
2, physical neglect was included in the model, with a contribution of .9% of explained
variance (R2change = .009; F (1,1197) = 12.854, p <= .000). At step three, sexual abuse
contributed with .4% of explained variance (R2change = .004, F (1,1196) = 4.953, p <=
.026). Together, emotional abuse, physical neglect and sexual abuse explained 12.6%
of psychological distress (F (3, 1196) = 57.323, p <= .000). Interaction effects between
emotional abuse and other CM forms were studied using regression analysis of centered
values for CM forms and its cross products. Significant interactions were found for
physical neglect (t = -3.187, p <= .001, β = -.099), physical abuse (t = -3.232, p <=
.001, β = -.129) and emotional neglect (t = -3.064, p <= .002, β = -.110), but not for
sexual abuse (.t = -.588, p <= .557). Scatter plots were produced in order to study the
interaction effects in two levels of emotional abuse: low exposure (sum for subscale
item scores <= 13) and moderate or severe exposure (sum for subscale item scores >
13). Different patterns of relation were found: for low exposure to emotional abuse, the
effects of emotional neglect, physical neglect and physical abuse were directly related
with adult psychological distress; for moderate or severe exposure, an inverse relation
was found between the severity of these CM forms and psychological distress, as it is
shown in Figure 3.
Significant interactions were found for physical abuse, physical neglect and emotional
neglect with emotional abuse. Emotional abuse was found to mediate the effects of
other forms of CM. Regression analysis that 12.8% of psychological distress (measured
by the GSI of the BSI) was predicted by CM exposure (p < .000) (Table 5). Emotional
abuse, physical neglect and sexual abuse were significant predictors, with emotional
abuse having the larger standardized regression weight (β = .324, with p < .000). Despite
sexual abuse being found a significant predictor for psychological distress (GSI), it had
a small regression weight (β = .061 with p < .028).
We confirmed that all psychological symptoms were predicted by CM exposure
through path analysis, as shown in Table 5. Effect sizes varied between .14 for paranoid
ideation and .058 for phobia, with p ≤ .000). The largest effect sizes were found for
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Figure 3.Scatter plots of psychological distress (Y) and child maltreatment subtypes (X) including
Figure 3. Scatter plots of psychological distress (Y) and child maltreatment subtypes (X)

regression lines for low (solid line) and moderate/severe (dashed line) emotional abuse

including regression lines for low (solid line) and moderate/severe (dashed line) emotional

abuse.
paranoid
ideation, depression, interpersonal sensitivity, and psychosis. Emotional abuse
significantly predicted all of the assessed psychological symptoms, with regression
weights varying between .353 for paranoid ideation and .183 for phobic anxiety (with
p ≤ .000). Excluding for psychosis, physical neglect was also a significant predictor, but
with smaller regression weights (varying between .155 for somatization, p < .000, and
.065 for psychosis, p < .046). Physical neglect effects were higher for somatization (β =
.155), anxiety (β = .141), and phobic anxiety (β = .141). Although the regression weights
for sexual abuse were lower than for emotional abuse and physical neglect, they were
significant for depression, anxiety, paranoid ideation, psychosis, and phobic anxiety.
Emotional neglect and physical abuse were no significant predictors. For a detailed view
of results, see Table 5.
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Table 5.Results predicting psychological symptoms and distress (BSI) by child maltreatment subscales
(CTQ-SF)
CTQ-SF (Predictors)
BSI

EA

EN

PN

PA

SA

R2

Model
SE

β

β

β

β

β

§

GSI

.128***

.090

.324***

-.053

.129***

-.028

.061*

Somatization

.070***

.014

.193***

-.045

.155***

-.008

.047

Obsession

.076***

.015

.257***

-.051

.123***

-.024

.024

Int. Sens.

.125***

.018

.353***

-.050

.091**

-.039

.032

Depression

.128***

.018

.318***

-.034

.126***

-.050

.084**

Anxiety

.087***

.016

.251***

-.058

.141***

-.040

.075**

Hostility

.083***

.015

.266***

-.065

.118***

-.004

.014

Ph. anxiety

.058***

.013

.185***

-.059

.141***

-.025

.065*

Paranoid id.

.140***

.019

.357***

-.022

.065*

-.034

.068*

Psychosis
.107***
.017
.292***
-.030
.057
-.011
.068*
§
Note: - Global severity index; Int. Sens. – interpersonal sensibility; Ph. Anxiety – phobic anxiety; Paranoid
id. – paranoid ideation. *p ≤ .05. **p ≤ .01 and ***p ≤ .001.

Discussion
Prevalence of child maltreatment in Portuguese adults

Our study analyzed the self-reported prevalence of CM in a community sample of
Portuguese adults. Approximately 14.7% reported moderate or severe CM exposure,
while 67% have been exposed to more than one CM forms. Emotional neglect was the
most endorsed CM form, but emotional abuse was also highly reported and showed
the largest correlations with psychological symptoms. Exposure to emotional abuse
occurred mainly together with emotional neglect, but also with physical neglect, sexual
abuse and physical abuse. These results are in line with previous studies stating that
exposure to diverse CM forms occurs commonly together (Chiu et al., 2013), and
that emotional abuse frequently overlaps other CM forms (Riggs & Kaminski, 2010).
They also underline the need to develop screening and intervention tools addressing
simultaneously various CM forms, and integrating specific actions for the detection and
management of emotional abuse.
Officially ascertained CM prevalence by the Portuguese agencies for children protection
is considerably lower (2.3%) compared with the rates in our sample of adults. Although
prevalence differences might be explained by the use of different CM definitions and
the comparison of different population cohorts (children versus adults), this finding is
in line with the one reported by Gilbert and colleagues (Gilbert, Widom, et al., 2009)
about the high rates of unreported cases by agencies for child protection. Thus, plans
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for prevention and intervention need to consider additional information sources about
CM detection, its prevalence and its effects, beyond the one provided by the agencies
for child protection.
Comparison among countries
CM self-reported exposure among Portuguese community adults, as assessed by the
CTQ-SF, was compared with findings from three other countries: USA, The Netherlands
and Germany. We found that the prevalence for sexual and physical abuse in Portugal
was lower than in the USA and Germany. These results confirm the previous findings
of Figueiredo and colleagues (Figueiredo et al., 2004), stating that Portugal have less
incidence of physical and sexual abuse, when compared with USA and Spain. However,
these results are incongruent with the UNICEF study that classified Portugal as one of
the countries with worst levels of children protection. The low adult self-reported rates
for physical abuse might be due to the social acceptance of physical punishment among
Portuguese subjects. Adults often regard physical punishment as a needed resource to
educate, thus not considering it as a CM experience (Machado et al., 2007). Another
reason may lie in the strong influence that Catholicism had in the Portuguese society.
The Catholic Church used the physical punishment to control misbehavior, and has
forbidden the disclosure of sexual themes. Those historical roots may still distort the
individual meaning of past experiences of sexual or physical abuse, specifically in
communities with low education levels.
Other CM prevalence differences were found among compared countries. Portugal and
USA had higher rates for emotional abuse, comparing with Germany. On the other
hand, Germany had higher scores for physical and emotional neglect. It is likely that
these differences are due to the mean age of the samples: the German sample is older
than the American or the Portuguese. Young adults might have lived with better life
conditions, and were probably more protected against neglect. However, such differences
may also be due to specific cultural characteristics.
Relations between CM and psychological symptoms

Childhood maltreatment exposure appeared to be significantly linked to psychological
symptoms in the analyzed sample, as suggested by previous studies. We found that
12.8% of psychological distress was explained by CM exposure. With regard to the
prediction of psychological symptoms, the larger effect sizes were found for paranoid
ideation, depression, interpersonal sensitivity and psychosis, with values ranging between
.14 and .10. The best set of predictors included emotional abuse, physical neglect and
sexual abuse, with emotional abuse having the strongest effect size, as we discuss further.
Although these effect sizes are small according to Cohen´s classification (Tabachnick &
Fidell, 2007), our results are important from a public health standpoint, since Portugal
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is registering a high prevalence of mental health disorders. Considering the multiple
causes of psychological distress, such as genetic predisposition and exposure to relevant
life events, the obtained effect sizes are meaningful, as we analyzed a community sample
and not at-risk groups.
Emotional neglect did not predicted psychological symptoms in our sample, only
physical neglect. These results are different from the ones obtained by Gauthier and
colleagues (Gauthier et al., 1996). Emotional and physical neglect exposure during
infancy can have different outcomes in adult functioning; thus, its consequences should
be analyzed separately. Physical abuse was not found to be a significant predictor for
psychological symptoms, results that are in line with Teicher´s and colleagues findings.
Physical neglect was a predictor for somatization, anxiety, and phobic anxiety. However,
because of the low internal consistency of this subscale, these results need replication.
Furthermore, sexual abuse was found to be a modest predictor for psychological
symptoms, having the larger effect sizes for depression and anxiety.
Emotional abuse predicted all psychological symptoms, with larger effect sizes for
interpersonal sensitivity, paranoid ideation and depression. This finding confirms
Teicher´s and colleagues standpoint (Teicher, Samson, Sheu, Polcari, & McGreenery,
2010) about the effects of emotional abuse in the development of adult psychiatric
sequelae (Teicher et al., 2006). Emotional abuse is a potential risk factor for
psychopathology among Portuguese community subjects, and it appears to be the most
harmful CM form. It may disturb the development of cognitive structures for social
interaction, providing a ground for the occurrence of symptoms having interpersonal
components (Bifulco et al., 2006; Wright et al., 2009).
Significant interaction effects with emotional abuse were found for physical abuse,
emotional and physical neglect, confirming previous findings by Briére and Runtz (Briere
& Runtz, 1990). However, the interactions we found had divergent patterns: when there
is a low exposure to emotional abuse, an increase in physical abuse, emotional neglect
and physical neglect directly increased psychological distress. Yet, for moderate or severe
levels of emotional abuse, an increase on physical abuse, emotional neglect and physical
neglect is accompanied by a decrease of psychological distress. These results highlight
the hurtful potential of low levels of emotional abuse when they are accompanied by
exposure to other CM forms. Nevertheless, for moderate or severe emotional abuse
exposure, other variables might have to be accounted to explain the obtained results.
Subjects exposed to moderate or severe emotional abuse and simultaneously to other
moderate or severe CM forms have a higher likelihood to being identified during their
infancy. Marks of physical abuse and physical neglect are often more easy to detect by
official agencies of children protection or by relatives and friends. Thus, this group of
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subjects might have had opportunities to stop CM exposure and restore their levels of
functioning in a way to prevent adult psychological distress. But for emotional neglect,
which is often an invisible CM form like emotional abuse, these mechanisms may not
apply.
Considering the harmful potential of CM, public health interventions to prevent
exposure in children and reduce potential consequences in adults should be reinforced.
Although particularly child emotional abuse is difficult to identify, its potential hurtful
effects make it a priority target in the scope of child maltreatment. Child and adolescent
mental health services may have an important role to inform how to recognize early signs
of child emotional abuse and how to prevent it. Glaser suggested that the combination
of emotional abuse and neglect occurs when there are “persistent, non-physical, harmful
interactions with the child by the caregiver, which include both commission and
omission” (Glaser, 2011, pg. 4). This author underlined that children´s needs must be
accounted for, instead of solely consider the caregiver-child interactions. According to
this perspective, the risk for emotional abuse and neglect may be detected in four layers:
the social environment, caregiver risk factors, caregiver-child interactions and child
functioning. Intervention opportunities are placed not only in the family, but also in the
community, integrating knowledge about risk and protective factors for both caregivers
and children. Such a framework (FRAMEA) might enlarge prevention possibilities
for emotional abuse exposure and offer suitable interventions for at risk children. Yet,
whenever prevention and intervention actions fail during childhood, public health care
systems may need to develop specific measures focused on adults to reduce the impact
of CM on poor long-term physical and mental health.
Limitations and strengths

Our study aimed to explore the prevalence and potential consequences of CM among
adults from a Portuguese community sample. Although we analyzed a large sample, it
was not randomly selected and it was merely representative in terms of gender. The use
of self-reported and retrospective CM assessment, the lack of control of variables such
as socioeconomic status, and the cross-sectional assessment of psychological distress
are characteristics that may reduce the ability to generalize our results. Additionally,
the recall of experiences of child abuse and neglect by disturbed adults might be less
accurate. However, using self-reported methods may add information about the notofficially ascertained CM cases, namely those that were never disclosed because of social
desirability or shame. Nevertheless, we recognize the importance of prospective studies
and multiple information sources to assess CM and its related consequences.
The comparison of adult self-reported CM among countries is important, since it may
elucidate about the efficacy of different prevention plans that are being implemented.
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Countries may learn from each other strategies to reduce the scope of CM. However,
the differences in age and socio-demographic characteristics of samples we compared,
and the different methods for data collection may also explain some of the founded
variations.
Despite some of the aforementioned artifacts, our study adds knowledge about the
impact of CM exposure in Portuguese adult community subjects and estimates adult CM
prevalence rates, using a well-known and robust instrument. It also provides prevalence
data on five CM forms and reveals information on the association between CM
experiences and psychological distress among Portuguese adults. Moreover, it confirms
the hypothesis that CM exposure is a risk factor for mental illness among community
adults, identifying emotional abuse as the CM form with the largest associated harmful
potential, in terms of psychological symptoms.
Future research should investigate the degrees of emotional abuse and/or verbal abuse
that trigger clinical levels of psychological distress and psychopathology in both male and
female subjects, as well as resilience factors among CM exposed subjects. Longitudinal
studies analyzing the independent and combined effects of emotional abuse will allow
a better understanding of its hurtful potential. More information is also required about
the cumulative effects of CM exposure with regard to different psychological symptoms,
and about the effects of chronic versus occasional CM exposure among Portuguese
subjects.
Conclusions
Moderate or severe levels of childhood maltreatment exposure were self-reported by
14.7% of adults from a Portuguese community sample; 67% of the sample identified
exposure to more than one CM form. Estimated CM prevalence in adults was far
beyond the one estimated by agencies for children and youth protection. Physical
abuse and sexual abuse were less self-reported in Portugal than in other countries like
United States or Germany, probably because of cultural specificities. Despite emotional
neglect was the most self-reported form of child maltreatment, emotional abuse was
found to be a significant predictor for psychological symptoms, with greater effect sizes
for paranoid ideation, depression, interpersonal sensitivity and psychosis. Emotional
abuse overlapped with exposure to other CM forms and significantly interacted with
physical abuse, physical neglect and emotional neglect to predict the severity of adult
psychological distress. Remarkably, low exposure to emotional abuse increased the
effects of other forms of child maltreatment to predict adult psychological distress,
which emphasizes its hurtful potential. Experiencing verbal abuse during childhood
was frequently self-reported and it was significantly correlated with adult psychological
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distress. Based on our results and bearing in mind previous studies, practical implications
may be drawn: preventive actions to reduce emotional abuse during childhood are
required; CM screening and intervention in children should target the emotional abuse
additionally to other CM forms; adult community subjects may need specific public
health interventions to mitigate childhood emotional abuse consequences.
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Abstract
Background/Objective: Childhood maltreatment (CM) has been associated with
revictimization and post-traumatic stress disorder (PTSD). However, this relation is
hardly examined in South European countries, and in community samples. We tested
these associations in a convenience sample of 1,200 Portuguese adults in the community.
Method: Data were collected using self-report questionnaires, the Post Traumatic
Diagnostic Scale (PDS) and the Childhood Trauma Questionnaire–Short Form (CTQSF). Odds ratios, logistic and hierarchical regression were used to analyze the data.
Results: Exposure to CM increased more than twofold the risk of being revictimized and
threefold a PTSD diagnosis. Highly prevalent traumatic events such as accidents were
associated with CM. More than 30% of adults with PTSD were exposed to emotional
abuse. After adjusting for demographics, emotional abuse remained a significant
predictor for revictimization and PTSD, having the largest effect on the prediction of
PTSD severity (β =.24).
Conclusions: Findings underline the injurious potential of emotional abuse during
childhood in adults in the community. More knowledge is needed about the mechanisms
linking CM with further traumatic exposure and PTSD across the lifespan to better
inform preventive and therapeutic actions.
Keywords: Childhood Maltreatment; Revictimization; Posttraumatic Stress Disorder;
Emotional Abuse; Ex-post facto study.
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Introduction
Although exposure to early adversity is accepted as risk factor for poor health across
lifespan, the underlying mechanisms for this relation remain hardly understood (Moffitt,
2013). Child maltreatment (CM) consists of abusive or neglectful acts perpetrated by
parents or caregivers, having the potential to “harm, potentially harm or threaten a
child” (Gilbert et al., 2009, p. 68). It has been associated with mental problems in
adults, particularly post-traumatic stress disorder (PTSD) (Breslau et al., 2014; Scott
et al., 2010). Although physical abuse (PA) and sexual abuse (SA) have been the most
studied CM forms, emotional abuse (EA), physical neglect (PN) and emotional neglect
(EN) occur as frequent as well. Based on a series of meta-analyses, estimated worldwide
prevalence was 177 for PA, 267 for EA, 113 for SA and 163 for neglect (N) per 1,000
inhabitants (Stoltenborgh et al., 2015).
Consequences of CM can remain relatively unnoticed in the short term and become
manifest in later life stages (Pratchett & Yehuda, 2011). CM takes place during sensitive
developmental periods, occurs mostly in chronic patterns and is frequently perpetrated
by emotionally important figures/persons (Pratchett & Yehuda, 2011). Such specificities
are thought to have consequences for the individual’s biological (e.g., sensitization of the
HPA-axis), cognitive and social functioning (e.g., negative cognitions about the self and
others, impaired intimate relationships), which have been found to be consistent risk
factors for PTSD (DiGangi et al., 2013).
The proposed version of the International Classification of mental health disorders
specified complex PTSD as resultant of exposure to chronic stressors, such as PA and
SA during childhood (Keeley et al., 2016). However, such stressors are often hidden by
subsequent traumatic events. Looking into the nature of symptoms and better assessing
pre-trauma risk factors can improve the prevention and the selection of treatment
protocols for PTSD (DiGangi et al., 2013; Keeley et al., 2016).
Revictimization refers to the exposure of subjects who were victimized during childhood
to subsequent traumatic events (TEs) (Widom, Czaja, & Dutton, 2008). Experiencing
adversity during childhood was found to increase the risk for exposure to additional
TEs across the lifespan (Miron & Orcutt, 2014; Widom et al., 2008). Sexual abuse and
PA were found to be predictive of revictimization in psychiatric inpatient men (Cloitre,
Tardiff, Marzuk, Leon, & Portera, 2001), in victims of substantiated CM (Widom
et al., 2008) and in a community sample (Desai, Arias, Thompson, & Basile, 2002).
Emotional abuse and SA during childhood predicted adult rape in college women, while
PA did not (Messman-Moore, Walsh, & DiLillo, 2010). In subjects with substantiated
CM, PA and SA and N predicted further exposure to TEs (physical assault/abuse, sexual
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assault/abuse, kidnapping and/or stalking and having a family/friend murdered or
commit suicide) (Widom et al., 2008).
Problems such as emotional dysregulation (Messman-Moore et al., 2010; Young &
Widom, 2014) and failure to discriminate non-threat and threat related cues (Chu,
Bryant, Gatt, & Harris, 2016) were found among CM exposed adults. These factors can
reduce the ability for subjects to identify risks and display adequate protective behaviors.
Sleeping disorders were also suggested to increase the risk for accidents among CM
subjects (Kendall-Tackett, 2002).
Although revictimization studies among CM victims do exist, findings are
overrepresented for women and for exposure to SA and PA (Widom et al., 2008). Analyzed
samples are frequently biased: they consisted of substantiated cases and/or economically
disadvantaged groups which have an increased risk for exposure to cumulative adversity,
or – the opposite – university college students having a better educational achievement
(a protective factor for CM consequences) (Connolly, 2014). Moreover, as most CM
cases go undetected (Gilbert, Widom, et al., 2009), more knowledge is required about
the risk for revictimization among subjects in the community.
Exposure to TEs is highly frequent in subjects in the community, but only a minority
develops PTSD. Adults exposed to CM, particularly PA and SA, were found to have a
larger risk for PTSD diagnosis and greater symptom severity than those who were not
(Breslau et al., 2014). Exposure to substantiated CM in young adults predicted PTSD
to an extent of about five times higher than those who were not exposed to CM (Scott
et al., 2010). Similarly, Widom (1999) found that approximately 30% of victims of
substantiated CM fulfilled diagnostic criteria for PTSD (37.5% for SA, 32.7% for PA
and 30.6% for N). However, for low-income Brazilian outpatients, EA, SA and EN
predicted significantly PTSD, but PA and PN did not (Grassi-Oliveira & Stein, 2008).
Therefore, variability is expected in the associations between forms of CM and PTSD.
While there is evidence linking CM and PTSD in specific groups, such as subjects with
substantiated CM and clinical samples, such links are far less known in community
samples, particularly in South European countries (Gilbert, Widom, et al., 2009). More
knowledge is required about how forms of CM relate to subsequent traumatic exposure
and PTSD in diverse cultural contexts.
Portugal has been placed among the countries highly affected by mental health disorders
in Europe, with a lifetime prevalence of 42.7% (Caldas de Almeida & Xavier, 2013).
Exposure to moderate to severe CM was found in about 14.7% of adults in the
Portuguese community, with PA and SA having lower prevalence in Portugal than in
other countries (Dias, Sales, Hessen, & Kleber, 2014). Prevalence of PTSD has been
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estimated in 7.8% (De Albuquerque, Soares, De Jesus, & Alves, 2003); sexual assault,
violent death of family members or friends and war were reported as the most frequent
TEs.
Portuguese society is still very much affected by the memories of the violent Colonial
Wars in which about one million men participated between 1961 and 1975 (Ribeiro et
al., 2011). A recent study among Croatian war veterans underlined the large psychiatric
and somatic comorbidity for those with PTSD (Britvić et al., 2015). Despite war
exposure may result in PTSD, pre-war risk factors such as CM may play a significant
role in the development of the disorder. Due to the large number of war veterans,
Portugal is a relevant setting to examine how the various CM forms and the background
of war relate to PTSD.
Portuguese society is also plagued by high numbers of road accidents. Although fatalities
have decreased in last years, the number of accidents and wounded victims have raised
(Autoridade Nacional de Segurança Rodoviária, 2017). An association between CM and
accidents has been suggested by Kendall-Tackett (2002).
The study of risk factors for poor mental health is a priority for Portugal, as well as
for other countries. Given the evidence about how CM affects mental health, and
considering that PTSD has a large psychiatric and somatic comorbidity, figuring as
one of the most frequent disorders in CM persons, we investigated how these variables
are related in adults in a Portuguese community sample. We examined the risks for
traumatic exposure (revictimization) and for PTSD associated with CM. In addition,
we investigated the effects of different forms of CM in the prediction of PTSD severity.
Method
Participants

A convenience sample of 1,213 adults aged between 18 and 82 years was established
with data collected in the national project “Children of Colonial War: post-memory
and representations” (Ribeiro et al., 2011). Participants were recruited through personal
contacts with the research team and expanded by the snowball technique. Inclusion
criteria were having an age equal or larger than 18 years and Portuguese nationality.
After being contacted by phone or email, participants agreed to be voluntarily assessed
by health professionals at Oporto University, at the Center for Social Studies and at
the Military Camp of Santa Margarida. Data collection took place between January
2008 and December 2009. No information was available about non-compliance
rates. Thirteen subjects were excluded because they completed less than 90% of the
questionnaires. Sample characteristics are presented in Table 1.
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Instruments

The Childhood Trauma Questionnaire–Short Form (CTQ-SF) (Bernstein et al., 2003)
is a widely used retrospective and self-report questionnaire with 28 items. It assesses
the frequency of five forms of CM occurring during childhood – like being hit (PA),
verbally mistreated (EA), not having enough food (PN), being forced to assist or do
something sexual (SA) and not having a supportive family (EN) (ranging from 1 to 5
respectively - never, rarely, sometimes, often, or, very often true). The CTQ-SF presented
good psychometric properties with Cronbach’s alpha varying between .61 for PN and
.95 for SA in clinical populations (Bernstein et al., 2003), and between .58 for PN and
.94 for SA (Scher et al., 2001) in community samples. Results for time stability and
convergent and divergent validity were considered good (Bernstein et al., 2003). In
the Portuguese population, the original CTQ-SF factorial structure was confirmed in
a community sample of 746 subjects and Cronbach’s alpha varied between .47 for PN
and .79 for EN, with .84 for the overall scale (Dias et al., 2013). In the current sample,
Cronbach´s alfa were .45 for PN, .71 for SA, .74 for EA, .77 for PN, .79 for EN and
.84 for the overall CTQ-SF.
We used the Bernstein and Fink´s (1998) cut-off points to classify CM with clinical
significance in each scale: EA ≥13; PA ≥10; SA ≥8; EN ≥15; PN ≥10. For the overall
scale we used the cut-off point of one standard deviation above the average.
The Posttraumatic Diagnostic Scale is a 49-item scale to assess PTSD as defined by
DSM-IV (PDS) (Foa, Cashman, Jaycox, & Perry, 1997). It comprises of four parts:
exposure to TEs; symptoms of re-experiencing, avoidance and hyperarousal, and PTSD
severity (17 items, classified in a four-point frequency scale (0 - Not at all or only one
time; 1 – Once a week or less/once in a while; 2 - 2 to 4 times a week/half the time; 4 5 or more times a week/almost always), and the impairment for various life-domains.
Psychometric properties of the original version showed good internal consistency (alpha
coefficient of .92), good test-retest reliability and a convergent validity of .82 (Foa
et al., 1997). In a community sample of 404 Portuguese subjects, the original factor
structure was confirmed. Internal consistency was found to be good, varying between
.81 for hyperarousal and .92 for severity (Ribeiro et al., 2011). In the analyzed sample,
PDS had an internal consistency of .83 for avoidance, .85 for hyperarousal, .89 for reexperiencing and .93 for PTSD severity.
The PTSD diagnosis was assessed applying the criteria of the DSM-IV: exposure to TEs
accompanied by at least one symptom of re-experiencing, three or more of avoidance
and two or more of increased arousal, with significant impact in daily activities.
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Table 1.Sample and group demographics (N = 1,200)
Full
sample

Non exposed

Age – years: M (SD) 37.4 (16.9) 32.9 (16.09)
a

N

No PTSD

PTSD

39.0 (16.82) 44.4 (16.81)
b

c

%

%

%

34.2

56.7

9.1

42

46

51.4

F = 27.77***

c2 = 3.34.

Gender
Female

Group differences

533

a

a

a

(10.5%)
Male

648

58a

54a

48.6a (8.3%)

4 or less

112

7

8.9

22.9

5–9

256

28.9a

19.8b

9.2c

10 – 12

330

31.2

28

19.3b

> 12

470

32.9a

43.3b

48.6b

c2 = 54.54***

Education (years)
a

a

a

b

a,b

c2 = 65.78***

Marital status
Single

549

61.1a

40.4b

33.0b

Married/Tog.

586

37.2

56.5

56.9b

Div./widowed

39

1.7a

3.2a

a

b

10.1b
c2 = 15.53**

Employment
Active

901

80.8a

78.7a

72.2a

Student

157

15

13.3

12a

Pensioner, jobless

85

4.1a

8b

15.7c

a

a

c2 = 31.14***

Living region
North

490

43.7a

42.8a

40.2a

Centre

426

30.2

40.0

45.8a

Interior

77

9.3a

5.1b

7.5a,b

South

123

15.2

8.9

5.6b

Islands

28

1.6a

3.2a

.9a

a

a

a

b

c2 = 71.62***

Type of job
Civilian

814

54.6a

74.6b

89.9c

Military
361
45.4
25.4
10.1c
Note: Group demographics sharing the same letter in lines (a, b, c) do not differ significantly. ***p ≤ .001,
** p ≤ .01.
a

b

Procedure

In this ex post facto investigation, subjects were considered revictimized when they
identified subsequent TEs as assessed by the PDS after being exposed to CM, as
measured by the CTQ-SF. The research protocol included informed consent, questions
about socio-demographics listed in Table 1 and the instruments mentioned above.
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Research was conducted under the Declaration of Helsinki. The data collection was
approved by the Ethical Commission of the Military Hospital of Coimbra and by the
Portuguese Commission for Data Protection (CNPD) in Portugal, and all participants
signed an informed consent.
Data analysis

Data were analyzed using SPSS (version 21). Statistical analyses included ANOVA, Chisquare and the student’s t tests to compare demographics and CM scores in groups
with different traumatic exposure and PTSD status. Odds ratios and logistic regressions
were applied to studying the risk for revictimization and PTSD associated to CM.
Hierarchical regression was used to investigate the contribution of demographics, CM
and TEs to predict PTSD severity. Missing data were treated using mean imputation.
Additional details over the data analysis are mentioned in the results section.
Results
Group differences

Based on exposure to TEs and PTSD symptoms, the large sample (N = 1,200) was
divided into three groups: 1. non-exposed to TEs, 2. exposed with PTSD, and 3. exposed
without PTSD. The groups compared were equivalent in terms of gender but not in
terms of age, education, marital status, employment, region of residence and percentage
of civilians and military. Group demographics are detailed in Table 1. Subjects exposed
to TEs with PTSD had the highest scores for all CM forms (p ≤ .001), while those who
were not exposed to TEs scored lower on CM except for SA. Scores for SA did not differ
significantly between the non-exposed and exposed groups.
Traumatic exposure and PTSD diagnosis
About 66% of subjects were exposed to any TE and 9.1% developed PTSD. Females
had a PTSD prevalence of 10.5% and males 8.3%. The TEs most experienced were lifethreatening illness and any type of accident. The highest percentage of PTSD diagnosis
was found among subjects exposed to sexual assault by a known person, combat in
war and torture, while the lowest was for violence by a stranger, accidents and natural
disasters (Table 2).
Predictors for revictimization
About 79.5% of subjects self-reporting moderate/severe CM were also exposed to
subsequent TEs, with 51.7% referring to accidents. The odds for TEs in adulthood were
about two times higher for persons exposed to moderate to severe CM compared to
other non CM-exposed, as presented in Table 2. The probability of revictimization was
larger for subjects exposed to moderate/severe EA and PA. Exposure to EA was found
82

13.8
3.4
3.7
10.5
1.4

% PTSD

Sexual assault by known
6
33.1[6.4,169.9]
15.6[2.7, 88.1]
11.9[2.1, 65.4]
33.4
Sexual assault by stranger
8
12.5
Military Combat
100
1.8[1.0, 3.2] 3.5[1.6, 7.6]
5.2[3.3, 8.3]
2.1[1.3, 3.4]
22
Forced sex as minor
17
10.4[3.2, 33.5]
21[3.2, 33.5]
4.2[1.5, 11.2]
5.9
Imprisonment
35
4.1[1.4, 12.4]
5.7
Torture
11
12[3.0, 47.1]
6.9[2.1, 23.1]
7.2[2.1, 23.8]
18.2
Life-threatening illness
476
9
Other
102
2.3[1.3, 3.8]
3.8[1.5, 9.1]
2.3[1.4, 3.6]
8.8
Note: Odds ratios are all significant for p ≤ .05. EA – emotional abuse, EN – emotional neglect, PA – physical abuse, PN – physical neglect, SA – Sexual abuse, CM
– total score of child maltreatment, n – number of subjects exposed to TE´s.

Table 2.Risk for revictimization and PTSD diagnosis associated with moderate or severe exposure to child maltreatment (N=1,200)
EA
EN
PA
PN
SA
CM
PTSD %
31.6
14.3
25.6
15.2
25
20.5
N
OR [95% CI]
PTSD
109
5.1[2.5, 10.3]
1.8[1.0, 3.0] 3.7[1.7, 7.8]
1.9[1.1, 3.3]
3.5[1.4, 8.4]
3.3[2.1, 5.2]
Revictimization
789
2.4[1.2, 6.9]
1.7[1.1, 2.5] 4.7[1.7, 13.4]
1.8[1.2, 2.7]
2.2[1.5, 3.3]
Accident
408
2.2[1.1, 4.2]
1.7[1.2, 2.5] 2.6[1.3, 4.9]
1.5[1.0, 2.2]
2.4[1.7, 3.3]
Natural Disaster
109
3.1[1.4, 6.9]
Violence by known
219
6.7[3.5, 13.0]
2.7[1.8, 4.1] 6.3[3.3, 12.1]
2.3[1.5, 3.5]
2.5[1.1, 5.6]
3.2[2.2, 4.5]
Violence by stranger
215
3.1[1.6, 6.1]
1.6[1.0, 2.5] 3.7[1.9, 2.5]
1.6[1.0, 2.5]
1.9[1.3, 2.8]
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to increase the probability for subsequent sexual assault and interpersonal violence to
the greatest extent. PA increased the odds of exposure to torture, violence by someone
familiar and imprisonment. Exposure to EN and PN was associated with revictimization
to a lesser extent than other forms of CM. Nevertheless, PN increased the probability
of being exposed to combat and torture more than fivefold. In addition, EN raised the
likelihood of exposure to violence by familiar and unknown subjects, and accidents.
Logistic regression was applied to studying the risk of revictimization (exposure to TEs)
associated with demographic variables (age, marital status, education and type of job)
and CM forms. These variables were chosen because they were found to be significant
predictors for TEs after applying simple logistic regressions. The model presented in
Table 3 significantly distinguished between subjects who were exposed to TEs and those
who were not (chi-square = 110.96, with p ≤ .001). A Nagelkerke’s R2 of .131 indicated a
small effect of predictors on the grouping variable with a correct classification of 68.8%
(34.3% for those not exposed and 86.7% for those exposed). Civilian job, EA and PN
significantly predicted the risk for revictimization.
Table 3.Revictimization predicted by demographics and child maltreatment (N=1,200)
Predictors
Age
§

B

S.E.

Wald

OR

95% CI

0.01

.010

0.46

0.01

[0.01, 0.46]

Education (years)

5.57

Four or less

-0.41

.28

2.16

0.66

[0.38, 1.15]

Between 5 and 9

-0.37

.19

3.54

0.69

[0.47, 1.02]

Ten or more

-0.05

.17

0.10

0.94

[0.66, 1.34]

Marital Status

4.17

§§

Single

-0.85

.47

3.23

0.43

[0.17, 1.08]

Married /liv. Together

-0.46

.43

1.15

0.62

[0.27, 1.47]

§§§

Type of job - civilian

0.52

.19

7.48**

1.69

[1.16, 2.45]

EA

0.09

.04

5.39*

1.10

[1.01, 1.19]

EN

-0.03

.02

1.75

0.97

[0.93, 1.01]

PN

0.14

.03

13.37***

1.15

[1.07, 1.24]

PA

0.10

.06

3.05

1.11

[0.99, 1.26]

SA

-0.02

.08

0.10

0.97

[0.83, 1.14]

Constant
-0.79
.76
1.09
0.45
Note: Model confirmed by Hosmer and Lemeshow test χ2 = 6.97, with p = .540, with Nagelkerke´s R2=.13.
*p ≤ .05. **p ≤ .01 and ***p ≤ .001. Reference category for §education - higher education; §§marital status –
widowed/divorced; §§§Type of job – military.
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Risk for PTSD
We found that the probability of PTSD diagnosis increased more than three times in
CM subjects (OR = 3.3, 95% CI [2.1, 5.2]), as described in Table 2. Emotional abuse,
PA and SA increased the probability of PTSD to the greatest extent. Emotional abuse
was found in 31.6%, a larger percentage than that of subjects exposed to PA or SA.
In addition, we studied the risk for PTSD using logistic regression and including
demographic variables (age, education, marital status and type of job), forms of CM
and the number of TEs. The analyzed model significantly predicted subjects with and
without PTSD diagnosis (chi-square = 133.70, p ≤ .001; Nagelkerke´s R2 = .24) and
identified 90.9% of subjects correctly (99.2% without and 11% with diagnosis). From
the included set of predictors, marital status, type of job, EA and the number of TEs
were significant (Wald p < .05) (Table 4).
Table 4.Logistic regression predicting PTSD diagnosis by demographics, child maltreatment and
number of traumatic events (N = 1,200)
Predictors
Age
§

B

SE

Wald

OR

95% CI

0.01

.01

1.67

1.01

[0.99, 1.03]

Education

7.32

Four years or less

0.60

.36

2.79

1.84

[0.90, 3.75]

Between 5 and 9

-0.61

.40

2.28

54

[0.24, 1.20]

Ten or more years

-0.24

.30

0.67

78

[0.43, 1.41]

Marital Status

8.41*

§§

Single

-0.51

.54

0.89

59

[0.20, 1.75]

Married /liv. Together

-1.15

.44

6.83**

31

[0.13, 0.75]

§§§

Type of job – civilian

0.86

.40

4.64*

2.39

[1.08, 5.26]

EA

0.18

.05

12.98***

1.21

[1.09, 1.34]

EN

-0.04

.03

1.27

96

[0.89, 1.03]

PN

0.04

.05

0.79

1.05

[0.95, 1.15]

PA

-0.01

.07

0.07

98

[0.85, 1.13]

SA

0.11

.10

1.27

1.12

[0.92, 1.36]

Nr traumatic events

0.40

.06

35.82***

1.50

[1.31, 1.71]

Constant
-5.19
.97
28.21
0.01
2
Note: Model confirmed by Hosmer and Lemeshow test χ = 8.34, with p = .401, Nagelkerke´s R2=.24. *p ≤
.05; ** p ≤.01; *** p ≤.001. Reference category for §education-higher education; §§marital status–widowed/
divorced; §§§Type of job – military.

Predictors for PTSD severity
A three-stage hierarchical multiple regression predicting PTSD severity was applied
to studying the contribution of demographics (age, education, marital status and type
85

Chapter 4

of job), forms of CM and the number of TEs. A significant contribution was found
for all the stages, as confirmed by Fisher´s significance test (p ≤ .001). At stage one,
demographics accounted for 10.2% of the variation in PTSD severity. Introducing
forms of CM at stage two explained an additional 9.5%, and the number of TEs added
3% of explained variance at stage three. At the third step, education, type of job, EA,
PN and the number of TEs were significant predictors. As exposed in table 5, emotional
abuse had the largest standardized regression weight (B = 0.24). Together, the variables
explained 22.4% of the variance in PTSD severity (F (10,752) = 23.17, p ≤ .001).
Table 5.Results of hierarchical regression predicting PTSD severity by demographics, child maltreatment
and traumatic exposure (N = 753)
Variables
Step 1

Step 2

SE

Demographics
Age

0.10

.03

Marital Status

0.05

.91

Education

-0.19***

.36

Civilian/military

-0.16***

.98

0.09

.03

Child Maltreatment
Age
Marital Status

0.06

.87

-0.16***

.36

Civilian/military

-0.11**

.94

EA

0.28***

.17

EN

-0.09*

.11

PN

0.16***

.16

PA

-0.02

.22

SA

0.05

.36

0.07

.03

Education

Step 3

B

Traumatic exposure
Age
Marital Status

0.05

.86

-0.16***

.35

Civilian/military

-0.11**

.92

EA

0.24***

.16

EN

-0.08

.11

PN

0.15***

.16

PA

-0.04

.21

SA

0.03

.36

Education

R

R2 Adj.

∆R2

.33

.10

.11

.45

.19

.09

.49

.22

.03

Nr traumatic events
0.20***
.24
Note: SE: Standard error; *p<.05; ** p<01; *** p<.00. All steps significantly predicted PTSD severity: Step
1–F (4, 756) = 22.68, p < .001; Step 2–F (5, 751) = 17.90, p < .001; Step 3–F (1, 750) = 33.4, p < .001.
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Discussion
Our study adds evidence about the long-term consequences of CM in adults in the
community. Self-reported CM was associated with a two-fold risk for exposure to new
traumatic events and three-fold for PTSD diagnosis. More than 30% of adults with PTSD
reported moderate or severe EA during childhood. Moreover, EA remained significantly
associated with revictimization and PTSD after adjusting for demographics. While
previous studies underlined the consequences of PA and SA, our findings strengthen
the assumption that EA can be even more harmful than other forms of CM. Although
it figures among the most frequent CM forms (Stoltenborgh et al., 2015) it is rarely a
motive for specific measures for child protection. More efforts are needed to prevent it
efficiently and to reduce its harmful potential.
Clinicians and researchers need to be aware of the injurious potential of other less evident
risk factors that can contribute to traumatic exposure and PTSD across the lifespan.
The identification of pre-trauma risk factors for PTSD is valuable in the sense that it
can help to tailor intervention protocols targeting more efficiently PTSD and related
comorbidities (Britvić et al., 2015; DiGangi et al., 2013). Health professionals need
to look “outside the box” and pay more attention to the identification of etiologic and
maintenance factors for PTSD and its associated features (Keeley et al., 2016; Timimi,
2014).
In our sample, a 9.1% risk for PTSD was found. This was slightly larger than Albuquerque
et al. (2003) found in the Portuguese population (7.8%). A life-threatening disease,
accidents or having someone close suffering them were mentioned as most frequent
TEs. However, subjects exposed to sexual assault, war exposure and torture, had the
highest percentages of risk for PTSD. These findings clearly indicate that war is a relevant
traumatic event for the Portuguese society. Nevertheless, civilians were at higher risk for
revictimization and PTSD than military personnel. This is remarkable as military duties
involve exposure to potential TEs and as the Portuguese military was exposed to many
hardships in the Colonial Wars. A possible explanation is that military training exerts
a protective effect in terms of the perception of threatening events, providing subjects
with higher thresholds for experiencing events as traumatic. This finding deserves further
investigation as it can elucidate about potential resilience mechanisms for PTSD.
Exposure to accidents, the second most frequent TE, was found to be significantly
associated with all CM forms except SA. This result is particularly relevant because
of the high incidence of car accidents in Portugal. It is likely that CM persons may
have impaired skills for risk perception (Chu et al., 2016) and for emotional regulation
(Messman-Moore et al., 2010) and consequently, a greater vulnerability for exposure
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to accidents. Another potential explanation refers to the lack of sleep in CM persons
suffering from PTSD and related comorbidities (Britvić et al., 2015; Kendall-Tackett,
2002). When these hypotheses are confirmed, specific actions are needed to assess and
improve the quality of sleep, the risk perception and emotion regulation in vehicle
motorists exposed to CM.
Remarkably, PA and SA did not predict PTSD severity in our sample, as previously
found (Breslau et al., 2014). This finding confirms that consequences for CM forms
may vary depending for instance, on the cultural background of analyzed samples.
To our knowledge, this is the first study on the relations between CM, traumatic
exposure and PTSD among Portuguese adults. We confirmed that CM increases the
risk for traumatic exposure and PTSD in adults in the community, and that EA is
an important predictor, although previous studies underlined more often the injurious
potential for PA and SA. Because we analyzed diverse forms of traumatic exposure in
adults, we learned that common life events such as accidents can be linked to CM. As
we used a community sample, our findings are less biased than those focused on subjects
with substantiated CM, students or clinical groups. However, uncertainty about the
representativeness of the Portuguese sample imply caution in generalizing our findings.
We used robust self-report instruments validated in Portuguese samples, although the
PN subscale of the CTQ-SF was found to have low internal consistency. It is well known
that recall bias can reduce the reliability and effectiveness of retrospective assessments
(Bernstein et al., 2003). Although the use of anonymous self-report questionnaires may
facilitate the disclosure of CM experiences, one should be careful with statements about
causality. The PTSD diagnosis has been defined according to the DSM-IV, and not with
the to DSM-5, but current PTSD prevalence was found not to differ significantly when
both criteria editions were compared (O’Donnell et al., 2014).
Our findings reinforce that prevention of CM, particularly EA, must be improved.
Agencies for child protection and health care need to join efforts to stop EA and to
broaden interventions to prevent CM-associated risk for revictimization and PTSD
across the lifespan. The routine screening for diverse CM forms among clients suffering
from PTSD and related comorbidities can contribute to the improvement of therapeutic
interventions. The prospective investigation about how emotional processing, sleep and
risk detection occurs in maltreated versus non-maltreated adults can shed light about
pathways linking CM, revictimization and PTSD, and better inform preventive and
intervention programs.
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Abstract
Background: The colonial war that Portugal was involved in between 1961 and
1974 had a significant impact on veterans and their families. However, it is unclear
what the consequences of this war are, in particular with regard to levels of childhood
maltreatment in offspring.
Objective: Our study aims to analyze the influences of fathers’ war exposure and posttraumatic stress disorder (PTSD) on the offspring’s childhood maltreatment, testing
simultaneously the hypothesis of the intergenerational transmission of father-child
childhood maltreatment.
Method: Cross-sectional data were collected with the Childhood Trauma Questionnaire
– Short Form among 203 adult children and 117 fathers. Subjects were distributed
according to three conditions based on father war exposure status: non-war exposed
(NW), war-exposed (W), and war-exposed with PTSD diagnosis (WP). The data were
examined using correlations, variance/covariance and regression analyses.
Results: Children of war veterans with PTSD reported more emotional and physical
neglect, while their fathers reported increased emotional and physical abuse exposure
during their own childhood. Significant father-child childhood maltreatment correlations
were found in the war veteran group, but less in the war veteran with PTSD group.
Father childhood maltreatment predicted 16% of offspring childhood maltreatment of
children of war veterans.
Conclusions: Father’s war-related PTSD might be a risk factor for offspring neglect but
potentially a protective one for the father-child abuse transmission. War-exposed fathers
without PTSD did transmit their own childhood maltreatment experiences more.
Therefore, both father’s war exposure and father’s war PTSD may be both important
variables to take into account in the study of intergenerational transmission of childhood
maltreatment.
Keywords: Abuse, Neglect, War, PTSD, Intergenerational Transmission, Offspring,
Portugal.
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Introduction
Portuguese Context

Portugal was involved in a colonial war between 1961 and 1974, during which all young
adult men were obliged to perform military service. Those who escaped this duty did so
by leaving the country; in specific cases familial obligations could provide a ground for
exemption from service. About one million men were deployed to the African continent
during military service, most of whom experienced war for 24 months. For a country
with about ten million inhabitants, the number of soldiers directly exposed to the war
is extremely high, underlining the need for better understanding the consequences of
this period for society.
Studies conducted among Portuguese war veterans indicated that 10.9% of war-exposed
men developed post-traumatic stress disorder (PTSD) (Albuquerque, Soares, Jesus, &
Alves, 2003) and that around 37% of veterans reported that they had showed violent
behaviours at home after their return (Maia, MacIntyre, Pereira, & Fernandes, 2006).
Besides being exposed to their fathers’ absence, children of Portuguese war veterans
could have been exposed to impaired parenting skills caused by war exposure or PTSD.
However, most children are unaware of the past war experience of their fathers, and
therefore lack knowledge about the possible consequences of these experiences (Sales,
Dias, & Mota-Cardoso, 2011).
Childhood Maltreatment

Childhood maltreatment (CM) is a recognized risk factor for mental, social, and physical
health problems (Edwards et al., 2005) and is considered to be highly prevalent in both
developing (Akmatov, 2011) and developed countries (Gilbert et al., 2009). According
to Hussey, Chang and Kotch (2006) characteristics of families with CM include poor
parent mental health and abused or neglected caregivers.
A suggested cause for CM is intergenerational transmission (Egeland, 1993): parents
exposed to childhood maltreatment have a greater probability to maltreat their own
children. However, depending on different methodological approaches, research studies
found rates for CM intergenerational transmission ranging between 7 and 70% (Gil,
1970; Egeland, 1993). A review of three longitudinal studies concluded that roughly
30% of CM rates could be explained by intergenerational transmission (Kaufman &
Zigler’s 1987). Nevertheless, a review by Thornberry et al. (2012) concluded that studies
with better methodologies did not provide enough support for this hypothesis. The
same authors suggested that there is a need to include independent responders among
analysed samples, to target community subjects and not only at-risk populations, and to
address other mediating factors in CM intergenerational transmission.
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A study by Pears and Capaldi (2001) concluded that 23% of CM rates could be
explained by intergenerational transmission, but the authors also found that parents
with greater exposure to CM and with high levels of depression and PTSD were less
abusive toward their children. Pears and Capaldi suggested that depressed parents
who are experiencing PTSD may avoid interaction with their children, reducing the
probability of perpetrating abusive forms of CM.
Children of war veterans

War deployment is a period of adaptation for military families. Increased levels of stress
can be caused by the absence of the deployed parent in the family, and by the recognition
of increased risk for the deployed member that went to war. White, Burgh, Fear and
Iversen (2011) reviewed studies on the consequences for children of whose fathers
were deployed in wars in Iraq and Afghanistan. They concluded that these children
revealed increased emotional and behavioural problems. Parental psychopathology was
highlighted as one of the most prominent risk factors. Similar results were found in a
study of childhood maltreatment in Holocaust families (Yehuda, Halligan & Grossman,
2001). Results of Dekel and Goldblatt´s study (2008) also corroborate the conclusion
that parental PTSD is a risk factor for offspring psychopathology, while reviewing
studies on intergenerational war trauma transmission. A recent review by Leen-Feldner
et al. (2013) concluded that offspring of parents with PTSD have an increased risk for
psychological problems. As a potential transmission mechanism the authors suggested
the parenting behaviours. Childhood maltreatment is within this framework: maltreated
during childhood parents may have increased risk for PTSD, and at the same time their
parenting skills might be impaired, not only because of their PTSD symptoms but also
because of the inadequate educative practices they have experienced.
Rentz et al. (2007) argued that during the Gulf War CM rates among the children
of military families increased substantially (around 30%) compared with the rates
of CM in the community as a whole. Familial stress caused by the deployment cycle
was advanced as one of the probable causes. As suggested by White et al. (2011),
parental psychopathology might be developed or aggravated as a consequence of war
exposure in both parents – during deployment in the caretaker that assures parenting
during deployment, or after deployment in the war veteran. A question which, to our
knowledge has been poorly researched is how parental war deployment relates to parentchild transmission of childhood maltreatment.
Childhood maltreatment in war veterans with PTSD

Although war related PTSD is thought to be caused by the experience of combat and
exposure to war atrocities, it is also known that pre-deployment conditions may influence
the risk for PTSD. Childhood adversity has been recognized as a relevant risk factor for
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PTSD (Brewin, Andrews, & Valentine, 2000) and more specifically for combat related
PTSD and depression (Bernsten et al., 2012). In the US Marines, it was also verified
that exposure to CM, namely physical neglect, was related to post-deployment PTSD
(LeardMann, Smith, & Ryan, 2010). Lanius, Frewen, Vermetten, and Yehuda (2010)
suggested that early life adversity can be an important factor in explaining the emotional
dysregulation that characterizes PTSD. CM occurs in important developmental stages
and involves unhealthy interactions with significant attachment figures; it can modify
adaptive patterns of reaction to stressful events, making them less flexible and sometimes
inefficient when facing potentially traumatic events.
Research Goals

Although more than 30 years have passed since the end of the Portuguese Colonial War,
its consequences remain poorly analyzed. Scientific literature on the consequences of
fathers’ exposure to war and PTSD for their offspring raises relevant questions: to our
knowledge it is unclear whether offspring childhood maltreatment might be related
with: (1) fathers’ exposure to war, (2) father´s war related PTSD or (3) fathers´ predeployment characteristics, such as CM exposure. Our study investigated these questions
among Portuguese families.
Method
Design

This study is a cross-sectional investigation using data collected between 2008 and 2010
within a larger project on “Children of Colonial War: post memory and representations.”
Data were collected with authorization from the Portuguese Commission for Data
Protection (CNPD) and from the Ethical Commission of the Military Hospital of Coimbra.
Data pertaining to sociodemographics, father war exposure and war-related PTSD
diagnosis, and CM were selected for analysis. CM data were collected from children
and their fathers using the Childhood Trauma Questionnaire-Short Form (CTQ-SF,
Bernstein et al., 2003).
Participants

Families with fathers with a war related PTSD diagnosis (WP) were recruited from the
Department of Psychiatry of the Military Hospital of Coimbra. The diagnosis of PTSD
due to war exposure was identified ten or more years before publication of the law that
made provision for benefits for Portuguese war veterans with PTSD available. Thus, we
assume that the PTSD diagnosis was not affected by the possibility of legal reparation.
Diagnosis was established by clinical interview and follow-up, and following DSM-III-R
and DSM-IV clinical criteria, and later on confirmed by the Clinician-Administered
PTSD Scale (CAPS). This group of war veterans had been deployed during 24 months
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in Africa. They had been exposed to combat and reported the death of comrades or
the killing of civilians as the most traumatic events they experienced. Their symptoms
started during their deployment, or immediately after returning from war. Subjects with
a principal diagnosis of depression, psychotic disorders and/or substance abuse disorders
were not selected. Thirty five war veterans with PTSD were invited to participate in the
study, but four declined: One of these refused to be asked about war memories and three
invoked the unavailability of their children to participate.
Recruitment of children of war-exposed and no war-exposed fathers was performed
using the snowball technique beginning with personal contacts of the researchers.
Portuguese community adults born between 1960 and 1985 were recruited. These
adults then invited their families to participate. These families were assigned to two
groups, depending on the father’s status – father participated in war (W) and father did
not participate in war (NW). W fathers have been deployed to combat war scenario
during 24 months. Families were not included in the W group if the father received
psychiatric treatment because of war related problems, as assessed during the interview.
Altogether, data from 203 adult children and 117 fathers were included. Paired fatherchild dyads were divided into three groups, according to the father’s status: War (W)
when the father had participated in the war; War and PTSD (WP) when the father had
participated in the war and was diagnosed with war related PTSD; and Non-war (NW)
if the father had not participated in the war. Demographics are described in Table 1.
Instruments

A short structured interview was used to collect sociodemographic and war related data.
The Childhood Trauma Questionnaire Short Form (CTQ-SF – Bernstein et al., 2003)
was used to assess CM. CTQ-SF is a widely used retrospective, self-reported questionnaire
that assesses different types of CM, and provides a general CM score. It contains 28
items describing specific maltreatment experiences. Items are classified into a five-point
Likert scale according to the frequency of CM exposure until the age of 15 years. The
CTQ-SF provides scores for five different types of CM – emotional abuse, sexual abuse,
physical abuse, emotional neglect, and physical neglect. Internal consistency studies
revealed a Cronbach’s alpha varying between 0.61 (for physical neglect) and 0.95 for
(sexual abuse) in clinical populations (Bernstein et al., 2003), and between 0.58 (for
physical neglect) and 0.94 (for sexual abuse) (Scher, Stein, Asmundson, McCreary, &
Forde, 2001) in community samples. Results on time stability, as well as convergent
and divergent validity were considered to be good (Bernstein et al., 2003; Pavio &
Cramer, 2004). Dias et al. (2013) confirmed the original CTQ-SF factorial structure in
a Portuguese community sample of 746 subjects. Cronbach’s alpha varied between 0.47
for physical neglect, 0.71 for emotional abuse, 0.72 for sexual abuse, 0.78 for physical
abuse, and 0.79 for emotional neglect. The overall scale has a Cronbach’s alpha of 0.84.
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Table 1.Sample demographics
Demographics

Children (203)
W (95)

Fathers (117)

WP(60) NW(48)

33

35

34

Female

52

34

22

Male

43

26

26

Single

41

19

22

Married/with partner

45

39

Separated/divorced/widow

6

2

Age

W(56) WP(31) NW(30)
63

64

61

23

54

29

29

3

2

1

0

1

1

21

18

8*

Gender

Marital Status

Education
4 years or less
Between 5 and 9 years

8

10

2

9

4

4

Between ten and twelve years

19

13

8

17

3

4

Higher Education

66

36

37

9

6

14*

Paid job

89

53

43

41

20

22

Student

4

2

3

Unemployed

1

3

1

2

1

Employment status

Pensioner/Retired
1
15
9
7
Note: W – War exposed; WP – War exposed with PTSD; NW – No war exposed. Chi-square tests were
conducted for each demographic category in children and fathers. Only in father education were found
significant differences, with NW group having more subjects with higher education* and less subjects with
low education* (c2 (3) = 17.163 with p <=0.009).

Data Analyses

Comparison of sociodemographic data on groups was performed with chi-square tests
for categorical variables, and Student’s t-test for continuous variables. Differences for
CM global score by group and sex were firstly analysed through ANOVA to check the
differences in the global CM score for children and fathers, followed by Tukey post-hoc
tests. Separated MANOVAs were performed to analyse the CM subtype differences in
fathers and children. CM father-child Spearman’s correlation coefficients and regression
analysis were conducted to inspect the associations of different types of CM. MANCOVA
model was performed to analyse the differences in CM subtypes by group and gender,
adjusting for confounding effects by five subtypes of father childhood maltreatment. R
squared and partial eta squared was used to compare effect sizes.
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Results
Sociodemographic characteristics of groups were examined using the Student t-test for
age, and the Chi-square test for sex, education, marital status and job status. Children´s
groups were equivalent in all the analysed characteristics. The groups of fathers were
equivalent in terms of age, marital and job status, but not in education. The NW group
has more subjects with higher education and fewer subjects with four or less years of
education (c2 (3) = 17.163 with p = 0.009).
Childhood Maltreatment in Fathers

A one-way ANOVA was applied to analyse the differences in CM global score (CTQS)
across the three groups of fathers (n = 117). A significant difference was detected [F(2,
185) = 6.030, p = .003]. Tukey post-hoc test comparisons revealed that WP fathers selfreported higher levels for CM (M = 39.78, SD = 11.18) than W fathers (M = 35.85, SD
= 8.67), with p < .038, and than NW fathers (M = 33.47, SD = 7.94) with p < .003. W
and NW fathers did not differed in terms of CM global scores (p = .323).
In order to analyse specific differences on CM subtypes in the fathers groups, one way
MANOVA was performed. A statistically significant effect was obtained, Pillai´s trace =
.162, F(10, 222) = 1.95, p = .040. Group differences between W and WP fathers were
observed for emotional abuse [F(2, 117) = 3.00, p = .033, MW = 6.23, SD = 2.42 and
MWP = 7.77, SD = 3.5] and for physical abuse, [F(2, 117) = 3.845), p = .024, MW = 5.92,
SD = 2.45 and MWP = 7.32, SD = 3.35]. Higher scores for emotional and physical abuse
were found for WP fathers, when compared with W fathers. No significant differences
were found between WP and NW fathers on emotional abuse. W and NW fathers did
not differ in any of the assessed CM subtypes.
Childhood Maltreatment in Offspring

CM differences in offspring were first analysed using One-Way between subjects
ANOVA, comparing the CTQ-SF global score (CTQS) among the three groups of
children. Results showed a significant effect of father war status on CM [F(2, 200) =
6.433, p = .002]. Post hoc comparisons using Tukey´s test indicated that the offspring
CTQS mean score for the WP condition (M = 35.62, SD = 8.08) differed significantly
from the W condition (M = 31.83, SD = 6.70), with p = .004, and from the NW
condition (M = 31.44, SD = 6.57), with p = .007. No significant differences were found
between W and NW conditions. These results suggested that war PTSD in fathers does
have an effect in offspring CM, while father war exposure did not appear to significantly
increase offspring CM.
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Table 2.Comparison of mean differences of adult self reported offspring childhood maltreatment by
father war status and by gender (n=203)
Children
War Father Status
CTQ-SF subscales

W

WP

NW

Male

Female

(n=95)

(n=60)

(n=48)

(n=108)

(n=95)

M

SD

Emotional Neglect

8.71a

3.20

Emotional Abuse

6.95

2.61

Physical Neglect

5.44 c

1.14

Physical Abuse

5.60

1.63

5.51

Sexual Abuse

5.14

.64

5.15

6.7

35.62

CTQ Sum

Gender

31.84

e

M

SD

M

SD

M

SD

M

SD

8.29b

3.38

9.22

3.27

9.16

3.82

3.17

6.98

2.24

6.81g

2.25

7.57g

3.05

6.44c,d 2.03

5.71 d

1.38

5.71

1.31

5.87

1.75

1.32

5.42

0.96

5.74

1.63

5.34

1.13

0.55

5.04

0.29

5.03i

.17

5.20i

.72

8.08

31.43

6.57

32.52

6.54

33.16

7.92

10.68a,b 3.85
7.83

e,f

f

h

h

Note: means sharing the same letter significantly differed from each other, with p < .05.

Gender differences in offspring CM were analysed with one-way MANOVA. A significant
effect was detected, Pillai´s Trace = .099, F(5, 197) = 4.33, p = .001, partial eta squared
=.099. Differences were significant for emotional abuse (p = .046), for physical abuse
(p = .040) and sexual abuse (p = .023). Greater scores for emotional abuse and sexual
abuse were reported by females, and higher scores for physical abuse by males (Table 2).
Father-child Childhood Maltreatment Relations

Spearman correlation coefficients were analysed to study the associations between father
and child CM scores (Table 3). The W group showed significant correlations in almost
every CM subtypes, excluding sexual abuse. The highest correlation was found between
father emotional abuse and child emotional neglect (r = .41, p < .001). CTQS fatherchild correlations in W group registered a coefficient correlation of .42 (with p < .001).
A different correlation pattern was found in the WP group. Significant correlations were
only found between father physical neglect and child physical abuse (r = .34, p = .009)
and between father sexual abuse and child emotional neglect (r = .26, p = .048). In the
NW group, no significant correlations were encountered.
Regression analysis was used to test whether a father´s CM predicted the offspring´s
CM. Results indicated that father CM explained 6% of variance in offspring CM in
the overall sample [R2 = .06, F(1, 186) = 11.04, p < .001]. Sixteen percent of offspring
CM variance was explained by father CM in the W group [R2 =.16, F(1,89)=16.93, p <
.001]. However, father CM did not significantly predict children’s CM in the WP and
in the NW groups.
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Table 3.Spearman coefficient correlations between father-child childhood maltreatment
Groups

Fathers

Emotional

Emotional

Physical

Physical

Sexual

CTQ

Abuse

Neglect

Neglect

Abuse

Abuse

Sum

War
n=91

Children
EA

.32**

.16

.21*

.30**

-.10

.25*

EN

.41**

.33**

.30**

.24*

.09

.39**

PN

.24*

.22*

.15

.20

-.00

.26*

PA

.33**

.33**

.36**

.32**

-.13

.41**

SA

.16

.03

.17

.23*

-.07

.16

.41**

.31**

.34**

.35**

-.01

.42**

CTQS
War

and

PTSD

n=56
EA

.04

-.13

.15

.09

.14

.07

EN

-.01

-.09

.17

.24

.26*

.10

PN

-.01

-.09

.18

.11

.06

.05

PA

.02

.25

.34**

.02

-.04

.19

SA

.04

-.06

-.12

-.18

-.10

-.11

CTQS

-.02

-.11

.21

.19

.20

.10

No War
n=41
EA

-.12

-.14

.04

-.06

.19

-.14

EN

-.17

.03

-.12

.10

.25

-.05

PN

-.05

-.13

.14

.06

.08

-.06

PA

.06

.09

.18

.01

-.09

.12

SA

-.17

-.05

-.17

-.09

-.04

-.19

CTQS

-.15

-.03

-.01

.05

.20

-.09

All
n=203
EA

.15*

.16*

.13

.17*

.07

.18*

EN

.00

.15*

.04

.24**

-.01

.12

PN

.15*

.20**

.18*

.32***

.05

.24**

PA

.15*

.24**

.16*

.15*

.04

.25***

SA

.06

.18*

.05

-.09

-.08

.18

CTQS

.12

.23***

.15*

.29**

.16

.23**

Note: Correlations are significant at * p < .05, ** p < .01 and *** p < .001, two tailed test.

A factorial MANCOVA was applied to examine differences in offspring CM subtypes
depending on father war status and offspring gender, while controlling for father CM
exposure. Significant effects were detected for father’s war related status, [Pillai´s Trace
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Table 4.Multivariate analysis of covariance predicting offspring childhood maltreatment subtypes by
gender and father war status when controlling for father childhood physical neglect (N=203)
Predictors
Model
R2

η2

Gender

Father War S

Father PN

η2

p

η2

p

.032

.026

.093

.038*

.008

.896

.061*

.003

.031*

.017

.002

.568

.083*

.000

.015

.098

.015

.101

.001

.897

.071*

.000

DV

F

p

EA

4.50

.002

.090*

.025*

EN

4.85

.001

.096*

.001

PN

5.05

.001

.099*

PA

4.13

.003

.083*

p

SA
1.45
.220 .038
.023*
.038
.004 .688
.00
.745
Note: * Significant effect sizes. Father War S – Father war status; Father PN – father childhood physical
neglect.

= .116, F(10, 354)=2.19, p = .018, and partial η2=.058], and for gender [Pillai´s Trace
= .090, F(5, 177) = 3.52, p = .005, and partial η2=.09] when controlling for father CM
subtypes. A significant covariate effect was detected for father physical neglect [Pillai´s
Trace = .062, F(5, 176) = 2.11, p = .044 and partial η2= .034]. Interaction between
father group and gender was not significant [Pillai´s Trace =.030, F(10, 356) = .538,
p = .863]. Between subjects analysis revealed significant mean differences on children
emotional neglect and physical neglect. Larger scores for emotional and physical neglect
were found on children of war veterans with PTSD, as confirmed by Tukey post-hoc
mean comparisons (see Table 2). Gender effects were significant only for emotional
abuse [F(1, 188) = 4.651, p = .032], with higher scores for women (M = 7.57, SD = 3.05
versus M = 6.81, SD = 2.25 for men).
A second MANCOVA was performed including only the father´s physical neglect as a
covariate, since it was the only significant covariate. Results for offspring CM estimates
are summarized in Table 4. As shown by partial eta squared values, included variables
predicted roughly 9% of variance of the offspring CM subtypes except for sexual abuse.
Children emotional abuse was predicted by gender (η22= .025) and by father physical
neglect (η22= .038). Emotional neglect was predicted by father war status (η2= .061)
and by father physical neglect (η2= .031). Offspring physical neglect was predicted by
father’s war status (η2= .083) and offspring physical abuse was only predicted by father
physical neglect (η2= .071). Figure 1 summarizes the estimated marginal means for the
offspring CM subtypes and global score (CTQS) by gender and father war status group,
controlling for father physical neglect.
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Emotional Neglect

CTQ-SF Sum score

Estimated CTQ-SF Scores

Physical Neglect

Father war status

Physical Abuse

Estimated CTQ-SF Scores

Emotional Abuse

Female
Male

Father war status

Figure 1. Estimated marginal means of adult self-reported childhood maltreatment, predicted
by father war status and gender, when controlling for childhood father physical neglect exposure

Figure
1. mean
Estimated
marginal
means
adult self-reported
childhood
(covariate
variable
= 8.128),
performed
usingofmultivariate
analysis of covariance.
Emotional
neglect, physical neglect and CTQ-SF sum scores are higher in the offspring of war veterans with PTSD.

maltreatment,
by father
war by
status
andbutgender,
whenwar
controlling
for
Emotional
and physicalpredicted
abuse significantly
differed
gender,
not by father
status.

childhood father physical neglect exposure (covariate variable mean = 8.128),
Discussion
performed using multivariate analysis of covariance. Emotional neglect,
Our study analysed whether a father’s war exposure and war related PTSD diagnosis
physical
neglect andofCTQ-SF
sum scores
were higher
the offspring
of extent
war
influenced
maltreatment
his offspring.
No difference
was in
found
between the
of either physical or emotional neglect reported by children of Portuguese war-exposed
veterans with PTSD. Emotional and physical abuse significantly differed by
fathers and that reported by children whose fathers had not been exposed to the
colonial
war.but
However,
an increased
incidence of both physical and emotional neglect
gender,
not by father
war status.
was reported by those whose fathers had been war-exposed and had developed PTSD.
This outcome contrasts with the results of research by Rentz et al. (2007) who found
increased rates of childhood maltreatment among military families with deployed
parents, independently of father’s PTSD. Our results are in line with findings by Yehuda,
Halligan and Grossman (2001) and by Dekel and Goldblatt (2008) referring the positive
relations between parental PTSD and childhood maltreatment; they also add strength
to the hypothesis that childhood maltreatment can be a potential transmission way of
parental PTSD to the offspring, as suggested by Leen-Feldner et al. (2013). However,
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other mental disorders might have interfered with father´s parenting skills, including
personality disorders, which are often concomitant clinical conditions.
Self-reported neglect experiences of children of war veterans with PTSD could have
been related with father´s absence during war deployment. Nevertheless, children of
war-exposed fathers who did not suffer PTSD did not show higher scores on physical
or emotional neglect. This suggests that neglect is a consequence of the father’s PTSD
diagnosis. Since we did not control for the time frame of father’s physical absence during
the children’s upbringing, we cannot disentangle the effects of the father´s absence from
the father´s psychopathology.
Considering that about 11% of Portuguese war exposed men developed PTSD as a war
exposure sequel (Albuquerque et al., 2003), and that one million men fought in the
long and gruesome colonial war, with potentially deleterious effects on their children by
childhood maltreatment, our results are relevant.
Childhood Maltreatment in Fathers

Childhood maltreatment differed across the groups of fathers. War-exposed fathers with
PTSD reported more childhood maltreatment, specifically with regard to emotional
and physical abuse. Nevertheless, war-exposed with PTSD and no war-exposed fathers
registered similar emotional abuse during childhood. No war-exposed fathers could have
been exposed to familial or social instability during their childhood and adolescence –
since most of them had to leave the country to escape war exposure. This fact might
explain the comparable scores for emotional abuse among no war-exposed and warexposed with PTSD fathers groups.
As indicated by previous studies (Bernsten et al., 2012; Bremner et al., 1993; Lanius
et al., 2010), early life adversity plays an important role in the development of
psychopathology, including PTSD. As suggested by Rademaker, Vermetten, Geuze,
Muilwijk and Kleber (2008) probable pathways linking childhood maltreatment to adult
PTSD may rely, among other causes, on the development of dysfunctional personality
traits in relation to self-directedness and cooperativeness, which are important traits for
parenting behaviour.
Is There Intergenerational Transmission of Childhood Maltreatment?

Father childhood maltreatment explained 16% of the variance in the offspring childhood
maltreatment in the group of war-exposed fathers. However, father-child correlations
across groups differed, suggesting the existence of different patterns of childhood
maltreatment transmission, depending on fathers’ war status. The main significant
correlations appeared in the war-exposed group. Father childhood maltreatment
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exposure did not predict offspring childhood maltreatment in the war-exposed with
PTSD nor in the no war-exposed groups. These results suggest that war exposure might
have a mediating effect on the intergenerational transmission of childhood maltreatment.
Nevertheless, group sizes varied, and thus results might have been influenced by this fact.
Correlations between father and child childhood maltreatment were not significant
in the no war-exposed group. Since better education levels were found in this group
of fathers, education was perhaps a protecting factor against CM intergenerational
transmission.
Children of war-exposed fathers with PTSD revealed similar levels of emotional abuse,
physical abuse and sexual abuse, when compared with war-exposed and no war-exposed
groups. Only emotional neglect and physical neglect were larger. Since war-exposed
fathers with PTSD experienced higher emotional and physical abuse during their infancy,
and recognizing that war exposure might increase the risk for CM transmission, larger
scores on these subtypes were expected in their children. Studies by Yehuda, Halligan
and Grossman (2001) of Holocaust families and by Ridier and Elbert (2013) of postgenocide victims from Rwanda, also found higher scores for physical and emotional
abuse in the offspring of parents with PTSD. However, our results did not provide full
support for this association. Although our findings suggest that father´s PTSD diagnosis
might be a probable cause of offspring neglect, war-exposed fathers with PTSD did not
transmit childhood abusive experiences to their children. Father’s PTSD diagnosis may
have had a defensive effect against abuse transmission, as it was found as well by Pears
and Capaldi (2001).
Offspring childhood maltreatment was predicted by father war status, father physical
neglect and gender. Female gender is associated with an increased risk for emotional
abuse exposure, after controlling for father physical neglect. Despite the fact that effect
sizes were modest, our results unveil the hypothesis for heterogeneous patterns of
intergenerational transmission of childhood maltreatment: parents exposed to neglect
may transmit abuse while parents exposed to abuse may transmit neglect.
Taking into account these findings, PTSD of Portuguese war veterans may have led to
emotional dysregulation (Lanius et al., 2010) emotional detachment (Ruscio, Weathers,
King & King, 2002) and avoidance (Dekel & Monson, 2010) or related consequences,
resulting in neglect of their offspring. Instead of transmitting their own childhood abuse
experiences, war exposed fathers with PTSD neglected their offspring to some extent.
Considering that the war-exposed fathers with PTSD included in our study have been
followed in psychiatric consultations for more than ten years, we infer that the severity
of PTSD can have severely impacted their familial interactions, as suggested by Pears
and Capaldi (2001). Since neglect is a form of care omission, our results add strength
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to the hypothesis of the deleterious effects of PTSD on parenting skills, acting as a
probable barrier to father-child interaction.
Specific cultural and societal background characteristics may need to be examined
to explain the increased neglect exposure among children of Portuguese fathers with
war related PTSD (Kleber, Figley, & Gersons, 1995). The perceived senselessness of
Portuguese veterans’ war participation (Sales, 2006; Schok, Kleber, Elands, & Weerts,
2011), and the fact that war scenarios are largely unknown by society in general (Ribeiro
et al., 2011), might have acted as barriers in the psychological recovery of Portuguese
war veterans who have undergone war trauma. War injuries might have become socially
invisible and unrecognized by the veteran´s family, increasing their hurtful potential for
war veterans. The silence that characterized the post-war period in Portugal may have
contributed to strong levels of avoidance of their war-time experiences. It is likely that
war veterans with PTSD became even more distant from their spouses and children,
because they found it impossible to disclose their own past experiences.
Limitations & Strengths

A limitation of this study is that although the groups we examined were equivalent in
terms of their sociodemographic characteristics, we are not certain that the samples are
representative of the Portuguese population, due to the use of the snowball technique.
Since the group of participating children were all adults at the time of assessment, actual
father PTSD measures may not elucidate the effects of earlier symptomatology on
offspring childhood maltreatment. Data about father´s PTSD symptoms during their
offspring’s upbringing were not available, and knowledge about comorbidity is scarce. In
addition, the fact that war veterans did not receive psychiatric treatment does not ensure
they did not have PTSD symptoms during their children’s development. Another source
of information is missing in our study – we did not analyse mental health and childhood
maltreatment regarding mothers.
Assessment of childhood maltreatment was based on retrospective self-reported measures,
which can fail to detect childhood maltreatment exposure because of denial mechanisms
or memory degradation. In addition, the Portuguese version of the CTQ-SF used in
this study presented low internal consistency in the subscale of physical neglect, and the
CTQ-SF does not allow the identification of the perpetrators, leaving some ambiguity
in the interpretation of the causes for the increased levels of neglect in the offspring of
war veterans with PTSD.
Although data were collected with a self-reported retrospective measure, the instrument
is widely used (Thornberry et al., 2012) and was validated for the Portuguese population
(Dias et al., 2013). Another strength of the study is that we assessed both fathers
107

Chapter 5

and children, reducing possible biases related to the instrument itself. Gilbert et al.
(2009) stated that official reports account for less than one-tenth of actual childhood
maltreatment prevalence rates, making self-report assessment more appropriate to
explore the broader spectrum of childhood maltreatment exposure. Using community
samples and a control group has strengthened our findings, since confounding variables
from at-risk or clinical populations could thus be reduced. Our groups of children and
fathers belonged to close generations. Thus, the effects of economical and socio-cultural
factors on the childhood maltreatment results were minimized.
Future Directions

Our work emphasizes the potential risk for neglect exposure for children of war veterans
with PTSD. Taking into account the relations found between father abuse and child
neglect, the hypothesis of heterogeneous intergenerational transmission of childhood
maltreatment should be considered in future research work. Nevertheless, our results
need to be replicated using a prospective methodology and including representative
community populations from other cultural contexts, in order to avoid sample selection
biases. The group of fathers with PTSD diagnosis had also been exposed to increased
levels of childhood abuse. Further work is required to differentiate between effects of
father’s PTSD symptoms and father’s childhood abuse exposure on the levels of offspring
neglect.
Although children of war veterans with PTSD have reported higher physical and
emotional neglect, this does not imply maladaptive functioning. Thus, data on children’s
adjustment should be addressed. Additionally, data on mental health and childhood
maltreatment exposure concerning both parents would allow a better understanding of
the contribution of father’s PTSD for neglect of children. The independent effects of
parental physical absence should be sorted out from the effects of PTSD or other related
variables.
Conclusions
The adult offspring of Portuguese war veterans with PTSD reported higher levels of
childhood maltreatment, in terms of emotional and physical neglect. War veterans
with PTSD also reported having experienced more emotional and physical abuse in
their own childhood. However, they were less likely to transmit their childhood abusive
experiences to their children, compared with war veterans without PTSD. Thus, father’s
war-related PTSD might be a risk factor for offspring neglect but potentially a protective
one for the father-child abuse transmission. War-exposed fathers without PTSD did
transmit their own childhood maltreatment experiences more. Therefore, both father’s
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war exposure and father’s war PTSD appeared as important variables in the study of the
intergenerational transmission of childhood maltreatment.
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Abstract
Child maltreatment (CM) is highly prevalent and one of the most injurious conditions
that children may experience. Because it is often-clandestine, it is difficult to assure that
existing prevention and treatment mechanisms reach those in need. CM consequences
may take a long time to be recognized and expressed. We discuss the need to increase
public health actions to mitigate the consequences of CM when the person reaches
adulthood. We propose three intervention targets to alleviate CM-related difficulties
in adults: emotion regulation, social functioning, and self-concept. By enhancing
awareness and facilitating access to these effective interventions and using technologybased strategies, we expect this approach to benefit affected persons. It may also reduce
the risk for transmission of CM consequences across generations.
Keywords: child maltreatment; public health; adults.
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Introduction
During the past three decades, many western countries have taken great strides to
improve children´s lives. Implementation of free and mandatory education, large scale
immunization and improved child and maternal health care programs have decreased
infant mortality by about one half during the period from 1990 to 2013 (Kuruvilla et
al., 2014). Child maltreatment (CM), however, remains a high priority on the agenda
of the World Health Organization, as its immediate and long-term consequences are
huge (Gilbert, Widom, et al., 2009; Sethi et al., 2013; Shonkoff et al., 2009). It is a
well-known cause of human suffering, disability, and social inequality; the associated
financial costs are large (Sethi et al., 2013).
Because it frequently goes unnoticed, CM is difficult to identify and eradicate during
childhood (Sethi et al., 2013). About 90% of CM occurs without being reported (Gilbert,
Widom, et al., 2009), despite efforts undertaken by child welfare services to detect and
protect children at risk. Forms and effects of CM are diverse, and consequences may
last into adulthood (Shonkoff et al., 2009). Feelings of shame and guilt may complicate
recognition of problems and heighten the barriers for adults to search for care when
they need it (Herman, 1992). Increased risk for adult chronic diseases among CM
exposed adults, such as heightened inflammatory reactions (e.g. respiratory and cardiac
problems) and emotional and behavioral problems (e.g. depression, anxiety, substance
abuse), are reasons for public health concern (Miller et al., 2011).
We discuss the need for more public health actions to mitigate the consequences of
CM in adults. We review CM definitions and prevalence rates and describe potential
consequences and costs. Next, we examine prospective targets for prevention. These
are based on studies about resilience to CM and on therapeutic protocols for CM
affected persons suffering from trauma-related and other disorders. We conclude our
discussion by suggesting actions to be developed by joint efforts of public health and
child protection services.
Child Maltreatment

Although definitions vary depending on cultural and socio-economic factors, CM is
typically defined as emotional, physical and/or sexual abuse, lack of care or neglect and
exploitation of a child, resulting in harm to the child´s dignity, development, health, or
survival, occurring in a relationship of responsibility, trust or power (Sethi et al., 2013).
There are five forms of CM: physical abuse, sexual abuse, emotional abuse, physical
neglect and emotional neglect. Based on a series of meta-analyses, the worldwide
prevalence for any exposure to CM per 1000 inhabitants was estimated in 2014 at 127
for sexual abuse (76 for male and 180 for female), 163 for physical neglect, 184 for
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emotional neglect, 226 for physical abuse and 363 for emotional abuse (Stoltenborgh
et al., 2015).
The perpetrators and injurious potential of child maltreatment
Perpetrators of CM are frequently important emotional figures (Gilbert, Widom, et al.,
2009), mostly parents and caregivers, who are likely to be single, young in age and suffer
from mental health problems and substance abuse (Sethi et al., 2013). They often repeat
the maltreatment. The harmful effects that may result come from a variety of factors.
Children exposed to CM may be doubly affected: They lack proper stimulation during
sensitive developmental periods and they suffer a psychobiological sensitization caused by
exposure to chronic stress (Bellis, 2001). Exposure to persistent threatening stimulation
may activate repeatedly the systems of psychological and biological protection, such as
the HPA axis that releases hormones to regulate the activity of the organism in order to
promote its safety. Chronic activation of defensive mechanisms during childhood has
been found to be associated with enduring health impairments. Among the findings
described in the literature are heightened immune function and inflammation reactions,
as well as altered brain regions such as reduced hippocampus and pre-frontal cortex,
both of which play important roles in stress responses and behavior control (Shonkoff
et al., 2009).
Both factors, the deficit of adequate stimulation during childhood and the
psychobiological sensitization of stress mechanisms (Bellis, 2001), may impede
adaptation of individuals and increase the risk, for instance, of poor social functioning
and emotional dysregulation (emotional dysregulation relates to the difficulties of
persons to identify emotions of other, react to stimuli and regulate their own emotional
reactions) (Miller et al., 2011). To compensate, CM exposed persons may resort to
health-harming behaviors, such as substance use and sexual risk behaviors. Researchers
have also suggested that health-harming behaviors may deepen the already ongoing
physiological (and sometimes pathogenic) changes, for instance inflammation and
immunity responses (Miller et al., 2011). Thus, CM affects not only children but also
adults through a cumulative cascade of consequences in social, emotional, cognitive and
behavioral domains of life of individuals (Kendall-Tackett, 2002).
Empirical research has shown that mental health disturbances such as depression and
anxiety (Li et al., 2015), post-traumatic stress disorder (Brewin, Andrews, & Valentine,
2000), personality disorders (Battle et al., 2004) and eating problems (Danese & Tan,
2014) have been related to CM exposure. Researchers have suggested that nearly 30%
of these mental health problems could be prevented through eradication of childhood
adversity (Kessler et al., 2010). Additional consequences of CM include health-harming
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and risky behaviors, including substance abuse, physical inactivity, and attempts to
commit suicide (Bellis et al., 2014; Norman et al., 2012).
Child maltreatment can be harmful not only for those directly exposed, but also for
their offspring. Research indicates that CM exposed parents have an increased risk for
poor mental health, health harming behaviors and less economic well-being than non
CM exposed parents, and these factors are generally considered to be risk indicators
for maltreatment in families (Sethi et al., 2013). Poor mental health may impair
functioning in intimate relationships and this affects parental competency. Also, childrearing models/behaviors of CM exposed parents may be less sensitive to the needs of
their offspring and less aware of appropriate educative practices than those of non-CM
exposed parents. Together, these factors explain why further generations may be at risk
through a cycle of transmission of CM consequences. Figure 1 represents a cyclic flow
of consequences of CM.
Child Maltreatment

Poor social skills
Impaired emotional regulation
Negative self-concept

Health risk behaviors

Poor health

Poor parenting skills
Figure
1. Cycle of childidentifying
maltreatment,
identifyingtargets for public health actions to mitigate
Figure 1.Cycle of child
maltreatment,
potential
potential targets for public health actions to mitigate consequences in adults.
consequences in adults

The costs of child maltreatment
The societal burden of CM is huge, not only through its associated human suffering,
but also from economic loss ( Brown, Fang, & Florence, 2011). Increased use of healthcare services (Yanos et al., 2010) and greater financial and employment difficulties in
adults were associated with CM (Zielinski, 2009). A study published in 2012 estimated
annual costs of CM for the United States (US) at about 7.3 billion US dollars based
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on the number of cases officially registered; that Canadian expenses reached to 15.7
billion CAN dollars, based on the highest estimated prevalence rates; and that for
Germany, annual expenses per capita totaled between 134.84 and 363.58 Euros based
on a prevalence based approach (Habetha, Bleich, Weidenhammer, & Fegert, 2012).
Although substantial funding is channeled to programs for prevention and early
intervention in children and at risk families annually, registered CM has not decreased
consistently, according to the variation of rates in six high-income countries in the last
three decades (Gilbert et al., 2012). These findings challenge the efficacy of policies for
primary prevention of CM, even though they could be explained by a decrease of CM
prevalence accompanied by an increase in reporting.
The need for a public health approach for adults

Alleviating the burden of child maltreatment consequences across the life-span requires
a public health approach to more efficiently target difficulties in adults (Sethi et al.,
2013). In addition to the existing programs to treat clinical disorders and to intervene
in specific groups (e.g., families under intervention because of CM, substance use,
post-traumatic stress disorder, personality disorders), more actions are needed to better
identify early signs of disability in CM exposed persons and to offer them opportunities
for improvement. According to a 2010 study conducted among 833 members of the
Massachusetts Academy of Family Physicians, screening of CM for adults in primary
health care services has been scarce (Weinreb et al., 2010). Health professionals, such
as nurses, could benefit from more training to deal with the difficulties of CM-exposed
clients (van der Zalm et al., 2015). In light of the current scientific knowledge about the
links between CM and poor adult health (Miller et al., 2011; Norman et al., 2012), it
is not sufficient to prevent CM during childhood and to target adults meeting criteria
for clinical disorders. What else can be done to mitigate CM consequences in adults in
the community?
Potential targets for intervention
Studies have indicated that at least 10 to 25% of maltreated children develop
resilient functioning (Cicchetti, 2013), while about 45% of CM adults display good
adaptation (Collishaw et al., 2007). Thus, resilient trajectories are not only possible,
but also common. Characteristics such as a stable familial environment and supportive
relationships, as well as personality features such as a sense of control and a positive selfconcept have been found to be protective (Afifi & Macmillan, 2011). Other resilience
processes such as adequate recognition and displaying of emotions (emotion regulation),
finding meaning about experienced adverse situations (meaning making) and good
interpersonal functioning, were also associated with better health among individuals
exposed to adversity in childhood including CM (Banyard et al., 2017).
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Conversely, impaired social skills, poor emotional regulation and low self-esteem were
shown to be important mediators between CM and adult disorders (Bellis, 2001;
Kendall-Tackett, 2002; Miller et al., 2011). Adults exposed to CM showed reduced
ability to understand and regulate their emotions (Dvir et al., 2014), and displayed
more automatic self-negative associations (e.g., thoughts of self-depreciation). Effects
were stronger if the CM exposure included emotional abuse (van Harmelen et al.,
2010). Social support significantly mediated the associations between CM and poor
health, indicating that the improvement of social skills helped to prevent anxiety and
depressive disorders (among others) during adulthood (Sperry & Widom, 2013).
Learning from expertise developed in therapeutic settings is also valuable to identify targets
for intervention in CM affected adults. Two concrete examples of therapeutic models
are the Component-Based Psychotherapy (CBP) (Grossman, Spinazzola, Zucker, &
Hopper, 2017) and the “Skills Training in Affect and Interpersonal Regulation”(STAIR)
(Cloitre et al., 2010). Both approaches include tasks to help patients to become aware of
their emotions and to learn strategies to regulate them. Simultaneously, they underline
the need to apply strategies to change dysfunctional social cognitions to promote a more
flexible and assertive social functioning.
In sum, and considering that resilience is a dynamic process that can be built across the
life-span (Rutter, 2012) programs aimed at alleviating CM related consequences should
ideally target these areas (emotion regulation, social skills and self-concept), to reach the
maximum number of persons, but in a way that should be economically feasible.
Strategies for implementation
The U.S. Centers for Disease Control and Prevention developed the THRIVES
framework to reduce violence against children. It consists of a group of complementary
strategies to strengthen the ability for countries to prevent violence against children.
It includes training parenting skills, economic strengthening of households, reducing
violence through specific legislation, improving social services, strengthening values and
norms for child protection, and surveillance and assessment of violence (Hillis et al.,
2016). Effective work in all of these areas can help alleviate adverse effects of CM,
particularly if societies, increasingly acknowledge its consequences in all life-stages.
Health care and child protective services, for example, need to be well connected to
assure the continuity of support to CM exposed children who reach to adulthood and
are no longer eligible to use the facilities provided by the child protection services. CM
exposed parents may benefit from specific actions to assess and improve parenting skills.
For combatting child sexual abuse, Mathews and Collin-Vézina suggested increasing
awareness through public health campaigns (Mathews & Collin-Vézina, 2016). Such
campaigns help to identifify affected children and to facilitate recognition of their
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difficulties. We argue that a similar approach is useful for both the prevention of other
CM forms such as neglect, emotional abuse, and physical abuse, and for interventions to
alleviate its consequences. For persons in need of help it will be important to complement
awareness campaigns with provision of health services.
Promising pubic health strategies for addressing CM consequences in adults include
the use of mental health or social welfare services able to answer adequately to the
consequences of exposure to traumatic events – the trauma-informed services, and the
use of internet and related technologies to facilitate the access to programs to promote
mental health – e-mental health (Magruder, Kassam-Adams, Thoresen, & Olff, 2016).
Given the close relationship between trauma and CM exposure, services appropriate
for those who have suffered trauma can also be used to assuage some of the long-term
consequences of CM. Preparation of trauma-informed services requires awareness of
the impact of trauma in individual and societal domains; recognition of its signs and
symptoms, and integration of knowledge about trauma in public health programs.
With regard to the use of e-mental health, the technology-based interventions (TBIs)
(e.g., online platforms, social media, mobile applications) can be advantageous as they
may allow more cost effective service provision. TBIs can facilitate the application
of interventions to help persons with mild or moderate difficulties – low-intensity
interventions – targeting features that are common to diverse mental health disorders,
such as difficulties with emotion regulation, poor social functioning and negative selfconcept – so-called ‘transdiagnostic features’. TBIs can be strategically allocated, and
their application facilitated by members in the community not having professional skills
to provide mental health interventions, but specifically trained to assist the delivery of
programs – non-specialists or lay counselors (Bockting, Williams, Carswell, & Grech,
2016). A randomized controlled study on a therapeutic intervention specifically focused
on child abuse and targeting skills for emotion regulation and social functioning
(transdiagnostic features) achieved significant results in reducing symptoms and to
promote full remission of disorders in affected persons (Cloitre et al., 2010)]. In a large
meta-analysis, interventions for transdiagnostic features were found to be effective in
reducing anxiety and depression and increasing quality of life (Newby, McKinnon,
Kuyken, Gilbody, & Dalgleish, 2015). The application of programs by lay counselors
was also found to reduce the levels of depression efficiently (Patel et al., 2017).
The use of TBIs to mitigate CM consequences in adults may bring benefits, such as the
reduction of feelings of shame and guilt associated to the face-to-face disclosure of some
forms of CM (sexual abuse) and an opportunity for self-paced low-intensity interventions
targeting transdiagnostic features, particularly social skills, emotion regulation and selfconcept. There may be additional advantages: reducing feelings of isolation by sharing
feelings using social media with other affected individuals, and self-management of time
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of use of the tools, avoiding obstacles some may feel for making or attending face-toface appointments. We also need to consider, limitations of TBIs. They are probably less
effective in addressing some CM consequences, such as interpersonal difficulties. In this
instance, people may benefit more from personal contact with a therapist. Difficulties of
CM exposed persons can be also too complicated to target by TBIs given their chronicity
and their biological embedding (Shonkoff et al., 2009).
An overview of meta-analyses of studies on the effects of public health preventive
programs to improve mental health targeting parenting, as well as social and emotional
skills in various life-stages, reported significant effects in reducing mental health,
substance abuse and conduct problems (Sandler et al., 2014). Although results are
heterogeneous across interventions, positive effects were maintained across time, and
better results followed interventions using interactive strategies and focusing on at-risk
populations (Sandler et al., 2014). In light of these findings we suggest that public
health specialists develop programs specifically for CM exposed adults to strengthen
resilience and buffer consequences of early negative experiences.
Practical implications

Given the current scientific knowledge about CM, we argue that application of
public health actions to mitigate CM consequences during adulthood may be highly
advantageous. Those designing and implementing health and child protective services
should target interventions to help with emotion regulation, strengthening of social
skills and of self-concept, as these three areas are often dysfunctional in CM exposed
adults and have been associated with risky lifestyles, and causing several mental health
disorders.
Consequently, we propose three main actions to mitigate the consequences of CM
during adulthood:
1. Increasing awareness about CM in the community, using a “whole-of-society”
approach (Sethi et al., 2013). This means informing everyone simultaneously about
potential consequences of child maltreatment and about opportunities for recovery
across the life-span.
2. Developing self-paced and low-intensity programs for CM affected adults. These
programs should include an evaluation of conditions of CM exposure (e.g., type of
CM, age, previous interventions, strengths and vulnerabilities during childhood and
in adulthood) and current levels of functioning, including a detailed assessment of
transdiagnostic features (emotion regulation, social skills and self-concept). Depending
on the levels of functioning in the transdiagnostic features, tailored interventions can
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be made available using the TBIs, but they should be closely monitored by experienced
professionals, allowing face-to-face follow-ups. These programs should be first tested
in at-risk populations (e.g., substantiated cases of CM), and further generalized to the
community when their efficacy is confirmed. Programs can be developed by the mental
health care sector in combination with child protection services, and further applied in
primary health care after adequate training of staff members (e.g., general practitioners,
nurses) to refer affected persons to available resources. The measurement of the efficacy
of these programs should ideally include indicators of functioning in diverse areas (e.g.,
health, work, family, social functioning), not only assessed by the targeted person, but
also by their relatives.
3. Facilitating access to standard treatment protocols to CM exposed persons who
recognize themselves as affected and who show significant dysfunction in transdiagnostic
features.
Ideally, establishment of national task forces of representatives will provide the means to
advance this work. They can be well suited to investigate prospective needs, coordinate
and monitor the outcomes of these actions. Given the complexity of the target
population, further work is required to tailor public health actions to the needs of adults
who are affected by CM and to test the adequacy of self-paced interventions, as well as
the strategic placement of resources in this context. Benefits of these actions are expected
not only for the health condition of affected subjects, but also for the next generation,
as the target transdiagnostic features we propose are intrinsically related to parenting.
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Abstract
Background: Child maltreatment (CM) is associated with long-lasting poor health
outcomes, as well as increased levels of disability and health-services consumption across
the life-span. However, less is known about how CM consequences can be reduced
during adulthood. We investigated professional opinions on how to mitigate long-term
consequences of CM in a public health (PH) perspective.
Method: Using the Delphi method in three rounds, we inquired 91 professionals,
mostly European researchers and clinicians about potential PH actions to mitigate CM
consequences during adulthood.
Results: Most experts agreed that PH actions are needed. Increasing community
awareness and training emotional regulation in affected adults were prioritized strategies.
Enlarging curricular knowledge about CM for professionals and developing evidencebased interventions were considered preferred methods. Reducing the barriers for access
to interventions for adults, such as those provided by trauma-informed services were
also suggested. Participants highlighted the possibility to reduce CM consequences
across generations as a significant benefit.
Conclusions: Public health programs to reduce the burden of CM can be enhanced
by specific actions to facilitate the recognition of difficulties in affected adults and to
expand the availability of helpful resources. The application of these programs can be
assisted by the use of modern information-technology.
Keywords: child maltreatment, health promotion, public health
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Introduction
Child maltreatment

Child maltreatment (CM) is a well-known risk factor for poor health across the
life- span, which makes it a priority for intervention as stated by the World Health
Organization (Sethi et al., 2013). Although definitions vary, it is generally defined as acts
by a parent or other caregiver that results in harm, potential for harm or threat of harm
to a child (Gilbert, Widom, et al., 2009). Global prevalence per 1000 inhabitants has
been estimated as 127 for sexual abuse (76 for male and 180 for female), 163 for physical
neglect, 184 for emotional neglect, 226 for physical abuse and 363 for emotional abuse
(Stoltenborgh et al., 2015).
Through a process of cumulative psychological and biological alterations caused by
exposure to chronic stress, CM exposed persons may display difficulties in various
areas of functioning (e.g., sensitization of biological stress mechanisms, developmental
deficits, social and emotional difficulties) that persist across the life-span (Shonkoff et
al., 2009). To compensate for such difficulties, CM exposed persons may resort to health
risk behaviors (e.g., substance use, risky sexual contacts) (Norman et al., 2012). These
behavioral tendencies will deepen the already existing biological, social and emotional
problems (Miller et al., 2011).
The U.S. Centers for Disease Control and Prevention have conducted large crosssectional and longitudinal studies about the consequences of exposure to adverse
childhood experiences (ACE) (Centers for Disease Control and Prevention, 2016).
It has been suggested that nearly 30% of mental health disorders in adults could be
prevented through the eradication of childhood adversities (Kessler et al., 2010). For
Europe, leading experts in mental health prioritized the identification of causes, risk
and protective factors, along with the advance of public health interventions to reduce
mental-health related inequalities (Forsman et al., 2015).
A call for a public health approach

Adverse childhood experiences have been associated with large disability proportions
(Cuijpers et al., 2011) and increased risk for disease and mortality (Bellis et al., 2015).
Moreover, they were found to be a cause of a heightened consumption of health-services
(Yanos et al., 2010). Because of its chronic and enduring consequences, CM has generally
been regarded as a “long-term health condition” (Taylor, Bradbury-Jones, Lazenbatt, &
Soliman, 2016) with huge associated economical costs (Brown et al., 2011; Fang et al.,
2012). Exposure to CM was also associated with adverse mid-adulthood socioeconomic
outcomes, such as unemployment and long-term sick absenteeism (Pinto Pereira, Li, &
Power, 2016) and with increased odds for early disability pension (Björkenstam, Hjern,
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& Vinnerljung, 2017). The disability weight associated to adversity in childhood,
particularly the exposure to abuse and neglect, was larger than the one associated with
all other mental health disorders (Cuijpers et al., 2011).
Primary prevention is often regarded as the golden procedure to tackle CM. While there
have been initiatives to prevent and stop CM, child protective services are still often
overwhelmed by large numbers of suspected cases and/or demands for the removal of
children from families that are subsequently in need of foster care (Herrenkohl, Leeb,
& Higgins, 2016). Further, as most of the cases go under noticed, they can hardly cover
the needs of all affected children (Gilbert, Widom, et al., 2009).
There are programs particularly designed for clinical purposes [e.g., STAIR (Cloitre
et al., 2010), Component-based Psychotherapy (Grossman et al., 2017) or SchemaFocused Therapy (Sempertegui, Karreman, Arntz, & Bekker, 2013)] or focused on
parents/families with substantiated CM [e.g., parental training programs or nursefamily partnership (Chen & Chan, 2016)]. But to our knowledge, there is a paucity
of specific PH interventions to mitigate the consequences of CM in adults in the
community. Although interventions do exist to improve resilience of persons affected
by interpersonal violence and CM, in general these experiences and their consequences
are insufficiently addressed in preventive and intervention programs (Moeller-Saxone et
al., 2015).
A PH approach has been proposed to tackle CM consequences (Taylor et al., 2016),
recognizing its long-term consequences prejudices, and aligning primary and secondary
preventive interventions (Herrenkohl et al., 2016). Despite the work that is being
developed to prevent exposure to CM, less is being done in order to help adults to
overcome its consequences (Cameron, Carroll, & Hamilton, 2018). Public health
actions to mitigate long-term consequences of CM targeting emotion regulation, social
functioning and self-concept have been previously suggested (Dias, Mooren, & Kleber,
2018).
A valuable strategy to investigate potential PH actions to mitigate CM is the consultation
of experienced professionals. The judgment of a professional can be representative of
several cases, despite the risk of bias associated with personal features (Linstone &
Turoff, 2002a). The Delphi method employs the consultation of professionals, and has
been frequently used in the field of PH (Iqbal & Pipon-Young, 2009).
In a recent Delphi study about prevention of interpersonal violence (including CM), the
“development, implementation and evaluation of interventions” has been recommended
as a crucial research priority (Mikton et al., 2017). Similarly, an international study
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by Wathen and colleagues prioritized the investigation of key elements of successful
programs for prevention of CM and intimate partner violence as well (Wathen et al.,
2012). Both studies underlined the need to examine effective strategies for prevention
of CM and its consequences.
Research aims

Our aim is to analyze professional opinions on how to mitigate consequences of CM
during adulthood in a PH perspective. Using a Delphi method, we gathered information
on: a) existing PH actions; b) the need for additional specific PH actions for adults;
c) proposed PH actions at the levels of strategies, target groups and implementation
methods; d) benefits and risks, and e) how to minimize potential risks of increasing
awareness of CM consequences in adults.
Methods
Delphi Method

The Delphi method is a structured process of communication among professionals with
high levels of expertise in a given domain (Linstone & Turoff, 2002a). Participants
are invited to share their opinions anonymously through an iterative process and they
receive feedback about responses from the overall group. Because of anonymity, expert
standpoints are free from social conformism.
We used a Delphi version applied over three rounds. Round I consisted of a small-scale
study using an exploratory interview (Supplement 2) with a group of 10 experts in
order to generate items for a semi-structured questionnaire (Supplement 3). In round
II, a larger group of experts filled out the questionnaire (Supplement 3). In round III,
participants from round II were invited to comment on the results of the previous round
and to fill-out a second questionnaire (Supplement 4). The questionnaire we used in
round III was elaborated according to the results of round II and complemented by
information collected in a focus group with 10 health care professionals external to the
Delphi scrutiny. All participants were provided with a link for a webpage explaining the
research initiative and including used definitions in our study (https://sites.google.com/
site/mitigarcmc/home). Figure 1 illustrates the phases of the Delphi process.
Data analysis was performed using two strategies: the count of endorsements
(quantitative) and the content analysis of open questions (qualitative). Items endorsed
by more than 70% of participants were considered a priority, as proposed by von der
Gracht(von der Gracht, 2012).
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Round 1. Identification of items of relevance and selection of areas for
investigation
Mar 2013 - Jan 2014
• Literature review - long-term CM consequences therapeutic programes,
resilience.
• Exploratory interview conducted to 10 experts (Supplement 2)
• Team research meetings and integration of expert´s feedback in the
questionnaire for round II.
Round II. Scrutiny of items
Feb - Apr 2014
• Survey using the questionnaire previously developed (Supplement 3)
• 84 respondents from 185 invited
• Results were summarized, and contents of open questions were analyzed.
• Based on results, a follow-up questionnaire was developed.
Round III. Feedback of results and scrutiny of follow-up questionnaire
May - Oct 2014
• Feedback of round II
• Scrutiny of semi-structured questionnaire (Supplement 4)
• 43 respondents from 81 invited

Figure 1.Delphi flowchart
Figure 1. Delphi flowchart.

Participants
In the Delphi study 91 professionals participated who were chosen according to
two criteria: they authored articles about long-term consequences of CM (including
assessment and intervention) and/or they participated in projects on CM. Participants
having the larger number of specific publications about CM consequences in adults
were selected for round I. Participants were mostly contacted personally, and they were
asked to provide the name and/or contact of potential participants for round II. Table
1 summarizes characteristics of the participants. In addition, 10 external consultants
(health care professionals and post-graduates) collaborated in the development of the
questionnaire for round III. Supplement 1 details the procedure for each round.
Ethical considerations

Because participants were not “subjected to procedures or required to follow certain
rules of behavior”, our study was exempt from ethical review, according to the Medical
Research Involving Human Subjects Act (WMO, The Netherlands). The purpose of the
study was explained and participation was voluntary and anonym, allowing participants
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to quit at any stage. The few data concerning the background of participants did not
reveal their identity.
Results
Participants

In this study 91 experts from 26 European countries participated. Three experts from
United States took only part in round I. We achieved a rate of participation of 90%
in round I, 45% in round II and 53% in round III. Participants in round II had been
working in the field of CM for about 15 years. Most were researchers and/or mental
health professionals and most had an academic background in psychology or medicine.
Eighty-nine percent classified their own CM knowledge as 5 or higher in a scale ranging
between 1 and 10. Table 1 includes detailed information about participants’ background
and work experience.
Delphi rounds I and II

Current public health initiatives
Participants in the round I identified clinical interventions (STAIR) and parental
training programs as existing interventions. In round II, 23 participants knew about
current initiatives, and 22 described them. Participants described particularly actions for
primary prevention with sensitization of health care professionals about how to screen
and intervene in early stages (in Portugal, Romania and Norway), specific programs
for intervention in sexual abuse and incest (Denmark, Norway and Germany), other
prevention and treatment services (Germany, The Netherlands, United Kingdom), the
Global Collaborative Initiative by the International Society for Traumatic Stress Studies
to reduce the impact of child abuse and neglect (USA) and other specific interventions
focused in adults (for instance the project Fyer Friesland in The Netherlands). Other
less specific programs were pointed out, aiming at preventing CM at primary level,
treatment of CM related disorders and promoting the integration of excluded groups or
ethnic minorities.
Additional public health actions
Most participants supported the assumption that PH actions are needed to mitigate
CM consequences in adults. In round II, 96% agreed with the notion that additional
PH actions are necessary. Three participants in the round II preferred efforts for primary
prevention and for treatment of persons displaying clinical symptoms. Only the
consenting participants proceeded with round II.
In round I, strategies such as the increase of awareness, the training of emotion regulation,
social skills as well as risk perception, and interventions targeting negative self-cognitions
135

Chapter 7

Table 1.Characteristics of Delphi participants
Delphi Rounds
I

II

III

10 (11)

81 (185)

43(81)

Male

4

30

17

Female

6

51

26

3 from United

12 from The Netherlands, 5 from The Netherlands

States, 2 from

9 from Portugal, 8 from

and United Kingdom,

Netherlands and

United Kingdom, 7 from

4 from Portugal, 3 from

Croatia, 1 from

Spain, 6 from Germany,

Spain, 2 from Croatia,

Denmark, Turkey

5 from France, 4 from

Georgia, Norway, Poland,

and Poland

Italy, 3 from Belgium,

Italy and Switzerland and

Croatia and Switzerland,

1 from Austria, Belgium,

2 from Austria,

Bulgaria, Denmark,

Denmark, Georgia,

Estonia, France,

Greece, Ireland, Norway,

Germany, Greece, Ireland,

Poland, Romania, and 1

Lithuania, Romania and

from Bulgaria, Estonia,

Serbia

N
Gender

Country

Lithuania, Serbia, Turkey,
Ukraine.
Academic background
Psychology

6

47

28

Medicine

3

24

11

Social work

1

4

3

Education

2

Sociology

2

Criminology
Professional activity

1

1
NA

Research

35

19

Mental health care

32

16

Education/teaching

9

5

Policy

5

3

NA

15

16

NA

7

7

Years of work experience
(mean)
Self-reported level of
expertise (1-10)
Note: NA – not assessed.
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and feelings of shame and guilt, were proposed. In particular, increasing awareness and
training of emotion regulation were considered priorities, with respectively 86% and
71% of agreement in round II. The importance of training in risk perception received
less consensus (40% of agreement).
Public health initiatives do best to focus at three different groups according to respondents
in round I: individuals, families and organizations (see Table 2). In round II, abused or
neglected adults during childhood and persons in treatment for mental health problems
were prioritized as target individuals, while for families were those experiencing domestic
violence. Mental health care, child protection, primary health care and social welfare
organizations were top-ranked for the implementation of PH initiatives.
Two methods identified in round I (Table 2) were preferred in Delphi round II: enhancing
the study of effective interventions for long-term CM consequences and developing
curricula for health care professionals. There was less support for the development of
self-administered instruments (54% endorsement). Experts underlined the need to
deliver specific actions for assessment and intervention in organizations for foster care.
Further, a political framework was suggested to facilitate the access of CM exposed
adults to, for instance, trauma-informed services.
Benefits and risks
In round I participants suggested benefits in diverse domains, as described in Table
2. The significance of decreasing the risk of intergenerational transmission of CM
consequences was emphasized by the participants in round II, while fostering resilience
was considered crucial to a lesser extent (64% endorsements). Participants in round II
added as important benefits the identification of adults at risk for poor health, offering
them adequate interventions, and reducing the risk for marginalization and exclusion.
Participants mentioned in round I risks such as victimization and medicalization of
complaints, development of false memories and interference with current social relations.
However, only 32% of participants in round II acknowledged such risks. Promoting an
unnecessary victim status and medicalizing complaints were the most selected hazards.
Other risks such as stigmatizing culturally accepted parenting behaviors, decreasing the
responsibility to search for self-recovery and raising expectations for recovery that may
not be met, were added in round II.
Delphi round III – reducing potential risks of increasing awareness

Round III aimed at providing feedback to participants about the findings of round II and
at investigating how to reduce risks associated with the increase of community awareness
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Table 2.Results of the Delphi rounds I and II
Assessed items

Round I

Round II

10

96%

Public health
actions
Yes
No
Strategies

4%
Increase community awareness

86%

Emotional regulation training

71%

Cognitive restructuring of dysfunctional beliefs

68%

Reinforcing self-efficacy

65%

Address feelings of shame and guilt

63%

Training skills for risk perception

40%
*Other: 28%

Target Groups
Individuals
Identified during childhood as neglected or abused

78%

In treatment for mental health problems

71%

With addictive problems

64%

In conflict with the law

50%

Engaging in high risk sexual behaviors

50%

Using primary health care services

42%
*Other: 14%

Families with
Problems of domestic violence

86%

Children experiencing adaptation problems in school

68%

Members suffering mental health disorders

60%

Members who are incarcerated

47%

Young couples with children

42%
*Other: 4%

Organizations
Mental health care services

82%

Agencies for protection of youth at risk

80%

Primary health care services

76%

Social welfare agencies

73%

Primary/secondary education institutions

58%

Higher education institutions

27%
*Other: 9%
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Implementation
Study of effective interventions

85%

Develop curricular knowledge for professionals

77%

Raise community awareness through public campaigns

63%

Detect and prioritize research needs in exposed adults

62%

Promote screening in users of primary health care services

56%

Promote the screening in mental health care services

59%

Develop self administered instruments

54%
*Other: 12%

Curricular knowledge for health professionals

77%

Raise awareness through public campaigns

63%

Detect and prioritize needs in adults

62%

Promote screening in primary health care

56%

Promote screening in mental health care

59%

Develop self-paced instruments

54%
*Other: 12%

Benefits
Decrease risk for intergenerational transmission

86%

Increase social awareness and help identification

69%

Decrease engagement in risk behaviors

68%

Reduce the risk for chronic poor health

65%

Foster resilience to traumatic or stressful events

64%
*Other: 8%

Risks
No

NA

65%

Yes

NA

32%

Promoting victim status

19%

Medicalization/amplification of complaints

13%

Risk for false memories

6%

Limiting spontaneous coping/recovery

4%

Interfering negatively with current social relations

4%

Sort of risks

*Other: 6%
Note: * described in the results section.
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about CM consequences in adults. Next, we asked for which type of information could
be broadcasted to increase awareness.
Eighty-eight percent of professionals agreed with the general results of round II
exposed in Table 2, and about one third (30%) reaffirmed risks like victimizing and/or
stigmatizing affected persons, that may reduce the potential for spontaneous recovery.
In order to minimize risks, professionals recommended for instance, delivering health
care services using anonymous self-paced low-intensity interventions (e.g., cognitive
behavioral interventions for mild disorders). Information could be delivered using
modern communication technologies (e.g., social media, informative web-portals) and
forms of art (e.g., cinema, theatre). Further, mass media personnel should be trained
in how to present and communicate about CM. Training could be provided for health
professionals on how to refer clients and/or how to offer evidence-based interventions
for those looking for specialized help.
To increase awareness about CM, participants agreed to provide more information
about available treatment resources to all target groups (Table 3). Professionals were
the target group for whom all the types of information were considered important. For
the general public, information about long-term consequences and adequate parenting
practices were chosen most frequently, while informing about the risk for transmission
of CM consequences across generations was prioritized only for professionals such as
health care providers, social workers, and other.
Respondents considered those working in the field of mass media, education and health
care instrumental for increase of community awareness. They underlined the advantages
of collaborations among organizations in order to better inform the different groups and
also to offer an adequate follow-up for those looking for care.
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Table 3.Information to increase awareness about child maltreatment for diverse target groups
Target Groups
Adults
identified
as neglected Families with

Type of information

Individuals in

or abused

problems

treatment for

General

during

of domestic

mental health

public

childhood

violence

problems

Professionals

Long-term consequences

89%

56%

63%

51%

80%

Resilience strategies

49%

81%

65%

84%

77%

Risk for transmission

49%

60%

65%

51%

81%

Parenting practices

81%

70%

81%

65%

70%

Screening for adults

33%

21%

21%

23%

86%

Narratives of adults

37%

40%

30%

23%

72%

Prevalence

74%

33%

28%

28%

86%

Treatment resources
70%
82%
81%
74%
88%
Note: Percentages refer to the number of participants who have chosen the type of information for each
target group.

Discussion
Main Findings

Experts who participated in this Delphi study supported the assumption that PH actions
are needed to mitigate consequences of CM in adults. They highlighted the possibility
to reduce the risk for transmission of CM consequences across generations as a main
benefit. In addition to the existing initiatives to prevent CM or to treat its associated
clinical features, Delphi participants also stressed that further PH work needs to be
oriented at increasing awareness about CM long-term consequences. Further, evidencebased helpful resources should be made available for adults, targeting for instance
emotion regulation skills. These findings of our Delphi study can assist health care and
child protection services to improve programs for CM prevention, and to reduce its
associated consequences across the life-span.
According to our results, professionals in general, fundraisers and policy makers do well
to acknowledge the needs for more training and more resources to generate evidencebased interventions for CM consequences. Such procedures can be assisted by available
technologies of information. For instance, the increase of community awareness can
be facilitated by using media resources, while the development of evidence-based
interventions can be progressed by motivating professionals and clients to adhere to the
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monitoring of outcomes using internet-based and computational resources. Revenues of
these actions are expected to outweigh the costs, as benefits can be achieved for a large
number of individuals, with potential effects also for further generations.
As suggested by some experts in our study and in line with the literature, existing
trauma-informed service systems are a valuable resource, given some of the shared and/or
overlapped features of persons exposed to CM and to other traumatic events (Magruder
et al., 2016). Trauma-informed services are defined as services that are sensitive to
consequences of trauma, by identifying signs and symptoms, by integrating knowledge
about these consequences in their practices and by developing specific actions to avoid
stigmatization. In parallel with interventions for single trauma exposure, these services
can enrich their scope of action by training professionals for some specificities of CM
affected persons, such as the chronicity of difficulties at the levels of emotion regulation,
social functioning and self-concept, the feelings of shame and guilt and the problems of
recognition of CM exposure (Dias et al., 2018).
The use of e-health applications has been proposed as well, as it may facilitate the
access to interventions for adults not looking for help because of feelings of shame
or guilt or because of difficulties of time management to adhere to conventional faceto-face interventions. The use of e-health reduces the costs for application of face-toface evidence-based interventions, and can be used for instance to target the emotional
regulation of CM exposed persons (Bockting et al., 2016).
Limitations and strengths

To our knowledge, this is the first study investigating professional opinions about PH
actions to mitigate CM long-term consequences. We have documented perspectives
of highly experienced professionals on how to reduce the societal burden of CM, by
suggesting a set of actions that can be applied at large scale, using the widely available
technologies of information.
Despite these strengths, limitations imply caution in generalizing our findings. Although
we have been keen on a geographically spread selection of participants, the selection of
responders could have been influential to the priorities. In order to overcome limitations,
we used a large number of participants with different academic and cultural backgrounds.
In addition, the rates of participation across the rounds in our study varied. Although
low levels of response rate are frequent in Delphi studies (Hsu & Standford, 2007), we
believe the variation we realized is related to the different methods used for the data
collection (face-to-face in round I versus online in round II) and with the moment of
application of round III (end of academic year and holiday period).
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Practical suggestions

Based on our findings, we propose a set of actions to be applied by the joint effort of
professionals and stakeholders of health care, child protection and education, aiming at
mitigating the consequences of CM in adults in the community:
1. Increasing community awareness about CM consequences in adults by developing
national web-portals with information for different target groups and with various
levels of access (for instance containing specific encoded material for the training of
professionals).
2. Developing e-health evidence-based interventions targeting for instance emotional
difficulties of adults exposed to CM.
3. Defining a set of basic knowledge/skills to be acquired by professionals working
with CM affected adult clients.
4. Developing CM-informed services in combination with existing trauma-informed
services.
5. Facilitating the admission for assessment and treatment to CM-informed services
to clients exposed to substantiated CM or raised in foster care organizations, in
treatment for mental health problems and with problems of domestic violence.
6. Creating a task-force of representatives to inspect the health needs of CM affected
adults and to monitor the outcomes of PH programs to mitigate CM consequences.
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Keypoints

•
•
•
•

There is a need for public health actions to mitigate consequences of child
maltreatment in adults.
Increasing community awareness and training professionals are prioritized strategies.
Evidence-based interventions targeting emotion regulation are necessary.
The use of modern information-technologies can facilitate access to interventions
for adults exposed to CM.
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Supplement 1
Procedure
First Delphi Round
A first Delphi round was conducted with 10 participants using an exploratory interview
(Supplement 2) during June / 2013. We inquired over strategies, target groups,
implementation methods and benefits/risks. Main topics were registered during and
right after the interviews. Experts were chosen because of their rich publication track
in the field of CM. From 11 contacted professionals, one denied to participate because
he considered his background not appropriate for the questions we were asking. Short
interviews were conducted personally (9) and by email (1). Professionals were asked to
provide names of colleagues we could invite to participate in the second Delphi round.
After implementing the round one, the main topics for each question were extracted.
Gathered information was merged with literature findings about resilience and effective
therapeutic protocols. Available information was analyzed and thoroughly discussed
in team research meetings. We defined six groups of questions: 1. current initiatives;
2. opinion about the need for PH interventions; 3. strategies; 4. target groups; 5.
implementation methods, and 6. risks and benefits. An open question per group was
added asking participants for their comments. Few demographical questions were
included with a focus on professional and personal background.
After being revised by six experts from the pilot group, the questionnaire (Supplement
3) was submitted to the larger group of Delphi participants.
Second Delphi round
Data collection using the questionnaire of Supplement 3 took place between February
and April / 2014. Participants were invited to participate using the Lime Survey software.
A first email was sent explaining briefly the goals of the study. It included a link to
the questionnaire and to a webpage (https://sites.google.com/site/mitigarcmc/home)
containing information about the research initiative 28. Participants were informed they
could end their participation when they wish to do so. Reminders were sent every two
weeks from the first invitation.
We focused the second round of the Delphi study on European professionals. Participants
were selected according to two criteria: authorship of scientific articles addressing the
questions of CM consequences in adults and participation in research projects related
with CM epidemiology, prevention and intervention. They had to work in Europe at
the time of the study. Participants suggested by other professionals were included when
they satisfied both criteria.
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A total of 185 professionals from Europe were invited to participate, and 84 replied,
completing a rate of participation of 45%. In this study we included data provided by 81
participants. Eighty-four participants replied to the questionnaire, 8 refused to participate
and 94 did not reacted to the invitation (70 did not uploaded the questionnaire and 24
uploaded it but did not answered). Three participants were excluded – two because they
were working outside Europe and one because of his close relation with the research
team.
Participants had been working in the field of CM for about 15 years. Most were
researchers and/or mental health professionals and most had an academic background
in psychology or medicine. Eighty-nine percent of participants classified their own CM
knowledge as 5 or higher in a scale ranging between 1 and 10. Table 1 includes detailed
information about participants´ background and work experience.
Third Delphi round
The third Delphi round was developed between May and October / 2014. This round
aimed at giving back the results of second round and to deepen the discussion about
the risks and protective strategies. A follow-up questionnaire has been developed
(Supplement 4) containing a question about the feedback of the results of round two
and three groups of questions targeting respectively how to reduce risks, information
to be made available for each target group and organizations to be primarily involved
in public health actions. The items of the questionnaire were extracted from the
comments of participants of the second Delphi round and complemented by items
obtained through interviews with health professionals and by a focus-group session.
Four interviews and one focus group session were conducted with professionals with
diverse professional background (nursing, psychology, psychiatry and religion, 6 postgraduates in experimental, clinical and health psychology). Participants were asked the
following question: “How can we increase community awareness about child maltreatment
consequences in adults, preventing unintended effects such as victimization, medicalization
of complaints or stigmatization?”.
The responding participants of the second round were invited to participate (81), and
43 responded the questionnaire.
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Supplement 2
Exploratory Interview
The need for public health actions to mitigate consequences
of child maltreatment in adults in the community.

This exploratory interview aims to analyze the need and adequacy of public health actions
in order to foster resilience in community adults subjected to childhood maltreatment.
Considering your professional background, your knowledge will be fundamental to
generate new perspectives on secondary prevention strategies. We kindly ask you to give
us your opinion on the described questions.
Thank you in advance for your participation.
Aida Dias, Facilitator
1. In your opinion, is there a need for public health actions to foster resilience in adults
subjected to childhood maltreatment? If no, please describe your reasons.
2. Do you know any specific public health actions for community adults exposed to
childhood maltreatment to increase their resilience? If yes, please describe.
3. In your opinion, how can we approach community adults that have been exposed to
childhood maltreatment to offer them strategies to improve their resilience?
4. Which sort of intervention strategies do you recognize as valuable and cost-effective
to reduce childhood maltreatment consequences in adults?
5. Would you like to briefly refer some expected benefits and disadvantages of the
application of the mentioned strategies?
6. Are there any other questions you consider important concerning the public health
approach of adult consequences of childhood maltreatment?
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Supplement 3
Questionnaire of the Delphi study – Second Round
Title: Public health actions to mitigate consequences of childhood maltreatment
Childhood maltreatment has been linked to poor long-term health outcomes.
Therapeutic protocols are available for affected children, adolescents and adults.
However, preventive programs are scarcely implemented. We lack knowledge about
cost-effective actions to mitigate the consequences of childhood maltreatment among
adults in the community. The increased risk for illness and the large economical costs
related with childhood maltreatment justifies a Public Health approach.
You are a recognized expert in the field of childhood maltreatment. We would like to ask
your opinion about the need for public health actions to mitigate the consequences of
childhood maltreatment among adults in the community. The information you provide
will be used to generate guidelines for public health and related fields.
Below you will find a short list of questions. We kindly ask for your reply.
Your participation is confidential. Findings will not be linked to the personal
contributions of participants.
Thank you for sharing your opinion!
Interested to know more about this research initiative? Please click image bellow.
https://sites.google.com/site/mitigarcmc/home
There are 22 questions in this survey.
Public Health Interventions for Community Adults
1. Do you know of any public health initiatives that aim to reduce the consequences
of childhood maltreatment among adults in the community?
Please choose only one of the following:
o Yes
o No
Please briefly name them:
(question is shown only when participants replied yes to the previous question)
Please write your answer here:
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2. In your opinion, is there a need for a public health action to mitigate the
consequences of childhood maltreatment among adults in the community? *
o Yes
o No
Can you explain your answer?
(question is shown only when participants replied no to the previous question)
Please choose all that apply:
o Because community adults are resilient
o Only subjects with clinical symptoms should be targeted for interventions
o Efforts should be only focused on primary prevention of childhood maltreatment
on children
o Adults may misinterpret past experiences as abusive or neglectful because of memory
degradation
o A public health approach may exacerbate consequences in some cases
o Other. Please describe: ________________________________________
If question 2 was answered with no, questions about action strategies, target groups,
implementation methods, benefits and harms are not presented.
Action Strategies
3. In your opinion, which strategies may be effective for reducing harmful
consequences of childhood maltreatment among adults in the community?
Please choose all that apply:
o Increase community awareness
o Address feelings of shame and guilt
o Emotional regulation training
o Social skills training
o Training skills for risk perception
o Cognitive restructuring of dysfunctional beliefs concerning the self and others
o Reinforcing self-efficacy
o Other. Please describe: __________________________________________

151

Chapter 7

Target groups
4. Which priority groups should be focused on while implementing initiatives
to mitigate the consequences of childhood maltreatment among adults in the
community?
4.1 Individuals
Please choose all that apply:
o With addictive problems
o In conflict with the law
o Identified during childhood as neglected or abused
o Engaging in high risk sexual behaviors
o Using primary health care services
o In treatment for mental health problems
o Other: _________________________________________________________
4.2 Families
Please choose all that apply:
o Young couples with children
o With problems of domestic violence
o With children who are experiencing adaptation problems in school (e.g. school
dropouts, misbehavior, emotional and social problems)
o With family members who are incarcerated
o With family members suffering mental health disorders
o Other: _____________________________________________________
4.3 Organizations
Please choose all that apply:
o Primary and secondary education institutions
o Higher education institutions
o Primary health care services
o Mental health care services
o Social welfare agencies
o Agencies for protection of children and youth at risk
o Other: ______________________________________________________
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Implementation
5. Please identify the implementation methods you consider adequate to reduce
the consequences of childhood maltreatment among adults in the community
from a cost-effective perspective.
Please choose all that apply:
o Raise community awareness through public campaigns
o Develop specific curricular knowledge for health care professionals
o Promote the screening among users of primary health care services
o Promote the screening in mental health care services
o Develop self-ministered instruments to mitigate the consequences of childhood
maltreatment (e.g. informative folders, e-health training modules for affect regulation,
social skills development, risk detection training, etc.)
o Detect and prioritize research needs among adults in the community who have been
exposed to childhood maltreatment
o Stimulate the study of effective interventions to reduce the potential of harmful
effects of childhood maltreatment among adults in the community
o Other. Please describe: ____________________________________________
Benefits
6. In your opinion, what might be the expected benefits of applying the previous
selected methods?
Please choose all that apply:
o Foster resilience when dealing with other traumatic or stressful events
o Decrease the engagement in risk behaviors and revictimization (e.g. high risk sexual
behaviors, substance abuse...)
o Reduce the risk for chronic poor physical and mental health (e.g. chronic fatigue,
asthma, migraine, mood and anxiety disorders...)
o Decrease the risk for intergenerational transmission of childhood maltreatment
o Increase social awareness and facilitate identification of children at risk for childhood
maltreatment
o Other. Please describe: ____________________________________________
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Harms
7. Do you recognize any harms or disadvantages from applying public health
initiatives to reduce the consequences of childhood maltreatment among adults
in the community?
Please choose only one of the following:
o Yes
o No
7.1 Could you please identify or describe the potential harms or disadvantages?
(question is shown only when participants replied yes to the previous question)
Please choose all that apply:
o Risk for false memories
o Limiting spontaneous coping/recovery mechanisms
o Interfering negatively with current social relations
o Promoting victim status
o Medicalization/amplification of complaints that do not require specialized
intervention
o Other:
7.2 Please add any comments on the potential harms and disadvantages when
applying public health actions to mitigate the consequences of childhood
maltreatment among adults in the community.
(question is shown only when participants replied yes to the previous question)
Please write your answer here:
Other information
8. Would you like to add any other information? Please feel free to leave your
comments about this research initiative.
Please write your answer here:
Personal and professional information
We kindly ask you to describe some information about yourself and your professional
background.
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9. We kindly ask you to provide some information about yourself and your
professional background.
9.1 Gender
Please choose only one of the following:
o Female
o Male
9.2 Country:
(Where you have lived most of your life) *
Please choose only one of the following:
o Portugal
o Spain
o France
o The Netherlands
o Italy
o Sweden
o Croatia
o Greece
o Russia
o Germany
o United Kingdom
o Denmark
o Switzerland
o Austria
o Norway
o Finland
o Luxembourg
o Cyprus
o Bulgaria
o Romania
o Slovenia
o Turkey
o Georgia
o Poland
o Lithuania
o Latvia
o Moldova
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o
o
o
o
o
o

Ukraine
Ireland
Hungary
Malta
Estonia
Other

9.3 Academic Education
Please choose only one of the following:
o Psychology
o Medicine
o Law
o Social Work
o Sociology
o Biology
o Other
o
9.4. Primary current professional activity *
Please choose only one of the following:
o Mental health care
o Health care
o Research
o Social work
o Education/Teaching
o Policy
o Other
9.5 How many years of experience do you have working in the field of childhood
maltreatment? *
Only numbers may be entered in this field.
Please write your answer here:
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9.6 Would you please classify your degree of knowledge/experience regarding the
long-term consequences of childhood maltreatment? Consider 1 for low and 10
for high levels.
Please choose the appropriate response for each item:
1

2

3

4

5

6

7

8

9

10

Knowledge/experience regarding
long-term consequences of
childhood maltreatment

Other participants
10. If you know any other experts in the field of childhood maltreatment would
you please provide their names and affiliation/or contact details so that we may
invite them to participate on this study?
Please write your answer here:
You have successfully completed this survey.
Thank you for your participation!
Submit your survey.
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Supplement 4
Questionnaire used in the third Delphi round

Results and follow-up: public health actions to mitigate
consequences of child maltreatment

Thanks for keeping interest in this research initiative. We gladly share the current results
of the survey you have participated. Increasing community awareness emerged as the
most voted strategy to mitigate the consequences of child maltreatment in adults.
However, some risks were identified. Considering the high relevance of this topic and
following the Delphi method, we are proposing a second round of questions with two
goals:
• Have your feedback on the current results.
• Expand the discussion about how to increase awareness in adults in the community,
minimizing the risks to victimize subjects or medicalize potential complaints.
Below you will find the results and the proposed follow-up questions. We kindly ask for
your reply.
Your participation is confidential.
Findings will not be linked to the personal contributions of participants.
Interested to know more about this research initiative? Please click image bellow.

There are 11 questions in this survey
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Results
Participants

This study has the participation of 84 professionals from 26 countries, mostly from
Europe. Experts are working in the field of child maltreatment for about 15 years (SD
= 9.63; min= 1; max= 37). Most are researchers (43%), or are working in mental health
(36%), and others work in the field of education/teaching (13%), policy (4%), health
care (2%) and social work (2%). Participants have academic background in psychology
(57.3%), medicine (29.3%) social work (6%), education (2.5%), sociology (2.5%)
or forensic sciences (2.4%). Ninety four percent of participants classified their own
knowledge about consequences of child maltreatment with a grade equal or higher than
5, in a scale ranging between 1 and 10.
Results
Knowledge about other public health initiatives

Percentage

No

71%

Yes

29%

Need for public health actions for adults in the community
Yes

96%

No

4%

* Intervention Strategies
Increase community awareness

83%

Emotional regulation training

68%

Cognitive restructuring of dysfunctional beliefs

67%

Reinforcing self-efficacy

63%

Address feelings of shame and guilt

62%

Target Groups
*Individuals
Identified during childhood as neglected or abused

77%

In treatment for mental health problems

67%

*Families
With problems of domestic violence

83%

With children who are experiencing adaptation problems in school

66%

*Institutions
Mental health care services

78%

Agencies for protection of youth at risk

75%

Primary health care services

73%

Social welfare agencies

71%
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* Implementation methods
Stimulate the study of effective interventions

82%

Develop curricular knowledge for health care professionals

74%

Raise community awareness through public campaigns

62%

Benefits
Decrease the risk for intergenerational transmission

82%

Decrease the engagement in risk behaviors and revictimization

67%

Increase social awareness and facilitate the identification of children at risk

67%

Reduce the risk for chronic poor physical and mental health

63%

Foster resilience when dealing with other traumatic or stressful events

62%

Other (reduce health costs, improve life quality, decrease social injustice...)

7%

Harms / disadvantages
No

65%

Yes

33%

Potential harms / disadvantages
Promoting victim status

22%

Medicalization/amplification of complaints

15%

Risk for false memories

6%

Limiting spontaneous coping/recovery

6%

Interfere negatively with current social relations

5%

Other (raise expectations that can not be meet, waste resources, use of ineffective

6%

interventions, stigmatize ...)
Note: *Percentage for categories are described if they were voted by 60% or more participants.

Main conclusions

The results support a call for public health actions to reduce the consequences of child
maltreatment focused in adults in the community. Increasing community awareness
was the most voted strategy. The groups recognized as priority for intervention were
the individuals identified during childhood as abused and/or neglected, the families
with problems of domestic violence and the institutions providing mental health care.
Additionally, it has been recognized the need to study effective interventions to reduce
the consequences of child maltreatment among adults.
A public health approach for adults was regarded as advantageous because it may
contribute to prevent the intergenerational transmission of child maltreatment and to
reduce high-risk behaviors among affected subjects. However, some disadvantages were
identified, namely the risk to promote victims status and medicalizing complaints.
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Feedback about previous results
1. Do you think these results are in line with your opinion about public health
actions to mitigate child maltreatment consequences in adults in the community?
Please choose only one of the following:
o Yes
o No
1.1 Can you please tell us why you do not agree?
(question appears only when participants replied no to the previous question.
Please write your answer here:
2. Please leave your comments about the results.
Please write your answer here:
Increase community awareness
3. Do you recognize any risks related with the awareness increase about child
maltreatment consequences in adults in the community?
Please choose only one of the following:
o Yes
o No
3.1 Can you please describe them?
(question appears only when participants replied yes to the previous question.)
Please write your answer here:
3.2 How do think these risks can be reduced?
(question appears when participants replied yes to question 3.)
Please write your answer here:
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4. In your opinion, what information should be selected to increase community
awareness in each target group? Please select all that apply.
Adults identified

Families with

Individuals in

as neglected or

problems

treatment for

Professionals

General

abused during

of domestic

mental health

working in

public

childhood

violence

problems

the field

Long-term
consequences
Resilience strategies
Risk for
intergenerational
transmission
Adequate parenting
practices
How to recognize or
screen exposure in
adults
Narratives of exposed
adults
Prevalence in
children and adults
Available treatment
resources

4.1 Please add your comments about the information that should be spread
to increase community awareness about child maltreatment in adults in the
community.
Please write your answer here:
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5. Which organizations should primarily be involved to increase awareness about
child maltreatment in adults in the community?
Please number each box in order of preference from 1 to 7
o
o
o
o
o
o
o

Mass media
Mental health care
Health care
Education
Justice
Social protection
Policy

5.1 Please add your comments about the institutions you think should be involved
to increase community awareness about child maltreatment consequences
among adults in the community.
Please write your answer here:
6. Please add any other information on how to increase awareness about child
maltreatment consequences in adults in the community.
Please write your answer here:
You have successfully completed this survey.
Thank you for your participation.
Submit your survey.
Thank you for completing this survey.
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Supplement 5
List of Delphi Participants
Authors would like to thank all Delphi participants for their valuable contribution for
this investigation:
Adrian Rusu, South-West Christian University, USA/Romania
Alberto Pellai, Milano Sate University, Italy
Alberto Penna, Centro per il bambino maltrattato de Milano, Italy
Álvaro De Carvalho, Portuguese Health Authority, Portugal
Ana Hernandez, University of Rovira i Virgili (Tarragona-Spain), Spain
Anders Dovran, University of Bergen, Norway
Anne-Laure van Harmelen, University of Cambridge, United Kingdom
Artemis Tsitsika, University of Athens, Greece
Ask Elklit, University of Southern Denmark, Denmark
Astrid Lampe, Univeristy of Innsbruck, Austria
Ausra Kuriene, “Project Childhood without Abuse in Eastern Europe”, Lithuania
Benjamin Iffland, University of Bielefeld, Germany
Bernet Elzinga, Leiden University, The Netherlands
Bert van Puyenbroek, Vrij Universiteit Brussel, Belgium
Bram Orobio de Castro, Utrecht University, The Netherlands
Brigitte Lueger-Schuster, University of Vienna, Austria
Bruna Profaca, Centre for Child Protection of Zagreb, Croatia
Carla Antunes, Universidade Lusófona, Portugal
Christopher Mikton, WHO - Prevention of Violence, Switzerland
Corinne May-Chahal, University of Lancastar, United Kingdom
Dagfinn Winje, University of Bergen, Norway
Daniel Sampaio, Serviço de Psiquiatria do Hospital de Santa Maria, Portugal
Dean Adjukovic, University of Zagreb, Croatia
Dinesh Sethi, WHO - European Centre for Environment and Health, Italy
Else Christensen, The Danish National Institute of Social Research, Denmark
Enrique Gracia, University of Valencia, Spain
Eugénia Sales, Hospital Distrital de Santarém, Portugal
Eunice Magalhães, ISCTE Lisbon, Portugal
Eva Alisic, Monash University, Australia / The Netherlands
Francine Lamers, Vrij Universiteit Amesterdam, The Netherlands
Gordana Flander, Centre for Child Protection of Zagreb, Croatia
Hana Hrpka, “Brave Phone” of Zagreb, Croatia
Hatice Demirbas, Gazi University, Turkey
Heide Glaesmer, University of Leipzig, Germany
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Ingo Schaefer, University Medical Center of Hamburg-Eppendorf, Germany
Isabel Alberto, University of Coimbra, Portugal
Jana Javakhishvili, State University in Tbilisi, Georgia
Jay Belsky, University of California Davis, United Kingdom/USA
Jeni Canha, Hospital Pediátrico de Coimbra, Portugal
Jorge F. del Valle, University of Oviedo, Spain
José Manuel Mendes, Universidade de Coimbra, Portugal
Judith Abad Gil, University of Barcelona, Spain
Judith Herman, Harvard Medical School, USA
Kadri Soo, University of Tartu, Estonia
Karestan Koenen, Columbia University, USA
Kathleen Thomaes, University Medical Centre, Amsterdam, The Netherlands
Kevin Browne, University of Nothingham, United Kingdom
Lenneke Alink, Leiden University, The Netherlands
Louis Jehel, University Hospital of Tenon – Paris, France
Lourdes Fananas, University of Barcelona, Spain
Luisa Sales, University of Coimbra, Portugal
Maja Lis-Turlejska, SWPS University of Social Sciences and Humanities, Poland
Mandi MacDonald, Queens University - Belfast, Ireland
Manuel Gomez Guadix, University of Deusto, Bilbao, Spain
Marco Sarchiapone, University of Molise, Italy
Margreet Visser, Vrij Universiteit Amesterdam, The Netherlands
Maria Keller-Hamela, “Childhood without Abuse in Eastern Europe”, Poland
Marina Adjukovic, University of Zagreb, Croatia
Markus Landolt, Children’s Hospital of Zurique, Switzerland
Mary Cannon, Royal College of Surgeons in Ireland, Ireland
Matt Woolgar, King´s College of London, United Kingdom
Maud de Venter, University of Antwerp, Belgium
Miranda Olff, University of Amsterdam, The Netherlands
Nino Makhashvili, “Global Initiative on Psychiatry”, Georgia
Noemi Pereda, University of Barcelona, Spain
Paola Di Blasio, Universitat Catolica del Sacro Cuore, Italy
Patricia Dashorst, Centrum 45, The Netherlands
Philippe Courtet, Hopital de Montpelier, France
Ramon Lindauer, University of Amsterdam, The Netherlands
Regina Derr, Deutsches Judgendinstitut, Germany
Rikke Bramsen, University of Aarhus, Denmark
Rita Rosner, Catholic University of Eichstätt-Ingolstadt, Germany
Roman Cieslak, SWPS University of Social Sciences, Warsaw, Poland
Ruth Lanius, University of Western Ontario, USA
165

Chapter 7

Savvas Georgiades, University of North Carolina, Cyprus/USA
Sebastian Guillaume, Hôpital La Colombière, France
Silvia Florescu, National School of Public Health, Romania
Sofia Triliva, University of Crete, Greece
Stephan Collishaw, University of Cardiff, United Kingdom
Stephen Stansfeld, Queen Mary University of London, United Kingdom
Terry Brugha, University of Leicester, United Kingdom
Thomas Elbert, University of Konstanz, Germany
Tijne Berg-le Clercq, Nederlands Jeud Instituut, The Netherlands
Tine Vertommen, University of Antwerp, Belgium
Ulrich Schnyder, University of Zurich, Switzerland
Vasco Prazeres, Ministry of Health, Portugal
Vaska Stancheva-Popkostadinova, South-West University “Neofit Rilsky”, Bulgaria
Vedat Sar, Koc University, Turkey
Veronica O´Keane, Trinity College, Ireland
Veronika Ispanovic Radojkovic, University of Belgrade, Serbia
Yuliya Maliyenko, “Childhood without Abuse in Eastern Europe”, Ukraine
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Group of external consultants:
Arne Leer, Utrecht University, The Netherlands;
Fer Estévez-López, University of Granada, Spain;
Guido Klabbers, Klokk Organization, The Netherlands;
Joris Haagen, Utrecht University, The Netherlands;
Juul Gouleous, Impact, The Netherlands;
Luisa Sales, Centre for Social Studies, Portugal;
Marieke Toffolo, Utrecht University, The Netherlands;
Puck Duits, Utrecht University, The Netherlands;
Raquel Pan, Universidade de São Paulo - Ribeirao Preto, Brasil;
Sibe Doosje, Utrecht University, The Netherlands.
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Discussion
Child maltreatment (CM) is recognized as a threat to the healthy development of a
child, as well as to the good adaptation of an adult across the life-span. Numerous
factors influence both CM occurrence and its consequences. Assumptions about causal
relations are, therefore, difficult to draw. In a few countries large-scale studies have been
conducted (e.g., Adverse Childhood Experiences - ACE study in USA) that revealed
significant correlations between CM and various indicators of poor health in adults. For
South European populations, including Portuguese, these associations are less known,
especially in adults.
In this dissertation we investigated mental health consequences of CM among adults in
the community in Portugal, a country top listed in Europe because of a high prevalence
of mental health disorders. We studied the prevalence of five forms of CM, their mental
health correlates and their potential to affect the next generation when associated
with war exposure and PTSD in fathers of Portuguese adult samples. In addition, we
discussed the need for public health actions to mitigate CM consequences in adults
with a group of experienced professionals. In this chapter, we integrate and discuss our
findings in light of the state of art in this domain and we suggest some scientific and
practical directions to improve the prevention and intervention in CM.
Integrating Findings
Child maltreatment in adults in the Portuguese community

Despite much is known about CM in clinical samples, its consequences in adults in
the community are less recognized (Gilbert, Widom, et al., 2009). Our study provided
insights about how CM affects adults in the Portuguese community. Comparing with
other countries, adults in our samples reported less sexual and physical abuse, as we have
outlined in Chapter 3. While emotional neglect was the most frequently mentioned, the
injurious potential for emotional abuse proved to be larger than the one associated with
emotional neglect. These results underline the associations of early childhood adversity
with psychological disturbances in adults (Shonkoff, Boyce, & McEwen, 2009).
In our study (Chapter 3), depression, paranoid ideation and interpersonal sensibility,
were the symptoms most strongly correlated with CM. These symptoms are mostly
related to interpersonal difficulties. A previous investigation in adults in the community
indicated that relations between CM and anxiety and/or affective disorders were found
to be mediated by negative aspects of close relations and a smaller social network
(Ford, Clark, & Stansfeld, 2011). These findings strenghten the assumption that social
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functioning plays a relevant role to determining the consequences of CM across the
life-span.
The risk for revictimization and PTSD was found to be larger for CM exposed persons,
particularly those exposed to emotional abuse. Although variables such as living in
a dangerous neighborhood and/or low socio-economical status were considered as
predictors for revictimization (Widom, 2014), other factors, like reduced risk perception
and emotion regulation, can also play a role. For Portugal, this issue is quite relevant,
particularly because of the high frequency of traffic road accidents in this country and
their association with CM, as indicated in our study (Chapter 4). Exposure to CM, such
as parental verbal abuse, witnessing domestic violence and sexual abuse were found to
have effects in the auditory, visual and somatosensory cortex (Teicher & Samson, 2016).
In our samples, verbal abuse was the most reported CM experience. Perhaps adults in
Portugal exposed to verbal abuse during childhood have altered functions on stimuli
perception and processing that affects driving accuracy and confers increased risk for
accidents
Although CM was associated with higher risk for PTSD, persons working in military
settings (a high-risk setting) were found to be protected. This finding is remarkable as
it suggests an effect of military training against PTSD and revictimization. Features
like sense of control, self-confidence and hardiness may protect military subjects from
developing PTSD (Rademaker, 2009). It is likely that the training of these features
among CM exposed persons can also improve their resilience against adversity.
The injurious potential of emotional abuse

Our findings emphasized the harmful potential of exposure to emotional abuse. Similar
conclusions were drawn by other studies focused on adults in the community (Iffland,
Sansen, Catani, & Neuner, 2012; Isaacs, 2016; Taillieu, Brownridge, Sareen, & Afifi,
2016). The outcome that exposure to emotional abuse is associated with long-term
consequences in diverse samples from different cultural background is supportive of the
assumption that emotional abuse is harmful for children. Nevertheless, the large extent
of research conducted on physical and sexual abuse has led professionals to pay more
attention to these experiences during childhood in client anamneses. Perhaps because
its historical routes lie in the biomedical field, with the early influences of the physician
Tardieu (19th century) in Europe and later of the paediatrician Kempe (1960s) in USA,
particular care has been given to the forms of CM that relate to physical injury. Since
the definition of emotional abuse has been formulated in 1996 (Thompson & Kaplan,
1996), the attention for this form of CM has increased.
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Factors that explain the toxicity of emotional abuse have been related to the impact on
emotion regulation, and to the chronicity and co-occurrence of emotional abuse and
other forms of CM (Messman-Moore & Bhuptani, 2017). When recurrently exposed to
emotionally abusive parents, children are deprived of opportunities to model adequate
emotions and to learn strategies to smooth stress reactions. Exposed to an unpredictable
and frightening context, they may not develop the necessary bond with the caregiver
to relieve stress. Consequently, the ability to regulate emotions can be impaired. The
risk of disturbed emotional reactivity may be increased, difficulties to identify emotions
may occur, and expression of emotions can be dysregulated (Dvir, Ford, Hill, & Frazier,
2014).
Parental war exposure and child maltreatment in offspring

Although the colonial wars of Portugal in Africa (Angola, Mozambique, Guinea-Bissau)
and Asia (East Timor) ended more than 40 years ago, the consequences of this period are
still alive in modern Portuguese society, also through their effects on further generations
(Ribeiro et al., 2011). The effects of having to integrate hundreds of thousands of returning
Portuguese from the former colonial provinces (collectively known as retornados) would
cripple the Portuguese society for decades. A great number of children born in these
provinces experienced the difficulties of relocation of their families in the country, as
most of them have loss partially or totally their belongings in a warfare scenario of
guerrilla. The colonial war experiences have possibly harmed as well the children of
veterans through CM exposure. The study of consequences of parental war-exposure for
families have been frequently focused on secondary traumatization (Diehle, Brooks, &
Greenberg, 2017). Previous studies found an increased risk for PTSD among children
of Vietnam war-veterans (O’Toole et al., 2017), but other studies did not confirm this.
One possibility is that the effects of parental PTSD are mediated by family functioning
(Davidson & Mellor, 2001). Given that CM is a well-known risk factor for PTSD,
it is likely that war-veteran children facing a poor family functioning due to illnessrelated parental characteristics (dysregulated emotions, use more often hostile educative
practices, less emotional availability for healthy attachment) are at increased risk for CM
and, consequently, for PTSD (Leen-Feldner et al., 2013). Findings for instance in warexposed Palestinian families support this hypothesis as they reported that psychological
maltreatment mediated the effects of father’s war trauma with attachment security and
mental health in offspring (Palosaari, Punamäki, Qouta, & Diab, 2013). Our findings,
in particular those referring to an increase of neglect among children of war veterans
with PTSD, are in line with the supposition that parental PTSD exerts developmental
influences on children through inadequate parenting behavior.
In our samples, children of war-exposed fathers without a PTSD diagnosis reported
the same experiences of abuse stated by their fathers, although the “average” obtained
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in the subscales of CM did not differ significantly from children of non war-exposed
fathers. An increase of CM in the form of neglect was only detectable in children of war
veterans with PTSD. Therefore, our findings challenge the assumption that parental
war deployment alone increases CM in children of soldiers (Taylor et al., 2016).
Although the findings of Taylor and colleagues refer to a different historical period and
to a distinct war scenario (USA Army deployments occurring between 2001-2007 to
Iraq), perhaps the increase of CM in children of war deployed soldiers have additional
underlying factors, such as previous parental CM exposure and war related parental
PTSD diagnosis.
The results of our study on the transmission of CM consequences in families of war
veterans support the framework of Berzensky and colleagues (Berzenski, Yates, &
Egeland, 2014). They stress the need to create multidimensional designs for the analysis
of the transmission of CM consequences across generations. Our findings support two
forms of transmission proposed by the authors – the homotypic: children of war exposed
fathers reported the same forms of abuse reported by their fathers; and heterotypic:
children of war exposed fathers with PTSD diagnosis reported different forms of CM
than those reported by their fathers.
In light of our findings, we believe the Portuguese society, as other countries, may
benefit from public health actions to mitigate CM consequences in adults. But is this
assumption valid? And is it feasible? What do experienced professionals across Europe
think about this perspective?
The need to mitigate consequences of child maltreatment in adults

Why should public health systems be concerned with adults in the community who
were exposed to CM? Several reasons underlie this perspective, as we have previously
discussed in Chapters 6 and 7. Because of its association to chronic aging diseases, and
bearing in mind the global tendency for an increasing life-expectancy, reducing CM
consequences in adults needs to be prioritized (Miller, Chen, & Parker, 2011; Vaupel,
2010). Besides, CM runs mostly undetected during childhood (Gilbert, Widom, et al.,
2009), its consequences may take long periods to be expressed and they can be triggered
for instance by other subsequent life-course events (Pratchett & Yehuda, 2011). The need
to improve knowledge on risk and preventive factors for poor mental health in Europe
as well as the need to explore how to tackle CM consequences are therefore important
aims (Forsman et al., 2015; Sethi et al., 2013). How can public health systems respond
to the needs of adults in order to mitigate CM consequences?
The professional participants in our Delphi study agreed with the use of public health
actions to mitigate CM consequences in adults. The possibility to reduce the risk for
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transmission of CM consequences across generations was perceived as of great value.
This perspective is in line with a public health model to prevent CM (Herrenkohl,
Leeb, & Higgins, 2016), that argues the need to intervene in the diverse levels of public
health interventions – primary, secondary and tertiary. It is challenging for public
health practitioners and stakeholders to develop programs for adults in a tertiary level
of prevention, especially because there is a large temporal gap between exposure to the
stressor (CM) and outcome (e.g., poor mental health). Further, inferences with regard
to causality, that is adult disease caused by CM, are only tentative.
As discussed in Chapter 6, three transdiagnostic features – poor social skills, impaired
emotion dysregulation and negative self-concept – provide windows of opportunity
to tackle CM consequences in adults using public health actions. When CM affected
adults begin to understand the link of these features to their early adverse experiences,
this may offer opportunities for recognizing and restoring dysfunctional emotional and
social behaviors affecting the patterns of social interaction (Ford et al., 2011; Sperry &
Widom, 2013). Still, public health services face challenges while implementing such
programs in a cost-effective manner, as face-to-face interventions are expensive and may
not be sufficient to cover adequately the needs of affected persons.
Using widely available broadcasting tools and technology-based interventions (TBIs),
the increase of community awareness about CM consequences along with a suitable
offer of low-intensity interventions for transdiagnostic features are promising costeffective strategies. We described this in Chapter 6. For instance, the use of Facebook
has been recently suggested as a useful tool for research in CM (Parkinson & Bromfield,
2013). As it does not involve face-to-face interaction, social media are a good alternative
for persons avoiding assessment and intervention of their difficulties because of feelings
of shame and guilt.
The professionals we inquired wished to have more available effective interventions to
offer help to CM exposed adults. Also, the possibilities for data collection, storing and
analysis given by the TBIs were of great value. They simplify the registry of data by
professionals and also by clients in order to monitoring the effectiveness of interventions
(Jones, 2014). Although some unintended effects are likely to occur when awareness
about CM consequences will be increased, they can be reduced through the use of
adequate messages, as well as a sufficient provision of public health services (e.g.,
low-intensity evidence-based interventions) to face the needs of affected adults in the
community.
In sum, findings in our investigation underscore the injurious potential of CM and
illustrate promising public health approaches to mitigate its consequences. In spite of
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our efforts to assure the validity of our results, some methodology shortcomings can
limit the generalizability of conclusions. In the next section we describe the limitations
and strengths of our research.
Limitations and strengths
Assessment of child maltreatment and its associated long-term consequences

The assessment of the extent of CM is a challenging task, not only for agencies for child
protection, but also for conducting epidemiologic and clinical studies. The instrument
we used for the assessment of CM (CTQ-SF) has been considered as one of the best to
assess the occurrence of CM retrospectively, as it measures different CM forms (Baker
& Maiorino, 2010; Hernandez et al., 2012). However, some caution is needed before
generalizing conclusions. Retrospective self-reported instruments may be considered less
adequate methods of assessing CM because of memory bias (Widom & Morris, 1997).
Nonetheless, they were found to predict similar rates of psychopathology in adults in
the community, when compared with prospective CM measures (Scott, McLaughlin,
Smith, & Ellis, 2012). Besides, an advantage of self-report scales may be that they are
less influenced by feelings of shame and guilt associated to the contexts of interviews
(Brewin, Andrews, & Gotlib, 1993; Herman, 1992). Given the cross-sectional design
of our study it is not possible to draw conclusions about causality. The fact that we have
assessed adults provided a “here and now screen shot” of relations of memories of CM
(because we used self-reported methods) and current psychological symptoms.
Ideally, assessment of CM involves diverse sources of information. Moreover, the study of
long-term psychological consequences of CM ideally has a prospective and longitudinal
design. For the current project, we did not have this opportunity. Furthermore, our
investigation has been mainly focused on negative consequences of CM. It would have
been worthwhile to assess indicators of positive adaptation and resilience, as these have
received far less scientific attention until now among CM exposed persons (Afifi &
Macmillan, 2011; Santarelli et al., 2017; Topitzes, Mersky, Dezen, & Reynolds, 2013).
Further studies in diverse cultural backgrounds provide the opportunity to analyze
various resilience indicators. The assessment of transdiagnostic features (impaired
emotion regulation, poor social skills and negative self-concept) can serve this purpose,
when protocols are broad enough to grasp resilience dimensions. Learning about how
adults overcome CM consequences can be an asset to develop interventions to help
those who are affected.
Considerations about findings in the Portuguese samples

Our findings relating to the Portuguese population are unique, also because we
analyzed a relatively large and gender-balanced sample. The adaptation of the CTQ177
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SF contributed to fill the lack of validated instruments to the Portuguese population
(Simões, Almeida, Gonçalves, & Machado, 2011). Nevertheless, variables such as socioeconomic status were not controlled for. Given the influence of cultural factors for CM
and its consequences, the cross-national validity of our findings is not clear. Feasibly,
our conclusions are valuable for countries with similar culture and language (e.g., Brazil,
Mediterranean countries), but clearly, further studies are needed.
The role of war exposure and PTSD in offspring´s CM of Portuguese war veterans has
not been studied before. Earlier studies focused particularly on symptoms of PTSD in
spouses and children of war veterans (Oliveira, 2008). Nevertheless, some limitations
need to be considered. As we did not specify perpetrators of CM among children of war
veterans, we cannot take for granted that the increase of neglect is solely related with the
father´s conditions (war exposure and PTSD diagnosis). Because we used retrospective
measurements in adults, we did not capture the influence of war exposure and parental
PTSD symptoms during the children´s growing-up period. Besides, we did not study
gender differences in the offspring´s CM. Nevertheless, our study elucidates how war
exposure and PTSD may affect dependents of war veterans (Diehle et al., 2017). We
followed the methodological recommendations by Thornberry and colleagues for
the study of intergenerational transmission of CM, that is the use of well validated
instruments, the assessment of CM directly in both generations, and the analysis of
other factors influencing patterns of transmission, like parental mental health and war
exposure (Berzenski et al., 2014; Thornberry, Knight, & Lovegrove, 2012).
Mitigating consequences of child maltreatment in adults

Our findings expand the possibilities for interventions to help CM affected adults. We
proposed specific features to be targeted by public health actions in Chapter 6. Yet, we
cannot take for granted that the methods we proposed to use (TBIs) will be suitable to
target efficiently the difficulties of CM exposed persons, particularly those related with
social functioning that might require face-to-face interventions. Further studies need to
test the suitability of TBIs for this context.
The use of the Delphi method allowed us to gather opinions from a large number of
experts with different professional background, exploring their viewpoints exempt from
social conformism (Linstone & Turoff, 2002). The participants we selected were all
experienced in the field of CM, having mostly more than five years of work experience
in the field. Nevertheless, clinicians and professionals working specifically in public
health might be underrepresented in our group of experts and also the perspective of
CM affected adults themselves is missing.
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Practical implications and future directions
Child maltreatment has been defined as a social construction, since it has emerged from the
gradual recognition by diverse individuals and organizations as a social problem (MillerPerrin & Perrin, 2013). Likewise should be the answers provided by society to prevent it
and to mitigate its consequences across lifespan. The existing scientific knowledge about
the consequences of CM can elucidate decision-makers and stakeholders about public
health evidence-based actions to mitigate CM in a broader scale. Health and education
systems must acknowledge that investing in public health actions for adults to mitigate
CM may contribute to primary prevention of CM.
Despite cultural differences, the large longitudinal studies conducted in the USA (ACE)
(Centers for Disease Control and Prevention, 2016) can inspire activities in European
countries to improve the monitoring of CM and its consequences. Not only children
and at-risk families fulfilling criteria for clinical diagnoses should be entitled to receive
interventions for CM, but also adults in the community suffering from difficulties
related to experiences of CM. As proposed by Sethi and colleagues, interventions for
CM should target the whole-of-society (Sethi et al., 2013).
As noted by Glaser (2002), emotional abuse is rarely a motive for interventions by the
agencies for child protection (Glaser, 2002). The FRAMEA approach has been developed
to strengthen the recognition and management of emotional abuse and neglect, as we
have discussed in Chapter 3 (Glaser, 2011). This framework specifies useful definitions
of emotional abuse, while it suggests a set of levels of understanding of its occurrence:
social and environment factors, caregiver risk-factors, caregiver-child interactions and
child functioning. The adoption of this program by child protective services is likely to
advance early intervention in emotional abuse, and creates opportunities for affected
parents to recognize their own parenting difficulties associated with previous exposure
to CM.
As CM happens mostly within social relationships during developmentally sensitive
periods, important skills for the social interaction can be poorly acquired. More details
about which areas of social functioning are affected in CM exposed adults will help to
tailor programs of intervention. Further studies should also be conducted in order to
understand how CM acts as risk factor for revictimizaton and PTSD. Inspecting for
instance the associations between CM, risk perception and emotion regulation among
persons exposed to traffic road accidents will be an asset for Portugal. In the domain of
the transmission of consequences, the study of the role of parental war exposure to the
offspring should pay attention to: a) the risk that soldiers´ deployment/war exposure

179

Chapter 8

may bring to the transmission of CM to their offspring, and b) the risk of neglect for
children of war veterans with PTSD.
Finally, public health systems and funding organizations need to prioritize research
initiatives to inspect the needs of CM exposed adults, to develop effective interventions
and to better prepare health professionals to deal with CM consequences using
evidence-based know-how. Existing structures, such as trauma-informed services, can
advance such initiatives, given the convergences between trauma and CM exposure.
As indicated in Figure 1 of Chapter 6, interventions to improve emotion regulation,
social functioning and self-concept in adults are expected to have effects in the health
of affected persons but also in their parenting skills. For instance, findings from a recent
study supported the use of programs for emotion regulation training for adults exposed
to adverse childhood experiences (Cameron, Carroll, & Hamilton, 2018). Similarly
relevant is the application of training for sense of control, self-confidence and hardiness to
CM exposed persons working in professions involving exposure to potentially traumatic
events (e.g., police officers, firefighters, rescuers). Evidence-based and trauma-focused
treatment modalities [(e.g., trauma-focused cognitive-behaviour therapy (TF-CBT),
schema-focused therapy and eye movement desensitization and reprocessing (EMDR)]
should also be made more accessible for CM affected persons.
All together, these actions aim at reducing the burden of CM consequences across the
life-span in adults in the community, and ultimately, to contribute to prevent CM in
further generations.
Table 1.Practical implications and future directions to mitigate consequences of child maltreatment
in adults in the community


Public health needs of adults in the community exposed to child maltreatment must be
inspected



Children protection and health care services should reinforce early detection and intervention
in emotional abuse



Evidence-based interventions to mitigate consequences of child maltreatment in adults in
the community need to be developed, particularly those focused in emotion regulation



Professionals need more curricular information/training about child maltreatment and its
long-term consequences



Mitigating child maltreatment in adults may benefit primary prevention as it can decrease
the risk for transmission of its consequences across generations
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Summary of main findings
In this chapter we summarize the main findings of our research in two sections: the
first section briefly reports the results of studies in Portuguese samples, regarding the
consequences of CM in adults; the second section provides an overview about the need
for public health actions to mitigate CM consequences in adults and documents the
main ideas of professionals experienced in the field of CM.
Child maltreatment in adults in the Portuguese community

Is exposure to child maltreatment a significant risk factor for poor mental health in adults
in the Portuguese community? And is it transmitted across generations? We searched
for answers to these questions, inspecting the CM prevalence and its association with
psychological symptoms, revictimization and PTSD. To do so, we have selected a wellknown instrument to assess CM (CTQ-SF), we have studied its psychometric properties
in a Portuguese sample, and we have analyzed the associations between CM forms and
diverse mental health outcomes. Further, we studied the hypothesis of CM transmission
in families with different levels of father war exposure and post-traumatic disorder.
In Chapter 2 we presented the results of the adaptation of the CTQ-SF(Childhood
Trauma Questionnaire-short form) for the Portuguese population. Because we set out
to analyze CM prevalence in adults in the community, we considered this instrument
adequate, as it was found to be reliable, short and easy to administrate to a large number
of subjects. The CTQ-SF proved to be a valid measure to assess exposure to CM in adults
in the Portuguese population, although the sub-scale of physical neglect showed low
internal consistency, a result consistent with previous studies (Gerdner & Allgulander,
2009). Other CTQ-SF subscales, as well as the overall instrument were found to have
acceptable psychometric properties.
The study of CM prevalence and its associations with psychological symptoms was
presented in Chapter 3. We found that 14.7% of Portuguese adults reported exposure
to moderate or severe CM. More specific, emotional abuse revealed the largest effect
sizes predicting psychological symptoms. A similar CM prevalence was found in
Germany (14.5%)(Habetha, Bleich, Weidenhammer, & Fegert, 2012). Compared to
other countries, lower physical and sexual abuse was found in the Portuguese sample.
The results emphasized the deleterious effects of emotional abuse. It was found to be
a significant predictor for several psychological symptoms, namely those associated
with interpersonal functioning. Further, it overlapped with all other CM forms, and
interacted significantly with physical abuse, physical neglect and emotional neglect to
predict psychological suffering.
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In Chapter 4, we analyzed the relations between CM, revictimization and PTSD.
Exposure to moderate or severe CM increased more than twofold the risk for subsequent
revictimization, and more than threefold the risk for PTSD diagnosis. Emotional abuse,
physical abuse and physical neglect explained about 14% of the variation on PTSD
symptom severity, with emotional abuse having larger effect sizes to predict PTSD
diagnosis. More than 30% of individuals with PTSD reported moderate or severe
exposure to emotional abuse. Previous studies underlined the effects of physical and
sexual abuse to predict PTSD in subjects with substantiated CM (Widom, 1999),
while in our sample the effects of emotional abuse exceeded those of other CM forms.
Remarkably, it was found that exposure to moderate or severe CM increased the risk
of exposure to almost any other traumatic event we have screened. The strongest
associations with CM were found for exposure to accidents and interpersonal violence,
and no associations were found for exposure to natural disasters and life-threatening
illness. An unexpected finding was the protective effect for persons in military duties on
revictimization and PTSD. As discussed in Chapter 4, this finding suggests that military
training may increase the threshold to consider an experience as traumatic, reducing the
risk for PTSD.
Chapter 5 addressed the hypotheses about intergenerational transmission of CM
consequences. Considering the social and historical importance of the Portuguese
Colonial War, and the huge number of men that took part (Ribeiro et al., 2011), we
analyzed CM in three groups of father/adult-child dyads with different levels of parental
war exposure – non war-exposed, war-exposed and war-exposed with PTSD diagnosis.
Results of this study revealed that the transmission of CM consequences occurred in
different patterns – children of war-exposed father with PTSD reported increased levels
for emotional neglect, although their parents reported increased abuse during their own
infancy; on the other hand, children of war-exposed fathers without PTSD reported the
same abusive experiences their parents experienced during childhood. In the group of
non-war exposed families, no evidence for CM continuity was found, which confirms
the variability of results concerning the hypothesis for intergenerational transmission of
CM. Given the better education levels of parents on this group, perhaps it may have had
diminished the risk for transmission of CM consequences.
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Table 1.Main findings in Portuguese samples


14.7% moderate or severe child maltreatment in adults in the community



Emotional abuse associated to psychological symptoms, revictimization and PTSD diagnosis
and severity



Emotional abuse overlapped other forms of child maltreatment and increased its effects on
the prediction of psychological symptoms



Less physical and sexual abuse than in other countries



Father war exposure did not increase globally child maltreatment in offspring but raised the
probability for transmission of abuse experienced by fathers



Father war-related PTSD diagnosis increased emotional neglect in offspring, but reduced
the transmission of abusive experiences

The need for public health actions to mitigate consequences of child maltreatment in
adults

Is there a need for public health actions to mitigate CM consequences in adults? What
priorities should be considered? How can we reduce the risks associated to the increase
of awareness about CM consequences across the life-span? Professionals with different
scientific background shared their opinions about these questions.
In Chapter 6 we discussed the need for public health actions to mitigate consequences
of CM in adults. It has been stressed that, besides being a source of huge economic
expenses, CM has been associated with a broad spectrum of physical and mental
health diseases in childhood and across life-span, according to literature findings.
Taking into account that CM runs frequently undetected during childhood, a large
number of persons might be affected, not having enough opportunities to mitigate CM
consequences during adulthood. Based on the available knowledge about resilience and
effectiveness of therapeutic protocols, emotional regulation, social functioning and selfconcept have been proposed as targets for programs to mitigate CM consequences in
adults. Technology-based interventions (TBIs) are recommended for application of lowintensity protocols targeting transdiagnostic features (such as emotion dysregulation,
poor social functioning and negative self-concept). In addition, and given the
relationships between adult trauma and exposure to CM, the use of trauma-informed
services has been proposed as well in order to advance interventions for CM affected
adults.
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Chapter 7 described the application of the Delphi method and the proposed public
health priorities to mitigate CM consequences in adults. More than 90% of participating
experts agreed that public health actions are needed to mitigate CM consequences in
adults. Besides, they regarded it as an opportunity to prevent the transmission of CM
consequences across generations. Increasing community awareness about CM was
suggested as the preferred strategy. As priority target groups, professionals elected the
subjects exposed to substantiated CM and adults in treatment for mental health problems,
the families with problems of domestic violence and organizations for child protection
and mental health care. Professionals have chosen the study of effective interventions
and to increase professional knowledge about CM as preferred methods. About 30%
of participants identified potential disadvantages of applying such a public health
approach, thus the associated risk for harm has been specifically analyzed. Risks like
revictimizing subjects and medicalizing complaints not requiring clinical intervention
were the most mentioned. In the Delphi follow-up, experts suggested strategies to reduce
these risks. They underlined the need to prepare public health systems to face emerging
needs of CM exposed adults, by training professionals and by developing self-applied
low intensity interventions focused for instance in emotional regulation.
Table 2.Delphi public health priorities to mitigate consequences of child maltreatment in adults in
the community


There is a need for public health actions to mitigate consequences of child maltreatment in
adults



Increase of community awareness about CM consequences is a priority



Victims of substantiated CM, subjects with mental health problems and families with
domestic violence are priority target groups



Mental and primary health care, child protection and social welfare suggested as key
organizations to develop programs



Investigating effective interventions and training professionals as preferred methods



Reducing transmission of child maltreatment consequences across generations as the most
expected benefit



Medicalizing complaints and victimize subjects as potential risks



Service provision to meet emerging needs of CM affected adults by using technology-based
resources and preparing professionals were regarded as risk protective
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Er is steeds meer wetenschappelijk bewijs voor het verband tussen kindermishandeling en
gezondheidsproblemen gedurende de levensloop. Kindermishandeling wordt beschouwd
als een risicofactor voor verschillende psychische stoornissen en verhoogde invaliditeit,
en dit gaat gepaard met enorme economische kosten. Echter, in Zuid-Europese landen
is hier minder onderzoek naar verricht dan in andere Westerse landen. Daarnaast zijn
seksueel en lichamelijk misbruik vaker bestudeerd dan minder opvallende vormen van
mishandeling zoals emotioneel misbruik en verwaarlozing. Ook zijn onderzoeken vaker
gericht op klinische groepen en aangetoonde gevallen van kindermishandeling. Maar
wat zijn de gevolgen van kindermishandeling voor volwassenen en de samenleving als
geheel? En hoe kan de gezondheidszorg de negatieve impact van kindermishandeling
gedurende de levensloop verminderen? Voor landen als Portugal, waar psychische
stoornissen in vergelijking met ander Europese landen relatief veel voorkomen, en waar
risicofactoren voor kindermishandeling aanwezig zijn, is het belangrijk meer te weten te
komen over de gevolgen ervan en hoe deze te verzachten.
Ons project onderzocht de prevalentie van vijf vormen van kindermishandeling –
seksueel misbruik, fysiek misbruik, emotioneel misbruik, fysieke verwaarlozing en
emotionele verwaarlozing – in een steekproef van 1200 volwassenen in de Portugese
samenleving, en onderzocht hun verband met psychische symptomen, revictimisatie
en posttraumatische stress-stoornis. Gegeven de historische en culturele relevantie van
de Koloniale Oorlogen in de Portugese samenleving, exploreerden we ook welke rol
de oorlogservaringen en diagnoses van posttraumatische stress-stoornis bij de ouders
speelden bij de transmissie van de gevolgen van kindermishandeling. Bovendien
onderzochten we de aanname dat het gebruik van de gezondheidszorg de gevolgen
van kindermishandeling bij volwassenen in de gemeenschap kan verminderen. We
bestudeerden de literatuur over resilience (veerkracht) factoren en therapeutische
interventies, en we tekenden de meningen op van 91 Europese professionals waarbij we
gebruikt maakten van de beproefde Delphi methode.
Uit de resultaten verkregen uit de Portugese steekproef concludeerden we dat meer dan
14% van de volwassenen in de gemeenschap rapporteerde te zijn blootgesteld aan matige
of ernstige mishandeling gedurende de kindertijd. Emotionele verwaarlozing werd
het meest genoemd, terwijl emotionele mishandeling het sterkste verband hield met
psychologische symptomen en posttraumatische stress stoornis. Mensen die blootgesteld
waren aan emotioneel misbruik waren ook blootgesteld aan alle andere vormen van
kindermishandeling. Bovendien voorspelde emotioneel misbruik psychologische
symptomen en posttraumatische stress in interactie met fysiek misbruik als ook
emotionele en fysieke verwaarlozing. Volwassenen die waren blootgesteld aan matige of
192

Samenvatting

ernstige mishandeling hadden meer dan twee keer zo’n groot risico om weer slachtoffer
te worden gedurende hun leven en drie keer zo’n groot risico om gediagnosticeerd te
worden met een posttraumatische stress stoornis.
In onze studie naar kindermishandeling bij nakomelingen van Portugese oorlogsveteranen
vonden we dat kinderen van vaders met een posttraumatische stress-stoornis meer
emotionele verwaarlozing rapporteerden. Tegelijkertijd rapporteerden hun ouders vaker
zelf te zijn blootgesteld aan mishandeling gedurende de kindertijd. Ook meldden de
aan oorlog blootgestelde vaders dat zij hun eigen ervaringen met mishandeling vaker
doorgaven aan hun kinderen.
Door de literatuur over veerkracht (resilience) en therapeutische interventies voor
de gevolgen van kindermishandeling te bestuderen hebben we inzicht gekregen in
mogelijke transdiagnostische aspecten waarop volksgezondheidsprogramma’s zich
kunnen richten, namelijk emotieregulatie, sociale vaardigheden en het zelfconcept.
De in de Delphi studie betrokken professionals waren overtuigd van het belang van
op deze drie themas gerichte initiatieven in de volksgezondheid om de gevolgen van
kindermishandeling voor volwassenen te verzachten. Als grootste voordeel benadrukten
de deelnemers de preventie van de intergenerationele transmissie van de gevolgen
van kindermishandeling. Ook werd op het vergroten van kennis en bewustzijn in de
gemeenschap gewezen als een veelbelovende strategie, hoewel er een aantal risico’s werd
genoemd, zoals revictimisatie en het medicaliseren van klachten die geen medische
interventie behoeven. De experts suggereerden echter dat deze risico’s beperkt zouden
kunnen worden door volksgezondheidssystemen toe te rusten om eventuele behoeften
van getroffen volwassenen het hoofd te bieden, namelijk door het verschaffen van
laagdrempelige interventies (zelfhulp en via internet) en door professionals adequaat op
te leiden. Bovendien werd de prioriteit gelegd bij de ontwikkeling van evidence-based
interventies op het gebied van emotieregulatie om volwassenen in de gemeenschap te
helpen herstellen van de gevolgen van kindermishandeling. Het gebruik van moderne
informatietechnologieën kan eveneens goed van pas komen bij de implementatie van
deze strategieën, omdat de mogelijkheden vergroot om getroffen personen op een
effectieve en efficiënt wijze te helpen.
Hoewel de in deze dissertatie beschreven onderzoeken een aantal beperkingen
kennen, zoals het gebruik van cross-sectionele data en zelfrapportagemethoden om
kindermishandeling vast te stellen als ook een wellicht wat specifieke selectie van
professionals in de Delphi studie, hebben zij belangrijke inzichten opgeleverd die bij
kunnen dragen aan de ontwikkeling van programma’s om de negatieve (maatschappelijke)
consequenties van kindermishandeling te verminderen. Onze bevindingen ondersteunen
het idee dat emotioneel misbruik net zou schadelijk is als andere, ‘duidelijkere’ vormen
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van kindermishandeling. Het is belangrijk dat er verbetering optreedt in de preventie
ervan en in de hierop gerichte interventies op de gevolgen. De gezondheidszorg kan beter
toegerust worden om het probleem van kindermishandeling het hoofd te bieden door het
bewustzijn van langtermijn effecten te vergroten, professionals te trainen en interventies
te ontwikkelen die zich richten op emotieregulatie. Echter, toekomstig onderzoek is
nodig om de specifieke behoeften van getroffen volwassenen in de gemeenschap in
kaart te brengen. De mogelijkheid dat de levenslange gevolgen van kindermishandeling
voorkomen en verzacht kunnen worden, zou voor volksgezondheidsorganisaties en
belanghebbenden op het gebied van kinderbescherming een primaire reden moeten zijn
om bij te dragen aan preventie.
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Resumo
É crescente a evidência científica da relação entre os problemas de saúde ao longo da vida
e o anterior maltrato na infância. Este tem sido considerado um fator de risco para várias
perturbações de saúde mental e diversos níveis de incapacidade, aos quais estão associados
para além de outros, elevados custos financeiros. No entanto, o maltrato de infância tem
sido pouco estudado nos países do sul da Europa. Acresce que a investigação existente
tem-se focado mais no abuso físico e sexual do que noutras formas de maltrato menos
evidentes, tais como o abuso emocional e a negligência, e sobretudo em populações
clínicas ou em grupos notificados pelas instituições de proteção de menores. Mas em que
medida é que o anterior maltrato de infância afeta adultos na comunidade? E como é que
os sistemas de saúde pública poderão minimizar as suas consequências ao longo da vida?
Em países como Portugal, cujas taxas de prevalência de perturbações de saúde mental
são elevadas em comparação com outros países europeus e em que existem fatores de
risco acrescido para o maltrato de infância (tais como baixa escolaridade, pobreza e taxas
elevadas de doenças mentais) é prioritário conhecer em que medida é que a população
adulta é afectada, e como é que as suas consequências poderão ser aliviadas.
Esta investigação estudou a prevalência de cinco formas de maltrato de infância – abuso
sexual, abuso físico, abuso emocional, negligência física e negligência emocional numa
amostra de 1200 adultos da comunidade portuguesa e analisou a sua relação com
sintomas psicológicos, revitimização e stress pós-traumático. Atendendo à importância
histórica e cultural da Guerra Colonial na sociedade portuguesa, foi também estudada
a influência da exposição parental à Guerra e à perturbação de stress pós-traumático no
risco de maltrato de infância nos filhos de ex-combatentes.
Para além dos estudos em amostras portuguesas, esta investigação analisou também a
necessidade de implementar medidas de saúde pública para mitigar consequências do
anterior maltrato de infância em adultos na comunidade. Para tal, foi analisada a literatura
científica sobre fatores de resiliência e protocolos terapêuticos para consequências
clínicas associadas ao maltrato de infância. Usando o método de Delphi foram também
documentadas opiniões de 90 profissionais, maioritariamente da região europeia.
Os resultados indicaram que mais de 14% dos adultos na comunidade que estudámos
foram expostos a situações moderadas a severas de maltrato durante a sua infância. A
negligência emocional foi a forma de maltrato mais reportada, mas o abuso emocional
apresentou mais fortes correlações com sintomas psicológicos e com o diagnostico de
stress pós-traumático. Observou-se também que a exposição ao abuso emocional foi
concomitante com todas as outras formas de maltrato avaliadas, interagindo de forma
significativa com o abuso físico, negligência emocional e negligência física para estimar
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a ocorrência de sintomas psicológicos e de stress pós-traumático. Adultos expostos a
maltrato de infância apresentaram o dobro de probabilidade de revitimização ao longo
da vida, e o triplo do risco de desenvolverem o diagnóstico de stress pós-traumático.
O estudo da transmissão de consequências de maltrato de infância na descendência de
veteranos de guerra portugueses indicou que os filhos de pais expostos, com diagnóstico
de stress pós-traumático reportaram maior exposição a negligência emocional, ao invés
dos seus pais que reportaram exposição acrescida a situações de abuso, durante a sua
própria infância. Por outro lado, pais expostos à guerra e sem o diagnóstico de stress póstraumático transmitiram mais frequentemente as suas próprias experiências de abuso
para os seus filhos
A revisão da literatura sobre resiliência e intervenções terapêuticas permitiram-nos
identificar características trans-diagnósticas, nomeadamente a regulação emocional,
as competências sociais e o auto-conceito, que poderão ser intervencionadas usando
programas de saúde pública. Profissionais europeus consideraram necessários esses
programas para mitigar as consequências de maltrato de infância em adultos, sendo a
prevenção da transmissão dos seus efeitos para as gerações futuras o principal benefício
daí decorrente. No entanto, possíveis riscos associados à medicalização de dificuldades
ligeiras e revitimização foram também salientados. Programas de saúde pública com
intervenções que cubram as necessidades das pessoas afectadas, usando estratégias
personalizadas, autogeridas e baseadas em recursos informáticos (e-mental-health),
assim como formação adequada dos profissionais de saúde, poderão minimizar os riscos
identificados. Outra estratégia proposta foi o desenvolvimento de intervenções focadas
na regulação emocional com eficácia comprovada para serem aplicadas em adultos
afectados pelo maltrato de infância. O uso das tecnologias de informação-computação
nesta área afigura-se interessante na mediada em que facilitará o acesso às intervenções,
sem no entanto sobrecarregar os sistemas de saúde com despesas inerentes às intervenções
presenciais.
Consideramos que a nossa investigação contribui de forma significativa, para o
desenvolvimento de programas que mitiguem as consequências do maltrato de infância
ao longo da vida. Contudo, limitações tais como o uso de dados transversais e de
instrumentos de auto-preenchimento na avaliação do maltrato de infância, bem como o
possível viés na seleção dos profissionais que participaram no estudo Delphi, devem ser
tidas em conta na leitura das conclusões do nosso estudo.
Os resultados obtidos apoiam a hipótese de que o abuso emocional é um tipo de maltrato
tão nocivo como outros mais evidentes, requerendo portanto melhorias nas formas de
prevenção e intervenção nas suas consequências. Através do aumento da sensibilização
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da comunidade acerca das consequências do maltrato de infância ao longo da vida, da
formação adequada de profissionais e do desenvolvimento de programas de intervenção
na regulação emocional, os sistemas de saúde pública poderão responder de forma mais
eficaz ao problema do maltrato de infância. No entanto, é necessário conhecer melhor as
necessidades das pessoas afectadas. A redução de danos associados ao maltrato de infância
em adultos deverá ser perspetivada pelas organizações de saúde publica e proteção de
menores como uma oportunidade para reforçar a prevenção primária.
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