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Abstract
The aim of this article is to present a review of the research surrounding the short-term and long-term psychological and health 
consequences of child abuse and neglect. Research papers related to the consequences of child abuse and neglect and published in 
leading academic journals were identified and reviewed. We found that most of the available research suggests that there is a variety 
of negative outcomes among those exposed to physical, sexual and emotional abuse, neglect, witnessing domestic violence and 
multi-type childhood abuse. Specifically, there was evidence of significant short-term and long-term consequences encompassing 
physical and mental health difficulties, subsequent perpetrations, social and cognitive difficulties, and attachment. Conclusion 
– The results of this review confirm that there is a wide range of short-term and long-term difficulties that are associated with 
child abuse and neglect. This variety of difficulties should be taken into account in approaching complex and multidisciplinary 
assessment and treatment.
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Introduction 

Childhood abuse is defined as physical, sexual or 
emotional abuse, neglect or exploitation of a child 
resulting in real or potential harm to the child's 
health, survival, development or dignity (1). In re-
cent years, witnessing domestic abuse (WDV) has 
been recognized as a form of abusive behavior that 
has a significant effect on the health and safety of a 
child, but also their psychological adjustment (2). 
Concern about the possible negative effects of child 
abuse and neglect is probably the main reason for 
the rise in research interest in this field.

Reactions to a negative event, such as exposure 
to different forms of abuse and neglect, include ex-
cessive arousal and sensitivity of the limbic system 
(3). Strong, frequent, or prolonged activation of a 
person’s stress response system, often-referred to as 
toxic stress, can have long-lasting damaging effects 

on an individual’s health, behaviour, and ability to 
learn. It can change an individual’s brain architec-
ture, which can cause the person’s stress response 
system to be triggered more frequently and for 
longer periods, and place him or her at increased 
risk for a variety of physical and mental health 
problems. Children who experience early life toxic 
stress are at risk of long-term adverse health effects 
that may not manifest until adulthood (4). How-
ever, reactions to abuse and neglect are very indi-
vidual. One person may have several mild symp-
toms, whilst another victim may show symptoms in 
several fields of functioning throughout their entire 
life. The consequences of abuse and neglect may 
be short–term and long-term, and they are most 
often divided into several different and overlapping 
categories: physical and mental health difficulties, 
subsequent perpetrations, and social and cognitive 
difficulties.  
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The aim of this study was to review the con-
sequences of child abuse and neglect, based on a 
review of papers published to date in this field.

Consequences of Childhood Physical Abuse 

Self-reported physical abuse in childhood increases 
the likelihood of reporting more diagnosed illnesses 
and physical symptoms nearly 40 years after the 
abuse took place (5). There is suggestive evidence 
of a significant association between child physical 
abuse (CPA) and arthritis, ulcers, and headache/
migraine in adulthood. For other outcomes, in-
cluding type 2 diabetes, hypertension, cardiovascu-
lar diseases, respiratory diseases, neurological disor-
ders, and cancer, the association is mostly weak and 
inconsistent (6).

In children who were physically abused in 
childhood, changes were found in the size of the 
hypocampus (reduction). They had electro-physio-
logical abnormalities in the frontotemporal and an-
terior regions of the brain, cerebral atrophy, cerebral 
ischaemia and hormonal changes (increase cortisol 
levels) (7-11). Furthermore, they had changes in 
sleep rhythms (increased activity during sleep and 
prolonged latent sleep) and a lower pain threshold 
(12).

CPA is considered to be a modifiable risk factor 
for mental disorders throughout life. The overview 
of the evidence suggests a causal relationship be-
tween CPA and a range of long-term consequences 
such as:  depressive disorders, anxiety disorders and 
suicidal behaviour (6). Physically abused children 
often experience so-called dysphoria - a state of 
confusion, emptiness, internal solitude and unease 
(13). Studies have found a significant correlation 
between CPA and the risk of suicidal behaviour, 
especially during adolescence and young adulthood 
(14).  Eating disorders, such as anorexia nervosa 
and bulimia, also may be connected to CPA (15).  

Results to date show that infants and small 
children exposed to CPA have an increased risk of 
developing insecure or disorganized attachments 
with their primary care-givers, in comparison to 
children who have not had the experience of CPA 

(3, 16). Forms of attachment are extremely im-
portant for a child's emotional and social develop-
ment.   For children with insecure attachment, the 
parent/guardian (who should be the primary source 
of security and protection) becomes a source of fear 
and danger, and brings the child into a conflict 
that they cannot resolve (16). Without security and 
support from the primary caregiver, infants and 
children may have difficulties in developing trust 
in other people in stressful situations, which may 
then lead to the constant presence of a feeling of 
fear and anxiety (3). Uncertain attachment hinders 
the child's normal developmental process, which 
may then result in the child having difficulties in 
communication with peers during childhood and 
adolescence, and in adulthood difficulties in estab-
lishing and maintaining healthy partner relation-
ships throughout life (17). 

CPA may lead to consumption of alcohol and 
other psychoactive substances (18), narcotics and 
cigarettes in adolescence (19). Children exposed to 
CPA are more prone to inflict pain on others (17, 
20). Research shows that exposure to CPA is one of 
the most consistent predictors of juvenile aggressive 
and criminal behaviour (20, 21). The study find-
ings indicate that being physically abused during 
childhood has strong independent effects on an 
individual's likelihood of becoming a victim of 
intimate partner violence (IPV), general violence, 
or both, in early adulthood (22). Lower levels of 
motivation, poor success in school and premature 
ending of education are consequences of CPA (23).

Consequences of Childhood Emotional 
Abuse 

Childhood emotional abuse (CEA) increases the 
risk of physical health problems, such as ischemic 
heart disease, Type 2 diabetes, ulcers, headache and 
migraine in adulthood (6, 24). Further, research 
shows that people exposed to CEA are at greater 
risk of developing infectious illnesses, lung diseases 
and neurological ailments in adulthood, and to 
contracting oncological diseases (24, 25). Anxi-
ety and depression in adulthood are very frequent 
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consequences of exposure to this form of CEA (6, 
26). Children and adults with experience of CEA 
have a much higher risk of committing suicide or 
having suicidal thoughts than the control group (6, 
14, 27). Jeon et al. (27) state that, of the different 
forms of CEA, the one related to an emotionally 
cold parental approach is more strongly related to 
suicidal behaviour than the approach where parents 
do not understand, ignore or mock their child's 
needs.  According to the Adverse Childhood Ex-
perience Longitudinal Study, the most prominent 
consequences are the development of psychiatric 
disorders (28). Some evidence concerning the 
potentially differential (unique) effects of CEA in 
childhood emerged in the finding that CEA was 
the strongest and most consistent predictor of in-
ternalizing problems (e.g., depression, GAD, SAD, 
attachment problems) in children and adolescents 
(29). CEA was also the strongest predictor of sub-
stance abuse—raising the question as to whether 
substance abuse may serve as an associated coping 
mechanism and “cascading” secondary outcome 
(29, 30). These findings are consistent with earlier 
research linking CEA to a range of internalizing 
symptoms, relational insecurity, and negative self-
perceptions (e.g. 29, 31). Furthermore, CEA is a 
strong predictor of externalizing problems (e.g., 
behavioural problems, self-injury, criminal activity) 
in children and adolescents (29). Children or adults 
exposed to CEA are at greater risk of   obesity (6) 
and eating disorders (32). Studies have also linked 
CEA with maladjusted sexual behaviour (33). Per-
sons exposed to CEA have a significantly higher 
risk of smoking, and consumption of alcohol and 
other psychoactive substances (6). 

Consequences of Childhood Sexual Abuse  

Exposure to childhood sexual abuse (CSA) may 
result in short and long-term health impairments 
(34).  According to the results of Hinchliffe’s re-
search (35) 65% of injuries to children exposed 
to CSA are found on the head, neck or mouth. A 
meta-analytic review conducted by Irish et al.  (36) 
highlighted the long-term physical health conse-

quences of CSA. The results of the present meta-
analysis support the conclusions of many qualita-
tive reviews (e.g., 37), demonstrating that CSA is 
systematically related to higher rates of subsequent 
physical health symptoms, including general 
health, gynaecological, pain and cardiopulmonary 
symptoms, obesity,  and autoimmune disorders 
(irritable bowel syndrome, asthma, fibromyalgia).  
Women exposed to CSA are at greater risk of con-
tracting sexually transmitted diseases or being HIV 
positive, in comparison to women without a his-
tory of CSA (38).

Studies have reported associations between 
CSA and mental health disorders (39-42).  Certain 
characteristics of CSA are related to a greater risk 
of mental health problems, such as the age of onset 
of abuse, a higher number of incidents of abuse, 
a higher number of abusers and penetration, and 
sexual abuse in later life (43). Adults with a history 
of CSA have 2.4 times more likelihood of develop-
ing mental health disorders than adults who did 
not have that experience (44). It has been shown 
that in patients suffering from depression who were 
exposed to CSA, depressive episodes last longer 
than in patients who were not sexually abused (45). 
Adults with major depression who experienced 
CSA had poorer response outcomes to antidepres-
sant treatment, especially if the maltreatment oc-
curred when they were aged 7 or younger (46). 

CSA is a well-known risk for suicidal behaviour 
in childhood and in adulthood (47-50). The ear-
lier the age at onset of CSA, the greater suicidal 
intent reported for suicide attempts. This suggests 
that age of onset of abuse should be considered 
along with the type and severity of the abuse when 
studying the risk for suicidal behaviour in abused 
populations (51). People who were exposed to 
CSA, especially women, are at between eight and 
thirteen times greater risk of suicidal behaviour in 
adulthood than people who were not exposed to 
CSA (52). Suicidal ideas and attempted suicide are 
highly frequent amongst men who were sexually 
abused in childhood (53). 

CSA has a greater effect on the mental health 
of men (in comparison to women) (54, 55). Com-
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pared with women survivors, research seems to in-
dicate that male survivors are particularly at risk of 
anxiety related symptoms and disorders, and may 
be particularly susceptible to internalizing effects 
(56). More specifically, research indicates that male 
survivors of CSA are at a substantially increased risk 
for depression, PTSD, personality disorders, poor 
self-image, substance abuse problems, suicidal ten-
dency, and sexual disorders (57). The response to 
trauma is probably a mediator, together with vari-
ous social constructs related to gender, which may 
cause the differences in psychological reactions to 
sexual abuse between men and women.

Experience of CSA has been proposed as a ma-
jor risk factor in the development of eating disor-
ders (EDs) (58-60). Indeed, it appears that CSA 
victimization may promote dysregulated behav-
ioural control (i.e., impulsivity and compulsivity) 
as coping strategies for some survivors, which may 
in turn promote disordered eating behaviours (61). 
Victims of CSA may develop EDs of various forms 
and intensities. CSA had the most robust relation-
ship with anorexia nervosa (AN), and this effect 
was statistically stronger among men compared to 
women. For bulimia eating disorder (BED), a dif-
ferent trend was noted among men and women. 
Among women, all child maltreatment types were 
associated with increased odds of BED, compared 
to only two child maltreatment types among men 
(CSA and physical neglect) (60). The empirical 
evidence suggests that a number of mediators may 
explain the relationship between CSA victimization 
and EDs.  EDs are often a way to manage trauma 
in order to reduce suffering, relieve stress and ten-
sion, block unwanted feelings and emotions, an 
attempt to recover shattered self-esteem, eliminate 
a sense of guilt or deny one’s own sexuality, a way 
to express hatred to one’s own body.  Many adults 
with EDs feel guilty about the experience of CSA, 
believing they could have prevented it, but chose 
not to because of some defect in themselves (62, 
63). Women who were exposed to CSA are dissatis-
fied with the appearance of their bodies and their 
body weight, they often go on diets, use cleansing 
methods, and restrict their dietary intake (64). 

A connection was found between CSA and 
most personality disorders, where the risk is greater 
for women than for men (65). CSA is connected to 
the development of borderline personality disorder 
in adulthood (52), avoidant personality disorder 
(66) and self-harming (67). Furthermore, short 
term psychopathological consequences of CSA, ac-
cording to Ivanov, Platonova and Kozlovskaya (68), 
are an acute reaction to stress and PTSD. 

Interpersonal problems (difficulties in relation-
ships with others, loss of trust, feeling betrayed, 
fear of sexual partners, and susceptibility to re-vic-
timization) are common long-term consequences 
of CSA (69).   Relationship problems include not 
only problems with starting a relationship, but also 
the lack of positive models, learned expectation of 
abuse, and the feeling that coercion and violence 
are natural components of a relationship (70). CSA 
victims have  more difficulties in relation to their 
partner, they get divorced more often, live apart or 
do not get married at all (71). They do not trust 
their partners and perceive them as less caring and 
excessively controlling (72). Furthermore, they are 
at risk for increased instability in relationships, a 
higher number of sexual partners, increased risk 
of sexual problems and greater negativity towards 
partners (73). 

Adults who were sexually abused in childhood 
may often present various forms of sexual dysfunc-
tion (72, 74). Sexual problems, such as fear of sexu-
ality, guilt, lack of satisfaction, low sexual desire, low 
self-esteem as a sexual partner, orgasm problems, 
compulsive avoidance or compulsive seeking of 
sexual activity, are common consequences of CSA 
(75). Professionals and also researchers in empirical 
and qualitative research mention some gender dif-
ferences in the long-term consequences of exposure 
to CSA in men, including undermined masculine 
identity, confused sexuality, difficulties in partner-
ship relationships, and fear of the perpetrator (76). 
According to the results of studies conducted to 
date, CSA is linked to sexual addiction (77, 78).

In the period of adolescence and young adult-
hood, sexual abuse victims are at risk of commit-
ting sexual abuse (79).  The conclusion from this 
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study needs to be interpreted with some care, and 
we should be aware of the dangers of suggesting that 
there is a causal relationship between exposure to sex-
ual abuse and sexual offending. Plummer and Coss-
ins (80) undertook a comprehensive literature review 
of studies of both victims and offenders, including 
studies that revealed the following: the age of onset 
of CSA, duration of abuse, the gender of the abuser, 
the relationship between the victim and the abuser, 
grooming behaviour, the types and severity of abuse, 
and disclosure of abuse. They found no evidence for 
the existence of a cycle of abuse for female CSA vic-
tims, but they discovered evidence to support the ex-
istence of a cycle of abuse for male CSA victims who 
had experienced particular abuse characteristics. 

Papalia et al. (81) found that those who were 
CSA survivors were more likely than the control 
group to engage in all types of criminal behaviours, 
with specific abuse characteristics, re-victimization, 
and mental health problems associated with an 
increased likelihood. The study also found differ-
ences by gender, with female survivors more likely 
to commit general and violent offenses and males 
more likely to commit sexual offenses. Furthermore, 
there is an eight-times greater risk that a victim of 
CSA will physical abuse his or her children (82).

The correlation between CSA and abuse of al-
cohol and other psychoactive substances in adoles-
cence and adulthood in subjects of both sexes has 
been established in many studies (83, 84). When 
we discuss consequences of CSA, it is important to 
take account of a range of individual, family and 
social factors that might affect or contribute to ad-
verse long-term outcomes. The most significant of 
these are various aspects of the family environment 
in which the child was living, including the quality 
of parenting, parental mental health and possible 
substance abuse, as well as socio-economic status 
(parental education and employment), and the pos-
sibility that the child was exposed to other forms of 
abuse and adversity, not sexual abuse alone (85).  

Consequences of Childhood Neglect 

Childhood neglect (CN), especially exposure to 
childhood physical neglect (CPN), leads to de-

lays in physical weight or development, without a 
clearly visible organic cause. These children have 
poor muscle tone, deformations of the bones of 
the head and poor hair growth on that part of the 
head. Furthermore, they more often have rashes 
and infections. Victims of childhood emotional ne-
glect (CEN) lose weight, despite the fact that their 
parents meet the child’s physical needs (86).

Health problems are twice as likely in children 
who are neglected in childhood than in children 
who are not neglected (87). In a prospective inves-
tigation of confirmed abuse/neglect cases matched 
with no abuse controls, Widom, Czaja, Bentley, 
and Johnson (88) found that individuals who had 
experienced maltreatment earlier in life were at 
significantly greater risk for a variety of diseases, in-
cluding diabetes, lung disease, vision problems, and 
worse oral health, with significant overlap between 
these different health outcomes. Research investi-
gating the impact of abuse/neglect on cardiovascu-
lar health found associations between self-reported 
adverse experiences and increased cardiovascular 
disease in middle adulthood (at age 56 years; 89) as 
well as cardiovascular disease in early adulthood (at 
mean age 32 years; 90). CN is linked to frequent 
liver problems in adulthood (91), asthma and lung 
cancer (92), the occurrence of migraines (93), and 
the occurrence of sexually transmitted diseases (94). 
In retrospective studies, higher levels of reported 
abuse/neglect, as well as other adverse childhood 
experiences correlate with poorer self-reported 
health outcomes in middle adulthood (95). 

Children who are neglected develop serious 
psychological difficulties in the form of different 
types of anxiety disorder during childhood and/or 
in adulthood (6, 86).  Furthermore, neglected chil-
dren have greater risk for difficulties in emotional 
development, extreme withdrawal or aggressive-
ness, anxiety disorders, as well as internalizing and 
externalizing behaviour problems (96).  

On the basis of the review paper by Sesar and 
Sesar (97) it may be concluded that CPN increases 
the risk of the occurrence of schizophrenic person-
ality disorder. Supervision neglect increases the risk 
for the development of passive-aggressive, paranoid 
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or borderline personality disorders, and CEN for 
the development of anti-social personality disorder, 
borderline personality disorder, obsessive-compul-
sive disorder and trichotillomania in adolescence 
and adulthood. The results of this review paper 
consider the DSM-IV-R, not the current DSM-V 
diagnostic manual. 

Data in this field also indicate that neglected 
children have greater difficulties in socialization 
than children who were not neglected. The conse-
quences are already visible in infancy, where chil-
dren show relatively poorer smiling and babbling 
behaviours (86). In addition, research has consist-
ently shown that there is a positive correlation be-
tween CN and a tendency to risky and anti-social 
behaviour in adulthood (6, 94). 

Neglected children experience delays in cog-
nitive development. Many studies indicate that 
neglected children have difficulties in linguistic 
ability in comparison with children who have not 
been exposed to CN (98). Parents of neglected 
children most often do not encourage the child's 
verbal expression, and they do not respond verbally 
or non-verbally to the child's activities, which has 
a negative effect on the child's verbal development 
(99). 

Consequences of Witnessing Domestic 
Violence 

Witnessing domestic violence (WDV), in inter-
action with individual genetic factors, leads to 
changes in the development of the brain structures 
relevant for cognition and regulation of emotions 
(100), as well as changes in the hormonal system, 
primarily the hypothalamic–pituitary–adrenal 
axis (101-104). Adults who witnessed domestic 
violence in childhood are at risk of developing 
physical illnesses, such as cardiovascular diseases, 
hypertension and diabetes (105), and deviations in 
neurological functioning (106).

Children exposed to domestic violence (DV) 
over a sustained period may experience trauma 
symptoms, including PTSD, resulting in psycho-
social and physical responses that, if left untreated, 

may have long lasting effects on the child's devel-
opment, behaviour and well-being (107). These 
include psychological difficulties, such as depres-
sion, anxiety, insomnia, poor coping mechanisms, 
suicidal thoughts, eating disorders, anger, self-harm 
and low self-esteem (107, 108).  

Anxiety and depression are the most frequent 
psychological disorders in children, young adults 
and adults who witnessed domestic violence. Re-
search consistently indicates the stronger expression 
of anxiety and depression in girls exposed to DV 
than boys, especially during the period of puberty 
(109). Younger children are at higher risk of devel-
oping anxiety and depression than older children 
(110). Howell's (111) review of the literature had 
a particular focus on children of pre-school age. 
She suggested that exposure to DV for children 
in this age group raises some particular concerns.  
Their developmental stage and the fact that they 
may spend a greater proportion of time with their 
parents compared to school-age children can affect 
them whereby they are not able to benefit from the 
potential buffering effects of exposure to a school 
environment. Where infants and children cannot 
rely on parents or caregivers to protect them from 
or cushion traumatic events, children may instead 
rely on self-protective behaviours such as with-
drawal, anger and aggression, and may have diffi-
culty with developmental tasks due to difficulties in 
emotional regulation, or have difficulty recognizing 
emotions in others. In addition, exposure to DV 
in pre-school-age children may result in physical 
symptoms too.  Frequent exposure to DV is an 
independent risk factor for depressive symptoms in 
young adulthood (112).

Sustained and chronic exposure to DV can re-
sult in trauma that may distort survivors' sense of 
identity and concept of others, leading to mistrust, 
social isolation and the inability to relate to others 
(108, 113). The results of research into the effects 
of WDV on social functioning show that children 
who have experienced DV, due to the learned forms 
of violent behaviour, are more aggressive or with-
drawn in peer relationships, whereby their abilities 
to initiate and maintain good quality reciprocal 
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of childhood abuse (113). The co-occurrence of 
domestic and family violence with other forms of 
childhood abuse, including physical, emotional 
and sexual abuse, is well established in internation-
al research (113, 122, 123). The multiple stresses to 
which children are exposed through various forms 
of abuse and neglect, combine and accumulate in 
various ways, and as a result, the consequences of 
multi-type childhood abuse are more serious,   less 
reversible, and hard to differentiate (113).  Long-
term exposure to multi-type childhood abuse is 
thought to result in what has been described as 
"cumulative harm", which has similar effects to 
trauma, but with more specific outcomes for chil-
dren's development and behaviour (113). 

Exposure to various forms of childhood abuse 
and neglect result in the development of serious 
psychological problems (113). People exposed to 
multi-type childhood abuse, according to research 
undertaken so far (124), are more prone to suicide 
in comparison with people who were not abused, 
where no differences were found in relation to the 
sex of the subjects.

Persons exposed to multi-type childhood abuse 
(124) have a significantly higher risk of smoking, 
and consuming alcohol and other psychoactive 
substances. The cumulative effect of the experience 
of multi-type childhood abuse is also linked to a 
higher frequency of risky behaviour (125). Young 
people exposed to multi-type childhood abuse are 
more prone to break rules at school, aggressive 
behaviour, and antisocial and asocial behaviour 
(124, 126). The scope and severity of behavioural 
problems are proportional to the duration of the 
abuse. The earlier a child was exposed to abuse, 
the greater the probability of behavioural problems 
in adolescence (13). Aggressive behaviour towards 
oneself and others, self-hatred, lack of awareness of 
danger, irritability, impulsiveness, delinquency and 
violent behaviour, rule-breaking, and other forms 
of auto-destructive behaviour are often found in 
children exposed to abuse (113, 127). Further-
more, they have disturbed attachment behaviours. 
According to the results of a major national study 
conducted in the USA, children exposed to abuse 

social interaction are limited (114). In this group 
of children, there are relatively more frequent dif-
ficulties in finding ways to resolve conflicts in rela-
tionships or problems, and they are more prone to 
aggressive, delinquent and/or antisocial behaviour 
than children who were not witnesses of domestic 
violence (115). 

Caregivers who are chronically unavailable to 
young children increase their risk of having stressful 
experiences in their lives, difficulty in attachment 
and being able to self-sooth to deal with stressful 
times (72, 116). Infants who experience continu-
ous stress are more likely to be highly sensitive and 
do not learn self-soothing behaviour as they de-
velop (116). Children who experience abusive or 
unattached caregiving are likely to develop negative 
reactions to their caregiver, due to the absence of 
attachment or increased anger, and this may cause 
negative reactions towards themselves (117). Chil-
dren with insecure attachment may be avoidant 
towards their caregivers, or ambivalent, by being 
withdrawn or avoidant (116).

Further, one of the most significant conse-
quences of WDV in childhood is violent behaviour 
in intimate relationships (114, 118). Mounting 
evidence links exposure to DV and perpetration 
of teen dating violence (119). Research shows that 
WDV as a boy can be related to men’s perpetration 
of DV (120). Many female victims of DV come 
from homes where they witness DV between their 
parents. Learning theory would explain that boys 
“learn” how to become abusers and girls “learn” 
about victimization (121).

As expected, the results of most studies show 
that children who witness DV have poorer cog-
nitive abilities (100) than children who have not 
witnessed DV. Difficulties in cognitive function 
in children who have been exposed to DV are fre-
quently linked to difficulties and poor functioning 
in the academic environment (23, 115).

Consequences of Multi-Type Childhood 
Abuse

Trauma seems to be particularly pertinent for 
children who have experienced multi-type forms 
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in various periods of life (infancy, early and mid-
dle childhood) have more behavioural problems 
than children exposed to abuse in only one of these 
periods (128).  Adolescents exposed to multi-type 
childhood abuse are at greater risk of unwanted 
pregnancy and promiscuous behaviour (124).

PTSD is one of the most frequent indirect 
consequences of childhood abuse (129).  PTSD in 
children who have experienced  multi-type child-
hood abuse is characterized by symptoms such as 
persistent re-experiencing of the traumatic events 
related to the abuse; avoiding people, places, and 
events that are associated with abuse; feeling fear, 
horror, anger, guilt, or shame; startling easily; and 
exhibiting hyper-vigilance, irritability, or other 
changes in mood (130). Recent insights in this 
field indicate the complexity of the developmental 
consequences for a child exposed to abuse, and it 
is believed that the term PTSD does not cover all 
the symptomology. Therefore the term "complex 
trauma" has been proposed (113). 

Young people who experienced multi-type 
childhood abuse were found to be 3.7 times more 
likely than those who were not abused to be de-
pressed at 23-24 years, and 2.7 times more likely 
to be anxious (113). Panic disorder, general anxiety 
disorder and depressive disorder are frequent short-
term and long-term consequences of exposure to 
multi-type childhood abuse (39-41). 

Childhood multi-type abuse has been linked to 
a higher risk for a wide range of long-term and/or 
future health problems (88, 113, 131, 132). Expo-
sure to abuse and neglect in children results in struc-
tural and functional changes to various parts of the 
nervous system (25). Victims of CSA and CPA have 
higher risk for respiratory and gastrointestinal prob-
lems in adulthood and visit the doctor more often 
(133).  According to the results of Rohde et al. (134) 
both forms of abuse predicted greater obesity in 
adulthood.  Victims of CSA and CPA in adulthood 
have more expressed traumatic symptoms (133). 
Young people who are exposed to a combination of 
CPA, CSA and CN have serious consequences, ac-
cording to Moran, Vuchinich and Hall (18). 

CEA in combination with other forms of child-
hood abuse was the most significant predictor of 
difficulties in psychological adjustment in adoles-
cence (135). Exposure to CEA in combination with 
CPA and/or CSA or WDV is strongly connected 
with difficulties in psychological adjustment, 
manifesting through aggressive and rule-breaking 
behaviour, somatic complains, social problems, and 
external psychological difficulties in adolescence 
(135). CEA, CSA, and CPA are associated with 
violent behaviour in dating relationships (21).

Conclusion 

Childhood abuse and neglect are linked to many 
negative consequences in various areas of the func-
tioning of children, such as cognitive, physical, 
psychological, behavioural and social functioning.  
Moreover, research to date has shown that abuse, 
as well as immediate consequences, also has clearly 
documented consequences which extent into adult-
hood and affect physical, psychological and social 
functioning, and contribute to the development of 
psychopathological  disorders in adulthood.  How-
ever, no definite causal connection between dif-
ficulties and abuse can be established, since many 
individual and environmental factors may have a 
mediating role in the relationship between the 
traumatic experiences of childhood abuse and ne-
glect, and the consequences of childhood abuse and 
neglect.  It is also necessary, when drawing conclu-
sions about the consequences of childhood abuse 
and neglect, to take into account the methodology 
of the research, reflected in the different samples of 
subjects participating in the research, as well as the 
different techniques and measuring instruments 
used in studying childhood abuse and neglect 
and its negative outcomes.  Future research in this 
area needs to focus on disentangling the effects of 
childhood abuse and neglect from those of other 
conditions. There is a need to explore beneath the 
surface to understand the behavioural, neurobio-
logical, social, and environmental mechanisms that 
mediate the association between exposure to child-
hood abuse and neglect, and their behavioural and 
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neurobiological sequelae. Assessment of children 
presenting for evaluation of problems related to 
childhood abuse and neglect is necessarily complex 
and likely requires a multi-disciplinary approach 
and more time than evaluations of non-abused 
children.  Treatment of symptoms and disorders 
related to childhood abuse and neglect should also 
be multi-disciplinary, and often needs to address 
external factors that may contribute to their per-
petuation and exacerbation.

However, communities can act to stem the 
effects of childhood abuse and neglect and even 
prevent it. Evidence-based services and support 
can promote protective factors that mitigate the 
effects of childhood abuse and neglect, as well as 
providing families and communities with the tools 
they need to stop it before it occurs. Child welfare 
agencies can work with families and communities 
to spearhead initiatives that build upon strengths 
and address needs.    
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