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EXECUTIVE SUMMARY

This is a report of a literature review on the outcomes for survivors of child maltreatment,
with a particular focus on the outcomes of child abuse which occurred within the context of
long-term residential child care. We have used the phrase ‘outcomes for survivors of child
abuse’ rather than ‘effects of child abuse’ because much of the research reviewed in this
report is retrospective, rather than prospective, and so we cannot be 100% certain that the
outcomes for survivors of child abuse were actually caused by maltreatment. These outcomes
may have been due to other factors including adversities which occurred before, during, or
after child abuse, or to personal biological, psychological or social vulnerabilities or
disabilities. Having said that, as will become clear in the executive summary below and the
body of the report, the adverse outcomes for survivors of child abuse are so consistent across
a wide range of domains in a large number of studies involving thousands of survivors, that
we can say with a degree of confidence that these probably occurred as a result of
maltreatment in childhood.

1. Child abuse and maltreatment

Child abuse reflects the international consensus about what constitutes unacceptable child
care and the violation of children’s human rights. In this review, child maltreatment refers
primarily to physical and sexual abuse, with associated emotional or psychological abuse and
neglect.

2. Outcomes of child abuse, structural neglect, and maltreatment within residential
child care settings

The literature review described in this report includes three elements. The first is concerned
with individuals who experienced child maltreatment while living with their birth families.
The second addresses the issue of ‘structural neglect’ in congregate care institutions which
care for large groups of children, with inadequate and unstable staffing, and limited physical
resources. The third part of the review focuses on individuals abused as children while in
long-term residential child care. In these literature searches 5,828 records were identified and
screened, and 178 included in the literature review. Searches, data extraction, and study
quality assessment were conducted by pairs of researchers. There was good inter-rater
reliability for study selection and data extraction, and the scientific quality of studies included
in the review was moderate, so confidence may be placed in the conclusions drawn from this
review.

3. Outcomes of child abuse for survivors raised in birth families

The aim of this systematic review (the first of three) was to determine the outcome of child
maltreatment across the lifespan for individuals raised in birth families. It is contained in
chapter 2.

3.1 Method. Because of the vastness of the research literature in this field, this
systematic review was limited to the identification of previous systematic reviews and meta-
analyses. Searches of 10 electronic databases were conducted supplemented with manual
searches. 1,730 separate records were identified. 111 papers which met inclusion criteria
were selected for review.

3.2 Characteristics of included systematic reviews and meta-analyses. There were
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46 systematic reviews and 65 meta-analyses. The 111 systematic reviews and meta-analyses
synthesized results from over 2,500 independent studies which involved over 30 million
participants, of whom more than half a million had been maltreated. Sixty-seven percent of
systematic reviews and meta-analyses addressed studies of multiple forms of child
maltreatment. Twenty-nine percent focused exclusively on studies of sexual abuse, 3% on
physical abuse, 2% on neglect, and there were no papers exclusively on studies of emotional
abuse. The proportion of papers that were concerned mainly with physical health, mental
health, and psychosocial adjustment outcomes were 18%, 37% and 45% respectively. Both
children and adults, and males and females were involved in studies covered in systematic
reviews and meta-analyses reviewed here. The mean age of samples ranged from one and a
half to 45 years, with an overall mean of 25 years. The proportion of females in studies
ranged from 0% to 100%, with a mean of 38%.

3.3 Physical health outcomes. Child abuse was associated with a range of physical
health problems including neurological, musculoskeletal, respiratory, cardiovascular,
gastrointestinal, gynaecological, genitourinary, metabolic, sleep, and psychosomatic disorders
as well as a variety of pain conditions; and increased risk of developing diabetes and cancer.
Survivors of child maltreatment also had significant physiological abnormalities, notably
abnormalities in the structure and functioning of the brain and endocrine system associated
with mental health problems, and a pro-inflammatory state associated with reduced immune
system efficiency.

3.4 Mental health outcomes. Child abuse was associated with a range of mental
health problems and disorders including post-traumatic stress disorder, anxiety disorders,
depression, bipolar disorder, substance use disorders, eating disorders, psychotic disorders,
disruptive behaviour disorders, dissociative disorders, psychosomatic disorders, and
personality disorders. Child maltreatment was also associated with an unfavourable clinical
course for some conditions, notably depression and bipolar disorder.

3.5 Adverse psychosocial outcomes. Child maltreatment was associated with a wide
range of negative psychosocial outcomes across the lifespan, including deficits in cognitive
functioning, language delay, insecure attachment, school attainment problems, antisocial
behaviour and aggression, sexual aggression, risky sexual behaviour, parenting problems,
self-harm, and suicide. Child abuse was also associated with deficits in emotion recognition,
understanding and knowledge; deficits in perspective taking, theory of mind, and social
competence; hostile attributional bias; low self-esteem; interpersonal dependency; negative
personality traits; gambling problems; poor educational and occupational adjustment; poor
adjustment within family and peer relationships; and a negative quality of life.

3.6 Risk and protective factors. The extent to which child abuse survivors
experienced negative outcomes was associated with a range of personal and contextual risk
and protective factors. Poorer outcomes occurred where survivors were exposed to multiple
types of severe abuse over long periods of time. Factors associated with resilience among
survivors included social support from the family and wider network, positive engagement in
education, interpersonal and emotional competence, active coping, optimism, a belief in the
capacity to control one’s life, and blaming the perpetrator rather than the self for abuse.

4. Outcomes of structural neglect

The aim of this systematic review (the second of three) was to determine the outcomes for
individuals exposed to structural neglect in congregate-care institutions, such as orphanages.
In this context, structural neglect refers to failure to meet children’s basic physical,



developmental, and emotional needs due to inadequate and unstable staffing, and limited
physical resources. This review is contained in chapter 3.

4.1 Method. Because of the volume of the research literature in this field, this
systematic review was limited to the identification of previous systematic reviews and meta-
analyses. Searches of 10 databases were conducted, supplemented with manual searches. 921
separate records were identified. Eighteen papers which met inclusion criteria were selected
for review.

4.2 Characteristics of included systematic reviews and meta-analyses. Of the 18
papers in this review, nine were systematic reviews and nine were meta-analyses. Two
focused on physical health outcomes, four on mental health outcomes, four on attachment,
and eight on cognitive development. Four of these eight papers on cognitive development
also addressed attachment and mental health outcomes. The 18 systematic reviews and meta-
analyses on outcomes of structural neglect covered over 550 separate primary studies in
which 160,000 survivors of structural neglect and 1.5 million control group cases
participated. All reviews focused predominantly on child samples, with a mean age of 2 years
when they left care, and a mean age of 9 years when outcomes were assessed. The samples
contained approximately equal numbers of males and females. About two thirds (68%) of
studies in the reviews covered in this chapter 3 concerned participants who had experienced
structural neglect in orphanages in developing countries in Eastern Europe, Asia, Africa and
South America before being adopted to developed countries in Europe and North America, as
well as Australia and New Zealand.

4.3 Physical health outcomes. Structural neglect was associated with short stature,
low weight, and smaller head circumference. At about 2 or 3 years of age shortly after the
transition from orphanages to adoptive families, children exposed to structural neglect were 3
kgs lighter and 8 cm shorter than children raised in birth families. Structural neglect was also
associated with abnormal neurobiological development affecting a range of brain structures
and functions, implicated in cognitive and psychosocial difficulties.

4.4 Mental Health outcomes. Structural neglect was associated with higher rates of
mental health problems and mental health service usage.

4.5 Adverse psychosocial outcomes. Structural neglect was associated with delayed
cognitive development as indexed by lower 1Q, school attainment problems, and specific
learning disorders. On average the 1Qs of children raised in institutions were 17-20 1Q points
lower than those of children raised in families. Structural neglect was also associated with
insecure attachment, especially insecure disorganized attachment. Rates of disorganized
attachment were about three times higher in survivors of institutional neglect compared with
children raised in birth families. Disorganized attachment is a risk factor for later difficulties
making and maintaining relationships across the lifespan.

4.6 Risk and protective factors. Significant, but incomplete, developmental catch-up
occurred when children exposed to structural neglect were adopted. The degree and rate of
catch-up depended on the outcome domain, the severity and duration of structural neglect,
and the presence of a range of personal and contextual risk and protective factors. A large
degree of relatively rapid catch-up occurred in weight, height, and 1Q. A lesser degree and
slower rate of catch-up occurred in head circumference and attachment security. Exposure to
severe deprivation over longer time periods in understaffed, poorly resourced institutions in
underdeveloped countries were risk factors for poorer outcomes. Early adoption was a
protective factor for better outcomes.



5. Outcomes for survivors of child abuse in long-term care

The aim of this systematic review (the third of three) was to determine the outcome for
survivors of child maltreatment in long-term residential care. This review is contained in
chapter 4.

5.1 Method. In searches of 10 data bases supplemented with a search of grey
literature and manual searches, 3077 documents were identified. Forty-nine documents
describing 21 primary studies and 25 secondary studies were selected for review. There were
40 quantitative studies and 6 qualitative studies.

5.2 Participants. Participants in primary studies included 3,856 child abuse survivors
and 1,577 controls. In six primary studies survivors were under 18 years, and participants in
the remaining primary studies were adults with a mean age of 54 years. The mean proportions
of females in primary studies of children (under 18) and adults were 52% and 39%
respectively.

5.3 Countries. Reviewed studies were conducted in the UK, USA, Finland, Romania,
Tanzania, Canada, Ireland, Australia, the Netherlands, Germany, Austria, and Switzerland.

5.4 Child care experiences. Participants were child abuse survivors from Catholic
institutions in eight studies, from state foster care in seven studies, from non-religious
institutions in two studies, and from a range of contexts in the remaining studies. The average
age when participants entered residential care was five years, and the average duration of
their time in care was 9 years.

5.5 Maltreatment experiences. Average rates of sexual, physical and emotional
abuse within long-term care were 67%, 63% and 71% respectively, and most participants had
experienced multiple forms of child abuse.

5.6 Mental health outcomes. There were significant associations between having
experienced child abuse in long-term residential care and mental health outcomes. In the
mental health domain in descending order of average frequency of occurrence, the main
outcomes were as follows. Eighty-four percent had lifetime mental health problems
diagnosed with the Structured Clinical Interview for Axis I or II Disorders of DSM IV; 67%
had general mental health problems; 58% had lifetime anxiety disorders; 51% had lifetime
post-traumatic stress disorder; 44% had lifetime depressive disorders; 41% had current
personality disorders; 37% had lifetime drug and alcohol use disorders; and 19% had current
complex PTSD. These rates are far higher than those found in surveys of mental health
problems the general population.

5.7 Physical health and psychosocial adjustment outcomes. There were significant
associations between having experienced child abuse in long-term residential care and
physical health and psychosocial outcomes. In the domains of physical health and
psychosocial adjustment in descending order of average frequency of occurrence, the main
outcomes were as follows. Fifty-nine percent had educational problems; 56% lived in
poverty; 39% had marital adjustment problems; 37% had committed non-violent crime; 31%
had sexual problems; 30% had committed violent crime; 30% had frequent physical illness;
29% reported suicidality and self-harm; 28% had been frequently hospitalized for physical
health problems; 25% had anger control problems in intimate relationships; 21% were
homeless; 13% had anger control problems with children; 12% had been imprisoned; and 4%
had their children taken into care.

5.8 Risk and protective factors. The associations between institutional child abuse
and physical health, mental health and psychosocial outcomes were influenced by the



constellation of risk and protective factors experienced across the lifespan. Risk factors
included severe prolonged institutional maltreatment, especially sexual abuse, intrafamilial
abuse prior to institutional care, additional trauma after leaving institutional care,
experiencing severe traumatization as a result of institutional abuse, the use of maladaptive
coping strategies, and an insecure adult attachment style. Protective factors included socially
supportive relationships, personal strengths and competencies, adaptive coping strategies, and
a secure adult attachment style. Survivors exposed to more risk factors and fewer protective
factors had poorer outcomes. In contrast, better outcomes occurred for those with more
protective factors and fewer risk factors.

6. Overall conclusions

Survivors of child maltreatment have adverse outcomes across the lifespan in the domains of
physical health, mental health, and psychosocial adjustment. These adverse outcomes occur
for survivors who experienced abuse while living with birth their families, for survivors who
experienced structural neglect while living in under-resourced orphanages, and for survivors
of abuse in long-term residential child care. It is probable that child maltreatment largely
accounts for these adverse outcomes. The severity of adverse outcomes may be partly
influenced by the number of different types of maltreatment experienced as well as the
duration and severity of these, and the presence of protective factors such as supportive
relationships and personal strengths. The many adverse outcomes associated with child
maltreatment documented in this review highlight the importance of implementing evidence-
based child protection policies and practices to prevent maltreatment and treat child abuse
SUrvivors.



CHAPTER 1: INTRODUCTION

This is a report of a literature review on the outcomes for survivors of child maltreatment
with a particular focus on the outcomes of child abuse which occurred within the context of
substitutive child care. It was prepared for the Scottish Child Abuse Inquiry (SCAI,
https://www.childabuseinquiry.scot/). It is one element of a research programme. The overall
research programme contains three studies: a literature review, a quantitative study of SCA
witness statements, and a qualitative study of a sample of these documents.

1.1 Child abuse and maltreatment

Child abuse reflects the international consensus about what constitutes unacceptable child
care and the violation of children’s human rights (United Nations’ Convention on the Rights
of the Child, 1992). In this review child maltreatment refers primarily to physical and sexual
abuse, with associated emotional or psychological abuse and neglect. The terms maltreatment
and abuse are used interchangeably in this report, except when referring specifically to
neglect.

1.2 Adjustment across the lifespan

In this review, the outcomes for survivors of child abuse across the lifespan in a range of
domains were investigated, since there is an international consensus that the outcomes of
maltreatment are pervasive (Corby et al., 2014; Korbin & Krugman, 2013; Myers 2011).
Studies of the outcomes of child maltreatment in both childhood and adulthood were
reviewed. Outcomes in three broad domains of adjustment were investigated: physical health,
mental health, and psychosocial adjustment. Within each of these domains a very wide range
of difficulties was considered.

1.3 Physical health

Outcomes considered in the domain of physical health included all forms of illness and
disease, medical conditions, frequent health service use, delayed physical growth, disease
processes such as inflammation, and abnormal brain development.

1.4 Mental health

Outcomes considered in the domain of mental health included all types of mental health
problems, and a variety of mental health disorders, for example post-traumatic stress
disorder, depressive disorders, anxiety disorders and personality disorders.

1.5 Psychosocial adjustment problems

In the domain of psychosocial adjustment, a range of adverse social outcomes were
considered. These included unemployment, homelessness, anger control problems in intimate
relationships, anger control problems with children, violent crime, imprisonment for violent
crime, non-violent crime, imprisonment for non-violent crime, separation or divorce, children
taken into care, intergenerational transmission of child abuse (including significant parenting
problems), cognitive deficits, attachment problems, educational or school problems, juvenile
delinquency (including violent and non-violent offences), poverty, revictimization, high-risk



sexual behaviour (including unprotected sex, promiscuity, and prostitution), sexually abusing
others, and low quality of life.

1.6 Child care

In the current report, child care refers to long-term substitutive care outside the family. It
covers foster care, kinship care, and residential care in religious and non-religious
institutions. This care may be provided in child care centres, orphanages, reformatories,
borstals young offender institutions, secure units, boarding schools, industrial or farming
facilities, long stay health care facilities, and group homes.

1.7 Systematic reviews and meta-analyses

In the review described in this report, systematic review and meta-analysis methodologies
played a central role (Moher et al., 2009; Petticrew & Roberts. 2006; Smith et al., 2011).
Systematic reviews are literature reviews that follow a transparent, replicable methodology
for searching electronic data-bases for relevant primary research studies, augmenting these
electronic searches with manual searches, synthesizing the results of these, and drawing
conclusions with due regard for the scientific quality of studies selected for review. Meta-
analyses are similar to systematic reviews with one exception. In meta-analyses, results of
reviewed primary studies are quantitatively synthesised. Meta-analyses yield overall effect
size statistics indicating, for example, the associations between child abuse and adult
adjustment.

1.8 Child abuse, structural neglect, and maltreatment within residential child
care settings

The literature review described in this report includes three elements. The first, contained in
chapter 2, is concerned with individuals who experienced child maltreatment while growing
up within their birth families. The second, contained in chapter 3, addresses the issue of
‘structural neglect’ in orphanages which care for large groups of children, with inadequate
and unstable staffing, and limited physical resources (van [jzendoorn et al., 2011). In these
institutions children experience severe emotional neglect due to the absence of stable and
sensitive caregiver-child relationships, and physical neglect, for example malnutrition. The
third, contained in chapter 4, focuses on individuals abused as children while in long-term
residential child care.

1.9 Outcome of child abuse: Review strategy

Thousands of studies have been published on the outcomes of child maltreatment for
individuals without a history of being in care as children. The results of many of these studies
have been synthesised in previous systematic reviews and meta-analyses. For this element of
the current literature review, a systematic review was conducted, limited to the identification
of previous systematic reviews and meta-analyses (rather than primary empirical studies).
This ‘review of reviews’ strategy is a particularly useful way for synthesising a vast scientific
literature (Smith et al., 2011).



1.10 Outcome of structural neglect: Review strategy

Hundreds of primary studies have been conducted on the effects of structural neglect,
especially where it occurred in orphanages in developing countries. A number of systematic
reviews and meta-analyses have been published which synthesize the results of these studies.
For this element of the current literature review, a systematic review was conducted, limited
to the identification of these previous systematic reviews and meta-analyses.

1.11 Outcomes of child abuse while in long term care: Review strategy

A systematic review was also conducted of primary empirical studies, of the outcomes for
survivors of child maltreatment, especially physical and sexual abuse, carried out within
long-term residential care. There are relatively few studies on the outcome of child abuse for
individuals who were abused while in care. It was therefore most appropriate to review all
available individual empirical studies in this section of the current literature review (Moher et
al., 2009).

1.12 Outcomes v effects

We have used the phrase ‘outcomes for survivors of child abuse’ rather than ‘effects of child
abuse’ because much of the research reviewed in this report is retrospective, rather than
prospective, and so we cannot be 100% certain that the outcomes for survivors of child abuse
were actually caused by maltreatment. These outcomes may have been due to other factors
including adversities which occurred before, during, or after child abuse, or to personal
biological, psychological or social vulnerabilities or disabilities. Having said that, as will
become clear in the chapters that follow, the adverse outcomes for survivors of child abuse
are so consistent across a wide range of domains in a large number of studies involving
thousands of survivors, that we can say with a degree of confidence that these probably
occurred as a result of maltreatment in childhood.

1.13 Review registration

To inform professional colleagues in the child protection field about this work the three
reviews, contained in chapters 2, 3 and 4 of this report, were registered with PROSPERO at
the Centre for Reviews and Dissemination, University of York
(https://www.crd.york.ac.uk/PROSPERO/registerReview.php#index.php). The registration
number of the review in chapter 2 entitled - The impact of child maltreatment across the
lifespan on physical and mental health and social adjustment, for individuals who were living
with their families and not in long-term care during childhood: a systematic review of
reviews — is CRD42017065082. The registration number of the review in chapter 3 entitled -
The effect of structural neglect or deprivation on physical and mental health, cognitive
development; and social adjustment across the lifespan: a systematic review of reviews - is
CRD42017065095. The registration number of the review in chapter 4 entitled - The impact
of child maltreatment carried out within long-term care on the physical health, mental health
and social adjustment of individuals across the lifespan: a systematic review — is
CRD42017065088.




CHAPTER 2: OUTCOMES OF CHILD ABUSE

2.1 SUMMARY

The aim of the systematic review described in this chapter was to determine the outcome of
child maltreatment (including physical, sexual, and emotional abuse, and neglect) across the
lifespan. Outcomes in the domains of physical and mental health, and psychosocial
adjustment were investigated. The focus was on abuse survivors who had mainly been raised
within their own families rather than in residential child care.

2.1.1 Method. In this systematic review of previous systematic reviews and meta-
analyses, searches of 10 databases were conducted supplemented with manual searches.
1,730 separate records were identified. 111 papers which met inclusion and exclusion criteria
were selected for review; their quality was assessed; and data were extracted and synthesized.

2.1.2 Characteristics of included systematic reviews and meta-analyses. There
were 46 systematic reviews and 65 meta-analyses. The 111 systematic reviews and meta-
analyses synthesized results from over 2,500 independent studies which involved over 30
million participants, of whom more than half a million had been maltreated. Sixty-seven
percent of systematic reviews and meta-analyses addressed studies of multiple forms of child
maltreatment. Twenty-nine percent focused exclusively on studies of sexual abuse, 3% on
physical abuse, 2% on neglect, and there were no papers exclusively on studies of emotional
abuse. The proportion of papers that were concerned mainly with physical health, mental
health, and psychosocial adjustment outcomes were 18%, 37% and 45% respectively. Both
children and adults, and males and females were involved in studies covered in systematic
reviews and meta-analyses reviewed here. The mean age of samples ranged from one and a
half to 45 years, with an overall mean of 25 years. The proportion of females in studies
ranged from 0% to 100%, with a mean of 38%.

2.1.3 Physical health outcomes. Child abuse was associated with a range of physical
health problems including neurological, musculoskeletal, respiratory, cardiovascular,
gastrointestinal, gynaecological, genitourinary, metabolic, sleep, and psychosomatic disorders
as well as a variety of pain conditions; and increased risk of developing diabetes and cancer.
Survivors of child maltreatment also had significant physiological abnormalities, notably
abnormalities in the structure and functioning of the brain and endocrine system associated
with mental health problems, and a pro-inflammatory state associated with reduced immune
system efficiency.

2.1.4 Mental health outcomes. Child abuse was associated with a range of mental
health problems and disorders including post-traumatic stress disorder, anxiety disorders,
depression, bipolar disorder, substance use disorders, eating disorders, psychotic disorders,
disruptive behaviour disorders, dissociative disorders, psychosomatic disorders, and
personality disorders. Child maltreatment was also associated with an unfavourable clinical
course for some conditions, notably depression and bipolar disorder.

2.1.5 Adverse psychosocial outcomes. Child maltreatment was associated with a
wide range of negative psychosocial outcomes across the lifespan, including deficits in
cognitive functioning, language delay, insecure attachment, school attainment problems,
antisocial behaviour and aggression, sexual aggression, risky sexual behaviour, parenting
problems, self-harm, and suicide. Child abuse was also associated with deficits in emotion
recognition, understanding and knowledge; deficits in perspective taking, theory of mind, and
social competence; hostile attributional bias; low self-esteem; interpersonal dependency;
negative personality traits; gambling problems; poor educational and occupational
adjustment; poor adjustment within family and peer relationships; and a negative quality of



life.

2.1.6 Risk and protective factors. The extent to which child abuse survivors
experienced negative outcomes was associated with a range of personal and contextual risk
and protective factors. Poorer outcomes occurred where survivors were exposed to multiple
types of severe abuse over long periods of time. Factors associated with resilience among
survivors included social support from the family and wider network, positive engagement in
education, interpersonal and emotional competence, active coping, optimism, a belief in the
capacity to control one’s life, and blaming the perpetrator rather than the self for abuse.

2.1.7 Strengths and limitations. While robust, these conclusions should be tempered
by a consideration of the scientific quality of the studies on which they are based. Forty-six of
111 (41%) reviews and meta-analyses in this review of reviews were of high quality, with
AMSTAR scores between 7 and 11. Sixty-two (56%) had AMSTAR scores between 3 and 6
and were of moderate quality. The primary studies included in systematic reviews and meta-
analyses were relatively well designed, allowing confidence to be placed in their results.

2.1.8 Conclusions. There are significant associations between a history of child
maltreatment, and adjustment in the domains of physical health, mental health, and
psychosocial adjustment in a very wide range of areas. It is probable that child abuse largely
accounts for these adverse outcomes. The severity of adverse outcomes may be partly
influenced by the number of different types of child abuse experienced as well as the duration
and severity of these, and the presence of protective factors. The many adverse outcomes
associated with child maltreatment documented in this review highlight the importance of
implementing evidence-based child protection policies and practices to prevent maltreatment
and treat child abuse survivors.

2.2 INTRODUCTION

Child abuse reflects the international consensus about what constitutes unacceptable child
care and the violation of children’s human rights (United Nations’ Convention on the Rights
of the Child, 1992). Child abuse is a vast global problem. In a series of meta-analyses
involving 244 international studies, Stoltenborgh and colleagues (2011, 2012, 2013a, b, 2016)
found that more than a third of all children around the world experience child maltreatment.
Overall prevalence rates for self-report studies (which mainly assessed ever having
experienced maltreatment in childhood) were 363/1000 for emotional abuse, 226/1000 for
physical abuse, 127/1000 for sexual abuse (76/1000 among boys and 180/1000 among
girls),163/1000 for physical neglect, and 184/1000 for emotional neglect. The overall
prevalence rates for studies based on informant reports were 4/1000 for sexual abuse, 3/1000
for physical abuse, and 3/1000 for emotional abuse. Rates based on informant reports were
lower than those based on self-reports partly because they mainly assessed the 1-year
prevalence, rather than the overall childhood prevalence of maltreatment.

The aetiology of child maltreatment is complex and multidimensional. A wide range
of factors associated with perpetrators, children, the nature of maltreatment, and the
immediate and broader social, economic and cultural context within which maltreatment
occurs have been implicated in the actiology of child abuse (Corby et al., 2014; Korbin &
Krugman, 2013; Myers 2011; Stith et al., 2009).

The impact of maltreatment on adjustment is pervasive. Child abuse may affect
development across the lifespan in three broad domains: physical health (e.g., Wegman &
Steltler, 2009), mental health (e.g., Carr et al., 2013), and psychosocial adjustment (e.g.,
Weber et al., 2016; Zielinski, 2009).
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Many studies have been conducted on the effects of child maltreatment on
adjustment. The results of large numbers of primary studies have been synthesised in
previous systematic reviews and meta-analyses (such as those cited in the previous
paragraph). However, these many reviews of the effects of child maltreatment on multiple
outcome domains have not been synthesised. In this chapter, a systematic review is described
which was limited to the identification of previous systematic reviews and meta-analyses
(rather than primary empirical studies). This ‘review of reviews’ strategy is a particularly
useful way for synthesising a vast scientific literature (Smith et al., 2011).

The aim of the systematic review described in this chapter was to determine the
outcomes (on physical and mental health, and psychosocial adjustment) of child maltreatment
(including physical, sexual, and emotional abuse, and neglect) across the life span (including
childhood (up to 18 years) and adulthood (over 18 years)) in individuals who had mainly
been raised within their own families (rather than in child care).

23 METHOD

Guidelines for conducting systemic reviews of systematic reviews were followed in
developing a protocol for this review (Smith et al., 2011). The protocol specified the aim,
databases to be searched, search terms, study selection criteria, supplementary manual search
strategies, data extraction system, study quality assessment procedures, and data synthesis
methods. A data extraction and quality assessment form is contained in Appendix A.

2.3.1 Search terms

Record titles, abstracts, and keywords were searched in the electronic databases listed in the
next section. Using appropriate Boolean operators, terms denoting the terms child
maltreatment or child abuse or a range of other synonyms were combined with terms
reflecting a range of possible physical and mental health and social adjustment problems,
which in turn were combined with the terms systematic review or meta-analysis. The search
was limited to individuals who had not been in residential child care. Where appropriate,
Medical Subject Heading (MeSH) terms were used relating to child abuse which varied
depending on the database. The search was conducted in June 2017.

The following is the specific search string that was used ("Child abuse" MeSH term)
OR ((maltreat* OR “mistreatment” OR “sexual abuse” OR “physical abuse” OR “emotional
abuse” OR “psychological abuse” OR neglect) AND (child OR children)) OR “child abuse”
OR “abuse of children” ) AND (health OR Illness OR Death OR Mortality OR Longevity OR
"Medically unexplained symptoms" OR "functional somatic symptoms" OR Somatization
OR Somatisation OR syndrome OR "Irritable bowel syndrome" OR Seizures OR "chronic
fatigue" OR "pelvic pain" OR chronic OR fibromyalgia OR STD OR disease OR Psych* OR
Behav* OR Emotion* OR Depress* OR Bipolar OR Anxiety OR PTSD OR "post-traumatic
stress disorder" OR Stress OR Obsess* OR Panic OR Phob* OR Eating OR Anorexia OR
Bulimia OR outcome OR condition OR Binge OR Obesity OR Drug OR Substance OR
Alcohol OR Gambling OR Personality OR Psychosis OR Schiz* OR Paranoi* OR Dissociat*
OR "mental health" OR Self-esteem OR Suicide OR Self-harm OR Self-mutilation OR
Promiscuity OR Prostitut®* OR Revictim* OR Violence OR Aggression OR Anger OR
Hostility OR Fire OR disorder OR Criminality OR Crime OR Criminal OR Delinquency OR
resilience OR "Juvenile delinquency" OR Offence OR Offend* OR symptom OR Arrest OR
Prison OR Imprison* OR Incarcerat* OR Separation OR Divorce OR Unemploy* OR
Socioeconomic OR poverty OR Homeless* OR Education OR School OR drop-out OR
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adjustment OR Intergeneration* OR attachment) AND ("systematic review" OR meta-
analysis) NOT (care OR "residential care" OR "foster care" OR Institution OR "Looked
after").

2.3.2 Databases

The following eleven databases were searched: PsycINFO, PubMed, Academic Search
Complete, EMBASE, Sociological Abstracts, Cumulative Index to Nursing and Allied Health
Literature (CINAHL), Web of Science, Applied Social Sciences Index and Abstracts
(ASSIA), Education Resource Information Centre (ERIC), and Cochrane Library.

2.3.3 Inclusion and exclusion criteria

Inclusion and exclusion criteria were used to identify high quality systematic reviews and
meta-analyses relevant to the research question. Papers were included if they reported
systematic reviews and meta-analyses of longitudinal controlled studies, cross-sectional
controlled studies, or single group cohort primary studies of the effects of child maltreatment
on physical and mental health and social adjustment of human participants across the
lifespan, for individuals, who as children lived mainly with their families and not in long-
term residential care or foster care. If there was reference to some studies in a review which
included teenagers who were detained for brief periods for delinquency, or had multiple brief
placements as children, these reviews were included.

Systematic reviews and meta-analyses that did not meet three of the following four
basic AMSTAR (Shea et al., 2009) systematic review quality criteria were excluded: (1)
described an a priori design with a research question and inclusion criteria, (2) conducted a
comprehensive literature search of at least two databases with appropriate search terms, (3)
provided a table of characteristics of included studies (author, date, participant age and
gender, type of maltreatment, type of outcome), and (4) took the quality of studies into
account in drawing conclusions. AMSTAR contains 11 criteria. A very high degree of
confidence may be placed in conclusions from reviews and meta-analyses that meet all 11
criteria. The four basic AMSTAR criteria included in study selection criteria for the current
review were chosen because conclusions from review papers and meta-analyses which do not
meet these basic criteria have limited validity.

Narrative, integrative, non-systematic reviews, discursive papers, theoretical papers,
papers describing individual quantitative or qualitative studies (rather than reviews of
multiple studies), editorials, and letters were excluded. Systematic reviews of previous
systematic reviews and meta-analyses were also excluded. Papers not published in English
language peer reviewed journals were excluded. Conference proceedings, books, chapters,
dissertations, and grey literature were also excluded.

2.3.4 Search process

Records identified in electronic searches were downloaded to EndNote (http://endnote.com).
Covidence (https://www.covidence.org/) was used for record screening. In addition to the
electronic data-base search, a supplementary manual search was conducted. Bibliographies of
review papers and tables of contents of relevant journals (Child abuse and Neglect, Child
Abuse Review, Child Maltreatment, Child Welfare, Trauma Violence and Abuse) were
searched. Established researchers in the field were also contacted.
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Figure 2.1 contains a PRISMA (Moher et al., 2009) flow diagram of the search
process. Through electronic and manual searches 1,730 separate records were identified after
duplicates were removed. When the titles and abstracts of these were screened, 241 relevant
papers were downloaded for full text screening. A final set of 111 papers, which met

inclusion criteria were selected for review. The quality of these papers was assessed with
AMSTAR (Shea et al., 2009).

2.3.5 Inter-rater agreement

Two research assistants were trained in using the systematic review protocol. Both research
assistants independently conducted searches, study selection, data extraction and study
quality assessments. Disagreements were identified on the ‘resolve conflicts’ page of
Covidence and these were resolved by discussion. Percentage agreement and Krippendorff’s
alpha (Hayes & Krippendorff, 2007) were used to determine inter-rater agreement and
reliability. From Table 2.1. it may be seen that there was a high level of inter-rater
agreement. For screening records and full texts agreement rates were 93% and 85%
respectively. For quality assessment agreement rates ranged from 87% to 100% for
AMSTAR items. There was 95% agreement for total AMSTAR scores, and the
Krippendorff’s alpha value was 0.9. For data extraction agreement rates ranged from 86% to
100% and the Krippendorff’s alpha values ranged from 0.76 to 1.00.

2.3.6 Study sequence in tables

Study quality ratings and data extracted from review papers were summarized in three tables.
AMSTAR study quality scores are presented in Table 2.2. Study design features and sample
characteristics are given in Table 2.3. Key findings are set out in Table 2.4. To aid synthesis
of the vast amount of information contained in 111 complex and comprehensive review
papers, they have been grouped thematically in the same order within Tables 2.2., 2.3 and
2.4. In the first instance, they have been grouped by the main type of outcome assessed
(physical health, mental health, psychosocial adjustment), and then by subcategories of
outcome within each of these main groupings. Within each subgroup, papers have been
sequenced, predominantly by the main type of abuse (multiple forms of maltreatment, mainly
sexual abuse, mainly physical abuse), although in some instances sequences have been based
on other features of review papers (such as date of publication, or specific findings) to form a
more coherent narrative.

2.3.7 Study quality

AMSTAR review quality scores given in Table 2.2 show that 46 (41%) reviews and meta-
analyses were of high quality, with AMSTAR scores between 7 and 11. Sixty-two (56%)
reviews had AMSTAR scores between 3 and 6 and were of moderate quality. Fewer than half
included pairs of raters for record screening and data extraction, searched the grey literature,
provided a list of excluded studies, provided individual quality ratings of primary studies, and
assessed risk of bias. Half or more described an a priori design, used a comprehensive search
strategy, tabulated study characteristics, took study quality into account when drawing
conclusions, tested for study homogeneity and took account of this in data analysis, and
indicated conflicts of interests.
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2.4 RESULTS

The 111 papers in the review were published between 1988 and 2017. Five (5%) were
published before 2000. Twenty-six (23%) were published between 2001 and 2010. Eighty
(72%) were published between 2011 and 2017.

2.4.1 Study design features and sample characteristics

The following account of design features and sample characteristics is based on data in Table
2.3. Seventy-four (67%) papers were concerned with outcomes for a range of different types
of maltreatment including physical, sexual and emotional abuse, and neglect. Thirty-two
(29%) papers focused mainly on sexual abuse, 3 (3%) mainly on physical abuse, and 2 (2%)
mainly on neglect. There were no papers which focused mainly on emotional abuse. Twenty
(18%) papers addressed physical health outcomes of maltreatment, 41 (37%), mental health
outcomes, and 50 (45%), adverse psychosocial outcomes. A small number of papers (k =7,
6%) dealt with outcomes for child abuse survivors in more than one of these three domains.

There were 46 (41%) systematic reviews and 65 (59%) meta-analyses. The number of
databases searched in these studies ranged from 1 to 20. The mean number of databases
searched was 5. In most papers (N = 87, 78%) five or fewer databases were searched. The
most frequently searched database was Medline/PubMed (N = 96), followed by PsycINFO (N
= 73), Excerpta Medica database (EMBASE, N = 46), Web of Science/Web of Knowledge (N
= 24), Cumulative Index of Nursing and Allied Health (CINAHL, N = 21), Education
Resource Information Centre (ERIC, N = 20), Scopus (N = 11), Sociological Abstracts (N =
10), Cochrane Library (N =9), Dissertation Abstracts (N = 7), Social Work Abstracts (N =
6), Current Contents (N =5), Sociofile (N =15), Scientific Electronic Library Online
(SciELO, N = 5), Google Scholar (N = 5), Social Science Citation Index (N = 4), Published
International Literature on Traumatic Stress (PILOTS, N =4), Applied Social Sciences Index
and Abstracts (ASSIA, N = 4), The Allied and Complementary Medicine Database (AMED,
N =3), Psychological Abstracts (N = 3), Science Direct (N = 3), SocINDEX (N = 3), and
Violence and Abuse Abstracts (N = 3). Each of the following databases were searched in only
two review papers: American College of Physicians Journal Club, International Bibliography
of Social Sciences, Dissertation Abstracts, Academic Search Complete, Database of
Abstracts of Reviews of Effects, and Health Management Information Consortium. Each of
the following data bases were searched in only one review paper: PsycNet, Communication
Abstracts, Latin American and Caribbean Health Sciences Literature, Family and Social
Studies, KoreaMed, KCI-Korean, Korean Journal Database, Academic Search Premier,
Australian Education Index, Database of Abstracts and Reviews of Effectiveness, National
Criminal Justice Reference Service Abstracts Database, Networked Digital Library of Theses
and Dissertations, Anthropological Literature, National Council on Family Relations, Child
Development Abstracts, Open Grey, System for Information on Grey Literature in Europe,
Centre for Clinical and Translational Research, Chinese National Knowledge Infrastructure,
and the British Education Index.

The number of studies (k) covered in papers included in this review ranged from 5 to
184, with a mean of 30. The total number of participants (N) within these review papers
ranged from 152 to 12,819,487, with a mean of 286,566 and a median of 12,752. Greater
confidence may be placed in the validity of conclusions drawn from reviews where a larger
proportion of studies involved strong research designs, especially prospective (rather than
retrospective) studies, controlled (rather than uncontrolled) studies, and studies of
representative probability samples (rather than unrepresentative convenience samples).
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Studies of clinical samples are also of particular interest, since they throw light on the
association between clinically significant physical and mental health problems and
maltreatment. In the current review of 111 systematic reviews and meta-analyses the
proportion of prospective studies ranged from 0% to 100% with a mean of 20%; the
proportion of controlled studies ranged from 0% to 100%, with a mean of 67%; the
proportion of studies of probability samples ranged from 0% to 100%, with a mean of 18%;
and the proportion of studies of clinical samples ranged from 0% to 100% with a mean of
47%.

Both children (under 18 years) and adults (over 18 years), and males and females
were involved in studies covered in systematic reviews and meta-analyses reviewed in this
paper. The proportion of studies of mainly adult samples ranged from 0% to 100% with a
mean of 61%. The mean age of samples ranged from one and a half to 45 years, with an
overall mean of 25 years. The proportion of studies of all female samples ranged from 0% to
100% with a mean of 33%. The proportion of females in studies ranged from 0% to 100%,
with a mean of 38%.

2.4.2 Overlap in primary studies included in review papers

There was overlap in the primary studies included in 111 systematic review papers and meta-
analyses selected for the current systematic review of review papers. In total, there were 2533
independent studies reviewed in these 111 systematic review and meta-analyses. The
proportion of review papers in which each primary study was included ranged from 0.9% to
5.4%, with a mean of 1.34%. The proportion of all 2533 independent studies included in each
review paper ranged from 0.2% to 7.3%, with a mean of 1.2%. In total across all 2533
independent studies there were 30,375,962 participants. Of these more than 518,022 had been
maltreated.

2.4.3 Key findings

Key findings from the 111 meta-analyses and systematic reviews are given in Table 2.5.
What follows is an integrative summary of findings from that table on the adverse outcomes
of child maltreatment in the domains of physical health, mental health, and psychosocial
adjustment.

2.4.3.1 Physical health outcomes of child maltreatment

There were 20 systematic reviews or meta-analyses which concluded that child maltreatment
was associated with negative physical health outcomes or physiological abnormalities across
the lifespan. Four meta-analyses and one systematic review, which focused on general
physical health, showed that there were significant associations between a history of various
types of child abuse and a range of physical health problems including neurological,
musculoskeletal, respiratory, cardiovascular, gastrointestinal, gynaecological, genitourinary,
metabolic, sleep, and psychosomatic disorders as well as a variety of pain conditions (Fry et
al., 2012; Irish et al. 2010; Norman et al., 2012; Paras et al., 2009; Wegman & Stetler, 2009).
Two systematic reviews and two meta-analyses found significant associations between a
history of child maltreatment and risk of developing specific conditions including diabetes
(Huang et al., 2015), chronic pain (Davis et al., 2005), fibromyalgia (Héuser et al., 2011), and
cancer (Holman et al., 2016). Four meta-analyses and five systematic reviews, which were
concerned with abnormalities in the structure and/or functioning of the brain and endocrine
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system, showed that there were significant associations between a history of child abuse and
reduced hippocampal and amygdala volumes (especially where adult survivors had post-
traumatic stress disorder), amygdala hyperactivation to faces expressing emotions,
abnormalities in the structure of the prefrontal cortex, and dysregulation of the hypothalamic-
pituitary-adrenal axis (Ahmed-Leitao et al., 2016; Bernard et al., 2017; Bicanic et al., 2007;
Frodl & O'Keane, 2013; Hein & Monk, 2017; Hulme, 2011; Lim et al., 2014; Paquola et al.,
2016; Woon & Hedges, 2008). These physical abnormalities in the structure and functioning
of the brain and endocrine system may subserve adverse mental health outcomes of abuse
survivors. One meta-analysis and one systematic review concluded that there was a
significant association between a history of child abuse and a pro-inflammatory state in
adulthood, suggesting a potential molecular pathway by which child abuse confers
vulnerability to physical and mental health problems in adulthood by reducing the efficiency
of the immune system (Baumeister et al., 2016; Coelho et al., 2014).

2.4.3.2 Mental health outcomes of child maltreatment

There were 45 systematic reviews and meta-analyses which concluded that child
maltreatment was associated with negative mental health outcomes across the lifespan. Seven
meta-analyses and six systematic reviews, each of which was concerned with a wide range of
general mental health problems and disorders, concluded that there was a significant
association between various types of child abuse and some or all of the following: post-
traumatic stress disorder, dissociative disorders, anxiety disorders, depression, bipolar
disorder, substance use disorders, eating disorders, psychotic disorders, disruptive behaviour
disorders, and personality disorders (Amado et al., 2015; Carr et al., 2013; Chen et al., 2010;
Fry et al., 2012; Ip et al., 2016; Jumper et al., 1995; Martins et al., 2011; Matheson et al.,
2013; Norman et al., 2012; Paolucci et al., 2001; Schneeberger et al., 2014; Spies et al., 2012;
Weich et al., 2009).

2.4.3.2.1 Depression. Five meta-analyses and three systematic reviews, with a
predominant focus in depression, found a significant association between a history of child
abuse and depression, including perinatal depression, in adulthood (Alvarez-Segura et al.,
2014; Choi & Sikkema, 2016; Li et al., 2016; Lindert et al., 2014; Mandelli et al., 2015;
Nanni et al., 2012; Nelson et al., 2017; Wosu et al., 2015). Compared with normal controls,
survivors of child abuse had double the risk of developing depression, developed depression
earlier in their lives, were less responsive to treatment, and were at increased risk of chronic
depression. Surviving multiple forms of severe abuse, especially sexual and emotional abuse
increased the risk of developing depression, particularly in females. Borderline personality
disorder, which involves significant dysphoria, was also found in a meta-analysis to have a
significant association with child maltreatment in adolescents (Winsper et al., 2016).

2.4.3.2.2 Anxiety. In two meta-analyses that focused predominantly on depression
and anxiety there was a significant association between recollections of any type of child
abuse and anxiety disorders (Li et al., 2016; Lindert et al., 2014). Child abuse doubled the
risk of developing an anxiety disorder in adulthood.

2.4.3.2.3 Bipolar disorder. Two meta-analyses and three systematic reviews which
focused predominantly on bipolar disorder found a significant association between child
abuse and both the occurrence of bipolar disorder and an unfavourable clinical course for
those who developed this condition (Agnew-Blais & Danese, 2016; Daruy-Filho et al., 2011;
Maniglio, 2013a; Maniglio, 2013b; Palmier-Claus et al., 2016). An unfavourable clinical
course for bipolar disorder was characterized by early onset, delay in diagnosis and treatment,
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rapid cycling pattern, severe manic and depressive symptoms, psychotic symptoms, comorbid
substance use disorder and PTSD, and suicidality.

2.4.3.2.4 Psychosis. Two meta-analyses and two systematic reviews focused
predominantly on psychosis (Bendall et al., 2008; Trotta et al., 2015; Varese et al., 2012;
Velikonja et al., 2015). The earliest of these reviews drew no firm conclusions due to the
methodological limitations of available evidence. In the three more recent papers it was
concluded that there was a significant association between child abuse on the one hand, and
psychosis, first episode psychosis, and schizotypy in adulthood on the other. Schizotypy is
genetic vulnerability to psychosis that falls on a continuum between healthy functioning and
severe mental health problems including schizophrenia.

2.4.3.2.5 Eating disorders and obesity. Six meta-analyses and two systematic
reviews which focused predominantly on eating disorders concluded that there was a
significant association between these conditions in adolescence and adulthood and various
types of child abuse (Caslini et al., 2016; Danese 2014; Hemmingsson et al., 2014; Irish et al.
2010; Midei & Matthews, 2011; Pignatelli et al., 2017; Smolak & Murnen, 2002; Wang et al.
2015). In this context eating disorders include bulimia nervosa, binge eating disorder,
anorexia nervosa, and obesity.

2.4.3.2.6 Alcohol and drug use disorders. One meta-analysis and four systematic
reviews which focused predominantly on alcohol and drug use disorders concluded that there
was a significant association between various features of these conditions in adolescence and
adulthood and child maltreatment (Butt et al., 2011; Draucker & Mazurczyk, 2013; Kristman-
Valente & Wells, 2014; Langeland & Hartgers, 1998; Tonmyr et al., 2010). Child abuse was
associated with earlier onset, and more harmful patterns of substance use.

2.4.3.2.7 Non-epileptic seizures. In two meta-analyses there was a significant
association between child abuse and non-epileptic seizures in adulthood (Paras et al., 2009;
Sharpe & Faye, 20006).

2.4.3.3 Adverse psychosocial outcomes of child maltreatment

Fifty-five systematic reviews and meta-analyses concluded that child maltreatment was
associated with a wide range of negative psychosocial outcomes across the lifespan including
deficits in cognitive functioning, language delay, insecure attachment, school attainment
problems, antisocial behaviour and aggression, sexual aggression, risky sexual behaviour,
parenting problems, self-harm and suicide, and deficits in a range of other areas of
psychosocial functioning that impact on quality of life.

2.4.3.3.1 Cognitive functioning deficits. In one meta-analysis and three systematic
reviews predominantly concerned with cognition it was concluded that there was a significant
association between child abuse and impaired cognitive functioning (Irigaray et al., 2013;
Maguire et al., 2015; Masson et al., 2016; Veltman & Browne, 2001). Child abuse was
associated with deficits in global cognitive functioning as indexed by 1Q, and also with
specific deficits, particularly in the areas of memory and executive functions. Exposure to
multiple types of abuse for long periods of time was associated with greater deficits. The
impact of a combination of maltreatment and the presence of psychiatric disorders (mainly
post-traumatic stress disorder) on cognitive functioning was greater in childhood than in
adulthood.

2.4.3.3.2 Language delay. In two meta-analyses and one systematic review it was
concluded that there was a significant association between child maltreatment and delayed
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development of language, particularly expressive skills (Lum et al., 2015; Sylvestre et al.,
2016; Veltman & Browne, 2001)

2.4.3.3.3 Insecure attachment. In two meta-analyses it was concluded that
maltreated infants and toddlers under four years of age were significantly more likely to have
an insecure attachment style than normal controls (Baer & Martinez, 2006; Cyr et al., 2010).
The children in these studies were being parented by young disadvantaged mothers.

2.4.3.3.4 School attainment problems. In one meta-analysis and two systematic
reviews it was concluded that there was a significant association between child abuse and
school attainment problems (Maguire et al., 2015; Paolucci et al., 2001; Veltman & Browne,
2001). Significantly more abused children had school attainment problems compared with
normal controls.

2.4.3.3.5 Antisocial behaviour and aggression. In four meta-analyses and four
systematic reviews it was concluded that there was a significant association between child
abuse on the one hand and antisocial behaviour and aggression on the other (Braga et al.,
2017; Byrd & Manuck, 2014; Fry et al., 2012; Maas et al., 2008; Maniglio, 2014, 2015;
Norman et al. 2012; Wilson et al., 2009). Compared with normal controls, more adolescent
and adult abuse survivors engaged in antisocial behaviour and aggression, especially if they
had been exposed to multiple forms of severe abuse. In a Gene X Environment interaction,
child maltreatment was more strongly associated with antisocial behaviour in the low-
activity, relative to high-activity MAOA genotype. MAOA is the gene encoding monoamine
oxidase-A which preferentially deaminates the neurotransmitters, serotonin and
norepinephrine, which subserve the expression of aggression.

2.4.3.3.6 Sexual aggression. In three meta-analyses and four systematic reviews there
was a significant association between child abuse and sexual aggression (Fry et al., 2012;
Hanson & Slater, 1988; Jespersen et al., 2009; Maas et al., 2008; Mallie et al., 2011; Paolucci
et al., 2001; Smith-Marek et al., 2015). Compared with normal controls, significantly more
child abuse survivors sexually abused others or engaged in intimate partner violence.

2.4.3.3.7 Risky sexual behaviour. In eight meta-analyses and five systematic reviews
it was concluded that there was a significant association between child abuse, especially child
sexual abuse, and risky sexual behaviour in adolescence and adulthood. (Abajobir et al.,
2017; Arriola et al., 2005; Draucker & Mazurczyk, 2013; Fry et al., 2012; Homma et al.,
2012; Lloyd & Operario, 2012; Madigan et al., 2014; Noll et al., 2009; Norman et al., 2012;
Paolucci et al., 2001; Schneeberger et al., 2014; Senn et al., 2008; Spies et al., 2012). In this
context risky sexual behaviour included earlier age of first intercourse, having an older first
sex partner, unprotected sex, sex with multiple partners, sex with strangers, more bisexual
relationships, multiperson sex, sex while intoxicated, sex trading, and sexual revictimization.
There was also a significant association between child sexual abuse and adverse outcomes of
risky sexual behaviour including STD or HIV infection, and unplanned teenage pregnancy
involvement.

2.4.3.3.8 Parenting problems. In four systematic reviews there was evidence for a
significant association between a history of child abuse and parenting problems (Hughes &
Cossar, 2016; Hugill et al., 2017; Thornberry et al., 2012; Vaillancourt et al., 2017). In this
context parenting problems covered a broad spectrum ranging from experiencing greater
parenting stress than normal controls, through lack of sensitivity to children’s cues, to
engaging in abusive parenting practices.

2.4.3.3.9 Self-harm and suicidality. In five meta-analyses and six systematic reviews
there was a significant association between child abuse and self-harming or suicidal
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phenomena (Chen et al., 2010; Devries et al., 2014; Evans et al., 2005; Fry et al., 2012;
Klonsky & Moyer, 2008; Miller et al., 2013; Mironova et al., 2011; Norman et al., 2012;
Paolucci et al., 2001; Rhodes et al., 2011; Schneeberger et al., 2014). In this context self-
harming and suicidal phenomena refer to a broad spectrum of activity including non-suicidal
self-harm (such as self-inflicted cuts or burns), suicidal ideation, and attempted suicide.
Survivors of multiple forms of severe abuse were more likely to engage in self-harm or
suicidal phenomena.

2.4.3.3.10 Other psychosocial outcomes. In five meta-analyses and 10 systematic
reviews it was concluded that there were significant associations between child maltreatment
and a range of psychosocial outcomes (not previously mentioned above) including deficits in
emotion recognition, understanding and knowledge; perspective taking, theory of mind, and
social competence deficits; hostile attributional bias; low self-esteem; interpersonal
dependency; negative personality traits; gambling problems; sleep problems; poor
educational and occupational adjustment; poor adjustment within family and peer
relationships; and negative quality of life (Barbosa et al., 2014; Benarous et al., 2015;
Bornstein, 2005; da Silva Ferreira et al., 2014; de Jong et al., 2015; Khaleque, 2015; Lane et
al., 2016; Luke & Banerjee, 2013; Naughton et al., 2013; Rind & Tromovitch, 1997; Rind et
al., 1998; Spies et al., 2012; Steine et al., 2012; Weber et al., 2016). On the positive side
factors associated with resilience among survivors of child sexual abuse included social
support from the family and the wider network, and positive engagement in education
(Dombhardt et al., 2015). Other protective factors included interpersonal and emotional
competence, active coping, optimism, a belief in the capacity to control one’s life, and
blaming the perpetrator rather than the self for sexual abuse.

2.5 CONCLUSIONS

There are significant associations between a history of child maltreatment, and adjustment in
the domains of physical health, mental health, and psychosocial adjustment in a very wide
range of areas. It is probable that child abuse largely accounts for these adverse outcomes.
The severity of adverse outcomes may be partly influenced by the number of different types
of child abuse experienced as well as the duration and severity of these, and the presence of
protective factors. The many adverse outcomes associated with child maltreatment
documented in this review highlight the importance of implementing evidence-based child
protection policies and practices to prevent maltreatment and treat child abuse survivors.
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Table 2.1. Inter-rater reliability in literature review on outcomes of child maltreatment

% Agreement Krippendorff’'s
Alpha

Screening records 92.70 -

Screening full texts 85.12 -

Amstar 1§ 94.59 -

Amstar 2 91.89 0.84
Amstar 3 96.40 0.90
Amstar 4 91.89 0.74
Amstar 5 99.10 0.79
Amstar 6 90.99 0.72
Amstar 7 100.00 1.00
Amstar 8% 87.39 -

Amstar 9 98.20 0.96
Amstar 10 98.20 0.96
Amstar 11 98.20 0.96
AMSTAR Total 95.17 0.90
Main type of abuse 98.20 0.98
Main outcome 100.00 1.00
Data synthesis 100.00 1.00
Data bases searched 97.30 0.99
Number of data bases searched 97.30 0.99
Number of primary studies (k) 99.10 0.99
Number of participants (N) 92.79 0.99
% prospective studies 91.89 0.76
% controlled studies 90.99 0.89
% probability sample studies 90.99 0.89
% clinical sample studies 93.69 0.95
% mainly adult samples 86.49 0.90
Mean age of participants (when adjustment was assessed) 96.40 0.90
% all female samples 99.10 0.98
% of female participants 98.20 0.99
Key findings 96.40 0.89
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Table 2.2. AMSTAR study quality scores in literature review on outcomes of child abuse
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Physical Health: General

Wegman

Paras
Irish

2009
2009
2010

10

2102
2012

Norman
Fry

Physical Health: Neuro-endocrine abnormalities

Woon
Frodl
Lim

2008
2013

2014
2016

Paquola

® O

2016

Ahmed-Leitao

Hein

10

11

2017

2007
2011

Bicanic
Hulme

12
13
14

2017

Bernard
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Physical Health: Inflammation

15 Coelho 2014 7 1 1 1 0 0 1 1 1 0 0 1
16 Baumeister 2016 7 1 1 0 0 0 1 0 1 1 1 1
Physical Health: Diabetes, pain, fibromyalgia, and cancer
17 Huang 2015 9 1 1 1 0 0 1 1 1 1 1 1
18 Davis 2005 5 1 0 0 0 0 1 0 1 1 1 0
19 Hauser 2011 8 1 1 0 0 0 1 1 1 1 1 1
20 Holman 2016 5 1 1 0 0 0 1 0 1 0 0 1
Mental Health: General
21 Weich 2009 5 1 1 0 0 0 1 1 1 0 0 0
22 Martins 2011 2 1 0 0 0 0 0 0 1 0 0 0
23 Carr 2013 4 1 0 1 0 0 0 0 1 0 0 1
24 Spies 2012 4 1 0 1 0 0 1 0 0 0 0 1
25 Schneeberger 2014 6 1 0 1 1 0 1 0 1 0 0 1
26 Matheson 2012 10 1 1 1 1 0 1 1 1 1 1 1
27 Jumper 1995 5 1 0 1 1 0 0 0 1 1 0 0
28 Paolucci 2001 3 1 0 0 0 0 0 0 1 0 1 0
29 Chen 2010 8 1 1 0 1 0 1 1 1 1 1 0
30 Amado 2015 7 1 1 0 0 0 1 0 1 1 1 1
31 Ip 2016 9 1 1 1 0 0 1 1 1 1 1 1
Mental health: Depression and borderline personality disorder
32 Lindert 2014 7 1 1 1 0 0 1 0 1 1 1 0
33 Li 2016 9 1 1 1 0 0 1 1 1 1 1 1
34 Mandelli 2015 8 1 0 1 0 0 1 1 1 1 1 1
35 Nelson 2017 7 1 1 1 0 0 0 0 1 1 1 1
36 Nanni 2012 9 1 1 1 0 0 1 1 1 1 1 1
37 Alvarez-Segura 2014 6 1 0 1 0 0 1 1 1 0 0 1
38 Choi 2016 6 1 0 1 0 0 1 0 1 1 0 1
39 Wosu 2015 7 1 0 1 0 0 1 1 1 1 0 1
40 Winsper 2016 8 1 0 1 0 0 1 1 1 1 1 1
Mental Health: Bipolar disorder
41 Daruy-Filho 2011 7 0 1 1 0 0 1 1 1 0 0 1
42 Palmier-Claus 2016 9 1 1 1 0 0 1 1 1 1 1 1
43 Agnew-Blais 2016 9 1 1 1 0 0 1 1 1 1 1 1
44 Maniglio 2013a 7 1 1 1 0 0 1 1 1 0 0 1
45 Maniglio 2013b 7 1 1 1 0 0 1 1 1 0 0 1
Mental Health: Psychosis
46 Bendall 2008 5 1 0 1 0 0 1 0 1 0 0 1
47 Varese 2012 9 1 1 1 1 0 1 0 1 1 1 1
48 Trotta 2015 7 1 0 1 0 0 0 1 1 1 1 1
49 Velikonja 2015 5 1 0 0 0 0 1 1 1 0 0 1
Mental Health Eating disorders and obesity
50 Caslini 2016 7 1 1 0 0 0 1 0 1 1 1 1
51 Smolak 2002 6 1 0 1 1 0 1 0 1 1 0 0
52 Pignatelli 2017 6 1 0 1 1 0 1 0 1 1 0 0
53 Midei 2011 6 1 0 1 0 0 1 1 1 0 0 1
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61

62
63

64

66
67

68
69

Danese 2014 9 1
Hemmingsson 2014 7 1
Wang 2015 6 1
Mental Health: Alcohol and drug use

Langeland 1998 4 1
Tonmyr 2010 4 1
Butt 2011 5 1
Kristman-Valente 2014 4 1
Mental Health: Non-epileptic seizures

Sharpe 2006 4 0
Psycho-social Adjustment: Cognition

Irigaray 2013 4 1
Masson 2016 6 1
Psychosocial Adjustment: Language

Lum 2015 7 1
Sylvestre 2016 7 1
Psychosocial Adjustment: Attachment

Baer 2006 5 1
Cyr 2010 7 1
Psychosocial Adjustment: School problems

Veltman 2001 3 1
Maguire 2015 7 1

Psychosocial Adjustment:
Maas

Wilson

Byrd

Braga

Maniglio

Maniglio

Psychosocial Adjustment:
Smith-Marek

Hanson

Jespersen,

Mallie

Psychosocial Adjustment:
Arriola

Senn

Homma

Lloyd

Draucker

Abajobir

Noll

Madigan

Antisocial behaviour and aggression
2008 3
2009
2014
2017
2014
2015

N O~
Y

Sexual aggression
2015
1988
2009
2011

- JENEN
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Risky sex
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Psychosocial Adjustment: Parenting

88 Thornberry 2012 6 1 1 1 0 0 0 1 1 0 0 1
89 Vaillancourt 2017 6 1 0 1 0 0 1 1 1 0 0 1
90 Hughes 2016 6 1 0 1 0 1 1 1 1 0 0 0
91 Hugill 2017 5 1 0 1 0 0 1 1 1 0 0 0
Psychosocial Adjustment: Self-harm and suicide
92 Evans 2005 6 1 0 1 1 0 1 0 1 0 0 1
93 Miller 2013 5 1 0 1 0 0 1 0 1 0 0 1
94 Rhodes 2011 5 1 1 1 0 0 1 0 1 0 0 0
95 Devries 2014 7 1 0 0 0 0 1 1 1 1 1 1
96 Klonsky 2008 6 1 0 1 0 0 1 0 0 1 1 1
97 Mironova 2011 5 1 1 0 0 0 1 0 1 0 0 1
Psychosocial Adjustment: General
98 Da Silva 2014 5 1 0 1 0 0 1 0 1 0 0 1
99 Luke 2013 7 1 0 1 1 0 1 0 1 1 1 0
100 Benarous 2015 4 1 1 0 0 0 1 0 1 0 0 0
101 Barbosa Pacheco 2014 2 1 0 0 0 0 0 0 1 0 0 0
102 Bornstein 2005 5 1 0 1 0 0 1 0 0 0 1 1
103 Weber 2016 8 1 1 1 1 0 1 0 1 1 0 1
104 Lane 2016 3 0 0 1 0 0 0 0 1 0 0 1
105 Rind 1997 5 1 0 1 0 0 1 0 1 1 0 0
106 Rind 1996 5 1 1 1 1 0 0 0 0 1 0 0
107 Steine 1012 3 1 0 0 0 0 1 0 1 0 0 0
108 De Jong 2015 3 1 0 0 0 0 1 0 1 0 0 0
109 Domhardt 2015 6 1 0 1 0 0 1 1 1 0 0 1
110 Naughton 2013 8 1 1 1 1 0 1 1 1 0 0 1
111 Khaleque 2015 6 1 0 1 1 0 0 0 1 1 1 0
Total 107111 53/111 82/111 19/111 1111 89/111 371111 99/111 60/111 45/111 73111
% 96 48 74 17 1 80 33 89 56 41 66
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Table 2.3. Study design features and sample characteristics in literature review on outcomes of child abuse
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Physical Health: General
Wegman 2009 MT PH M PsycINFO, PubMed 48,801 0 100 - 100 38 91
A
Paras 2009 SA PH M MEDLINE, EMBASE, CINAHL, Current Contents, PsycINFO, American 4,640 83 78 91 35 -
A College of Physicians Journal Club, Cochrane Controlled Trials
Registry, Cochrane Database of Systematic Reviews, Database of
Abstracts and Reviews of Effectiveness
Irish 2010 SA PH M PsycINFO, MEDLINE, PILOTS 95,081 100 42 - - -
M A
H
Norman 2102 MT PH M Medline, EMBASE, PsycINFO 1,188,429 5 2 - - 62
M A
H
P
Fry 2012 MT PH SR PubMed/Medline, ProQuest, PsycINFO, ScienceDirect, CINAHL-ebsco, 258,800 9 8 37 - -
M EMBASE, ERIC, NCJRS, Violence and Abuse Abstracts, Social Work
H Abstracts, Soclndex, Family and Society Studies, Worldwide Google,
P Google Scholar, SSCI, Korea Med
Physical Health: Neuro-endocrine abnormalities
Woon 2008 MT PH M PubMed, PsycINFO 396 100 100 50 23 62
A
Frodl 2013 MT PH SR PubMed, Science Direct Scopus, EMBASE 3,691 96 38 67 - -
Lim 2014 MT PH M PubMed, ScienceDirect, Web of Knowledge, Scopus 693 100 92 75 26 64
A
Paquola 2016 MT PH M PubMed, Scopus, Web of Science 3,161 92 71 100 33 67
A
Ahmed-Leitao 2016 MT PH SR PubMed, Web of Science, ScienceDirect, PsycINFO 330 100 100 100 34 94
M
A
Hein 2017 MT PH M Google Scholar, PsycINFO, PubMed 1,733 100 - 45 - -
A
Bicanic 2007 SA  PH SR Medline >152 100 - 0 11 78




13

14
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20
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24

25

26

27

28

29

30

31

Hulme

Bernard

Physical Health: Inflammation

Coelho

Baumeister

2011

2017

2014

2016

SA

MT

MT

MT

PH

PH

PH

PH

SR

SR

M
A

Pre-CINAHL, CINAHL, PsycINFO, PubMed

PubMed, PsycINFO

PubMed, ISI, EMBASE, PsycINFO

Medline/PubMed, PsycINFO, EMBASE, Scopus

Physical Health: Diabetes, pain, fibromyalgia, and cancer

Huang

Davis
Hauser

Holman

Mental Health: General

Weich

Martins

Carr

Spies

Schneeberger

Matheson
Jumper

Paolucci

Chen

Amado

Ip

2015

2005

2011

2016

2009

2011

2013

2012

2014

2012

1995

2001

2010

2015

2016

MT

MT

MT

MT
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SA

SA

SA

SA
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PH

PH

PH
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I

SR

N>

SR

SR

SR

SR

>0 >ZI>Z> [}
< §:U =E>»Z>»Z 2

>=

PubMed, EMBASE

PubMed/Medline, PsycINFO
EMBASE, Google Scholar, Medline, PsycINFO

PubMed

Medline, PsycINFO, Sociological Abstracts

PubMed, SciELO

PubMed, SciELO, LILACS, PsycINFO

PubMed, Social Science Citation Index, Cochrane Library Cochrane
Developmental, Psychosocial and Learning Problems, HIV/AIDS, and

Depression, Anxiety and Neurosis registers

Medline/PubMed, Web of Science, Google Scholar, PsycNET

Medline, EMBASE, PsycINFO

Psychological Abstracts, Sociofile, ERIC, Dissertation Abstracts
PsycLIT, Sociofile, ERIC

Medline, EMBASE, CINAHL, Current Contents, PsycINFO, ACP Journal
Club, CCTR, CDSR, DARE

Web of Science, Core Collection, Current Contents, Medline, Scielo,
KCl-Korean

EMBASE, CINAHL, Scopus, PsycINFO, PubMed, Chinese, National
Knowledge Infrastructure

Mental health: Depression and borderline personality disorder

10

27

20

25

16

18

12

23

31

44

34

73

25

26

37

37

78

22

461

3,898

7,506

17,716

87,251

5,299
13,095

119,100

20,984

145,507

14,935

306,986

4,758
6,878

25,367

3,162,318

19,360

17,234

20

54

100

100

80

28

100

100

100

55

43

18

38

28

100

100

46

86

45

14

32

20

60

40

75

89

100

100

100

100

21

49

23

100

52

90

100

100

100

94

100

69

100

100

100

100

92

100

65

68

22

34

42

32

45

45

24

35

27

23

70

44

25

20

29

38

56

19

23

38

33

12

81

43

86

70

63

63

92

44

57

54

76
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32

33

34

35

36

37

38

39

40

41

42

43

44

45

46

47

48

49

50

Lindert 2014 MT
Li 2016 MT
Mandelli 2015 MT
Nelson 2017 MT
Nanni 2012 MT
Alvarez- 2014 MT
Segura

Choi 2016 MT
Wosu 2015 SA
Winsper 2016 MT

Mental Health: Bipolar disorder

Daruy-Filho 2011 MT

Palmier-Claus 2016 MT

Agnew-Blais 2016 MT

Maniglio 2013 SA
a

Maniglio 2013 SA
b

Mental Health: Psychosis

Bendall 2008 MT
Varese 2012 MT

Trotta 2015 MT
Velikonja 2015 MT
Mental Health Eating disorders and
obesity

Caslini 2016 MT

Iz

IZSIZIIZIIZIIZIZ

rs rs rs I s

I

rs Iz

I

M

)

N>

[7)]
y) y) y)

>ZI>Z20

SR

PubMed, EMBASE, PsycINFO

PubMed/Medline, PsycINFO, EMBASE, Cochrane Library

PubMed, EMBASE, PsycINFO, ISI Web of Science
MEDLINE, PsycINFO, PILOTS

Medline, PsycINFO, EMBASE

Medline/PubMed, EMBASE, PsycINFO, Cochrane Library
MEDLINE, PsycINFO, MBASE, CINAHL

PubMed, EMBASE, PsycINFO, CINAHL Web of Science, BIOSIS
Science Direct

EMBASE, PsycINFO, PubMed/Medline

Medline, IS| database, EMBASE, PsycINFO, Centre for Reviews and
Dissemination, Databases of Thomson Reuters

Medline, EMBASE, PsycINFO, Web of Science

MEDLINE. PsycINFO, EMBASE

EBSCO, ERIC, Medline/PubMed/ PubMed Central, PsycINFO,
ScienceDirect

EBSCO, ERIC, Medline/PubMed/ PubMed Central, PsycINFO,
ScienceDirect

PsycINFO, Medline, EMBASE

Medline, EMBASE, PsycINFO, Web of Science

Medline/PubMed, EMBASE, PsycINFO

PsycINFO, PubMed, EMBASE, Web of Science

PubMed, EMBASE, PsycINFO, PILOTS

19

26

18

26

43

35

12

61

19

28

30

20

18

46

40

20

25

32

115,579

3,152,497

37,593

26,642

35,554

26,239

17,473

28,571

3,938

2,175,719

9,739

3,407

2,996

3,153,850

98,165

20,596

81,529

15,714

10
0

20

19

38

100

100

42

100

45

100

43

58

20

100

79

75

45

36

12

65

69

65

100

100

93

100

100

93

40

47

74

100

100

100

85

100

88

100

78

97

75

83

88

92

97

42

26

43

36

27

38

30

35

31

26

11

27

15

10

10

10

28

10

20

72

55

74

66

100

100

100

69

54

53

62

86

28



H M
A
51 Smolak 2002 SA M M PsycINFO, Medline, ERIC, Dissertation Abstracts 4 53 41,304 - 100 - 51 75 - 10 100
H A 0
52 Pignatelli 2017 NE M M EMBASE, PsycINFO, PubMed, Cochrane Library 4 7 1,039 0 57 0 100 83 31 43 -
H A
53 Midei 2011 MT M SR Medline, PsycINFO 2 18 52,657 - 11 - 33 94 39 44 -
H
54 Danese 2014 MT M M Medline, PsycINFO, EMBASE 3 41 190,285 - 100 44 - 76 31 41 74
H A
55 Hemmingsso 2014 MT M SR  Medline/PubMed, PsycINFO, CINAHL 3 23 112,708 17 100 - - 100 37 - -
n H M
A
56 Wang 2015 MT M M PubMed/Medline, Web of Science, EMBASE 3 22 - 14 - - - 100 - - -
H A
Mental Health: Alcohol and drug use
57 Langeland 1998 MT M SR  PsycLIT, Medline 34 - - - - - 100 - - -
H 2
58 Tonmyr 2010 MT M M CINAHL, PsycINFO, ERIC, Medline/PubMed, Social Policy & Practice 5 31 143,928 3 100 55 0 0 15 10 -
H A
59 Butt 2011 MT M SR PsycINFO, Medline, EMBASE 3 18 108,714 11 22 22 50 73 33 0 0
H
60 Kristman- 2014 MT M SR PsycINFO, PubMed 2 6 5,263 10 - - - 83 25 0 55
Valente H 0
Mental Health: Non-epileptic seizures
61 Sharpe 2006 SA M SR Medline, PsycINFO 2 34 2,753 - 53 0 100 - - 9 74
H M
A
Psycho-social Adjustment: Cognition
62 Irigaray 2013 MT P SR Medline, PsycINFO, EMBASE, Amed 4 17 1,340 0 100 - - 65 25 - 64
63 Masson 2016 MT P M Medline, PsycINFO, EMBASE 3 12 734 0 100 0 100 27 21 42 69
A
Psychosocial Adjustment: Language
64 Lum 2015 MT P M ERIC, CINAHL, Medline, PsycINFO 4 26 2,112 - 100 O - 0 7 0 46
A
65 Sylvestre 2016 MT P M PubMed, EMBASE, CINAHL, ERIC, PsycINFO, SCOPUS 6 22 1,420 - 100 - - 0 6 - -
A
Psychosocial Adjustment: Attachment
66 Baer 2006 MT P M Psychological Abstracts, Medline 2 8 791 - 100 0 - 0 2 - -
A
67 Cyr 2010 MT P M PsycINFO, Dissertation Abstracts, Medline 3 10 456 0 90 - - 0 2 0 56
A

Psychosocial Adjustment: School
problems
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68 Veltman 2001 MT P SR Medline, PsychLit 2 92 7,721 - 75 - - 0 8 7 -
69 Maguire 2015 MT P SR  ASSIA, CINAHL, Cochrane Central Register of Controlled Trials, 18 30 7,807 26 77 - - 0 9 - -
EMBASE, ERIC, HMIC, IBSS, Medline, Medline In-Process & Other 67
Non-Indexed Citations,, PsycINFO, SCOPUS, Open Grey up to 2005,
Social Care Online, Social Services Abstracts, Sociological Abstracts,
Web of Science: Conference Proceedings, Web of Science: Science
Citation Index, Web of Science: Social Sciences Citation Index
Psychosocial Adjustment: Antisocial behaviour and aggression
70 Maas 2008 MT P SR  PsycINFO, Social Work Abstracts, Sociological Abstracts, PubMed 4 8 8,659 10 38 25 - 0 17 0 31
0
71 Wilson 2009 MT P M PsycINFO, Medline 2 18 18,245 44 100 0 22 0 - 0 -
A
72 Byrd 2014 MT P M PubMed - 27 19,411 - 15 - - 44 23 15 34
A
73 Braga 2017 MT P M Communication Abstracts, ERIC, LISTA, Academic Search Complete, 19 33 23,973 10 100 - - 0 15 6 -
A EconlLit Full Text, Political Science Complete, Regional Business News 0
(all accessed through EBSCOhost), Elsevier, PsycARTICLES,
PsycINFO, PubMed/Medline, Scopus, Taylor & Francis online, Wiley
online library, InterScience , Web of Science Core Collection, Current
Contents Connect, Korean Journal Database, Science Citation Index
74 Maniglio 2014 SA P SR Cambridge Journals, JSTOR, PsycINFO, PubMed Central, Oxford 10 23 7,256 - 70 - 83 13 16 9 64
Journals, Sagepub, ScienceDirect, Springer, Taylor and Francis online,
Wiley online Library
75 Maniglio 2015 SA P SR  Cambridge Journals, JSTOR, PsycINFO, PubMed Central, Oxford 10 36 185,358 3 100 0 100 38 20 17 51
Journals, Sage-pub, ScienceDirect, Springer, Taylor and Francis online,
Wiley online Library
Psychosocial Adjustment: Sexual aggression
76 Smith-Marek 2015 PA P M PsycLIT, Sociological Abstracts, Social Science Abstracts 9 12 305,601 - - - 100 - - -
A Medline, ERIC. Social Sciences Citation Index, Dissertation, Abstracts -
International, Web of Science, PsycINFO
77 Hanson 1988 SA P M PsycINFO, Psychological Abstracts 2 18 1,717 0 0 0 - 100 - 0 0
A
78 Jespersen, 2009 MT P M PsycINFO, ProQuest Digital Dissertations, Academic Search Premier 3 26 4,747 0 100 0 - 100 36 4 -
A
79 Mallie 2011 MT P M PsycINFO, National Criminal Justice Reference Service 2 11 1,542 91 0 0 - 0 15 0 -
A
Psychosocial Adjustment: Risky sex
80 Arriola 2005 SA P M Medline, PsycINFO, Social Sciences Index, Dissertations Abstracts 46 33,849 - 100 19 27 100 27 10 100
A 0
81 Senn 2008 SA P SR PsycINFO, Medline 2 73 113,570 - 100 - 27 63 - 55 -
82 Homma 2012 SA P M Medline, PsycINFO, Web of Science 3 10 42,685 0 0 90 0 0 16 16 0
A
83 Lloyd 2012 SA P SR PubMed/Biomed Central/Medline, PsycINFO, ERIC, SocINDEX, AMED, 6 12 15,622 8 100 33 0 100 37 0 0
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M CINAHL

A
84 Draucker 2012 SA P SR  CINAHL, PubMed, PsycINFO 3 41 242,719 24 5 20 10 41 18 34 70
M
H
85 Abajobir 2017 SA P M Medline/PubMed, EMBASE, PsycINFO, Google Scholar 8 38,989 38 100 - 0 88 27 0 53
A
86 Noll 2009 SA P M PubMed (Medline), CINAHL, PsycARTICLES, PsycINFO 4 20 47,836 - 67 - - 0 - 10 100
A 0
87 Madigan 2014 MT P M MEDLINE, EMBASE, PsycINFO, Social Work Abstracts, Web of 5 36 75,390 16 100 O 0 21 17 10 100
A Science 0
Psychosocial Adjustment: Parenting
88 Thornberry 2012 MT P SR  PsycINFO, Sociological Abstracts 2 47 - 4 77 13 - - - - -
89 Vaillancourt 2017 MT P SR PsycINFO, MEDLINE, EMBASE 14 6,282 - - 21 - 93 28 10 100
0
90 Hughes 2016 MT P SR  PsycINFO, EMBASE, Medline, Sociological Abstracts 4 12 3,758 - 0 - 0 100 30 10 100
0
91 Hugill 2017 SA P SR  PsycINFO, Academic Search Complete, CINAHL, Medline/PubMed, 6 11 1,545 36 27 0 27 100 31 10 100
Web of Science, PILOTS 0

Psychosocial Adjustment: Self-harm and suicide

92 Evans 2005 MT P SR  PsyclLIT, Medline, EMBASE, Sociological Abstracts, ERIC, Australian 7 9 38,935 0 0 10 0 11 16 0 50
Education Index, British Education Index 0
93 Miller 2013 MT P SR PsycINFO, PsycARTICLES, Medline 3 54 186,732 11 15 15 22 17 16 4 52
94 Rhodes 2011 SA P SR Medline, All EBM reviews, EMBASE, CINAHL, PsycINFO, ASSIA, 12 16 283,674 0 0 - 0 0 16 0 51
M ERIC, Social Sciences Citation Index, Social Services Abstracts,
A Sociological Abstracts, Violence and Abuse Abstracts, Social Work
Abstracts
95 Devries 2014 SA P M - 20 9 12,819,487 67 22 22 - 67 28 0 59
A
96 Klonsky 2008 SA P M PubMed, PsycINFO, Web of Knowledge Science Citation, Social 4 43 13,687 - 7 - 72 82 28 47 80
A Science Citation Indices
97 Mironova 2011 PA P SR Medline, All EBM reviews, EMBASE 12 5 12,262 40 0 80 0 0 - 0 -
CINAHL, PsycINFO, ASSIA, ERIC, Social Sciences Citation Index,
Social Services Abstracts, Sociological Abstracts, Violence and Abuse
Abstracts, Social Work Abstracts
Psychosocial Adjustment: General
98 Da Silva 2014 MT P SR PubMed, PsycINFO, SciELO 3 17 793 0 100 O 100 0 7 0 57
99 Luke 2013 MT P SR  PsycINFO, Web of Science 2 51 11,621 - 82 0 0 12 11 - -
M
A
100 Benarous 2015 MT P SR  PsycINFO, PubMed, Scopus 3 12 196 - 100 0 0 0 7 0 43
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101 Barbosa 2014 MT P SR Medline, PsycINFO, EMBASE, Amed 4 19 8,014 - 100 - 5 21 11 - -

Pacheco
102 Bornstein 2005 MT P M PsycINFO, Medline 2 9 2,283 - 100 - 44 100 30 44 -
A
103  Weber 2016 MT P SR EMBASE, Medline/PubMed, CINAHL, PsycINFO, PSYNDEX, Cochrane 9 19 118,073 - 67 - 63 79 36 21 61
Database of Systematic Reviews, ProQuest Digital Dissertations,
NDLDT, Dissonline.de
104 Lane 2016 MT P SR  PubMed, EMBASE, Scopus, PsycINFO, Socindex, CINAHL 6 18 >53,659 - 72 - - - - - -
105 Rind 1997 SA P M Dissertation Abstracts International, Sociofile, PsycLIT, ERIC 4 7 12,409 0 71 10 0 71 33 0 -
A 0
106 Rind 1998 SA P SR PsyclLIT, PsycINFO, Sociofile, Dissertation Abstracts, ERIC 5 59 35,682 0 100 - 0 100 - 53 62
M
A
107 Steine 1012 SA P SR PsycINFO, PubMed 2 22 5,897 - 73 9 41 36 19 27 79
108 De Jong 2015 SA P SR  Web of Knowledge, PsycINFO 2 51 251,659 8 100 45 25 100 33 63 -
109 Dombhardt 2015 SA P SR  PsycINFO, Medline, PubMed, Web of Science, PSYNDEXplus 4 37 31,442 6 - 6 74 50 21 50 -
110 Naughton 2013 MT P SR  ASSIA, CINAHL, Cochrane Central, Register of Controlled Trials, 18 42 5,785 29 83 0 - 0 3 0 45
EMBASE, ERIC, Health Management Information Consortium,
International Bibliography of the Social Sciences, Medline, Medline In-
Process and Other Non-Indexed Citations, Open SIGLE, PsycINFO,
SCOPUS, Social Care Online, Social Services Abstracts, Sociological
Abstracts, Web of Knowledge — ISI Proceedingsisi, Web of Knowledge -
ISI Science Citation Indexiski, Web of Knowledge — ISI Social Science
Citation Index
111 Khaleque 2015 NE P M PsycINFO, Current Contents, Dissertation Abstract International, Social 10 33 11,755 - - - - 0 12 - 48
A Work Abstract, Sociological Abstracts, Anthropological Literature

Sociofile, Child Development Abstracts, National Council on Family
Relations, ERIC

Note: MT = Multiple forms of maltreatment (physical, sexual, emotional/psychological, neglect). SA = mainly sexual abuse. PA = mainly physical abuse. EA = mainly emotional or psychological abuse. NE = mainly neglect. PH
= physical health. MH = Mental health. P = Psychosocial adjustment. MA = Meta-analysis. SR = Systematic review with narrative synthesis.
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Table 2.4. Key findings from literature review on outcomes of child abuse

First Date Key findings
Author

Physical Health: General

1 Wegman 2009 In controlled retrospective studies of convenience samples of adults there were significant associations between a history of any type child abuse and physical health problems in adulthood (d =
0.42 [0.39, 0.45] k = 24).
Neurological (d = 0.94 [0.89, 0.99] k = 3) and musculoskeletal (d = 0.81 [0.76, 0.86] k = 3) problems yielded the largest effect sizes, followed by respiratory problems (d = 0.71 [0.67, 0.75] k = 8),
cardiovascular disease (d = 0.66 [0.63, 0.70] k = 7). gastrointestinal (d = 0.63 [0.59, 0.67] k = 10), and metabolic (d = 0.37 [0.33, 0.41] k = 8), disorders.
Effect sizes were larger when the sample was exclusively female and when the abuse was assessed via self-report rather than objective, independently verifiable methods.

2 Paras 2009 In mainly controlled retrospective studies of clinical and community convenience samples of adults there were significant associations between a history of sexual abuse and a range of physical
health problems. The strongest association was with lifetime diagnoses of non-epileptic seizures (OR = 2.96 [1.12, 4.69] k = 3), followed by chronic pelvic pain (OR = 2.73 [1.73, 4.30] k = 10),
functional gastrointestinal disorders (OR = 2.43 [1.36,4.31] k = 5), and nonspecific chronic pain (OR = 2.20 [1.54, 3.15] k= 1).
There were no significant associations between a history of sexual abuse and a lifetime diagnosis of fibromyalgia, obesity or headache.

3 Irish 2010 In controlled retrospective studies of clinical and community convenience samples of adults, there was a significant association between a history of child sexual abuse and higher rates of
subsequent physical health symptoms.
The strongest association was with gastrointestinal symptoms (d = 0.75 [0.47, 1.03] k = 7), followed by gynaecological symptoms (d = 0.64 [0.48,0.80] k = 9), obesity (d =0.55 [0.44, 0.66] k= 7),
pain (d = 0.50 [0.38, 0.62] k = 12), general health problems (d = 0.39 [0.31, 0.47]) k = 3), and cardiopulmonary symptoms (d = 0.31 [0.23, 0.39] k = 6).
These associations occurred on categorical but not continuous measures of these physical health problems.

4 Norman 2102 In retrospective and prospective controlled studies of probability and convenience samples of adults there was a significant association between a history of non-sexual child maltreatment
(physical and emotional abuse and neglect) and indices of physical health, mental health and psychosocial adjustment.
In the domain of physical health there were significant associations (in order of descending strength) between physical abuse and ulcers (OR = 1.71 [1.44, 2.02], k = 7), arthritis, (OR = 1.52
[1.28, 1.80], k = 4), and headaches or migraine (OR = 1.42 [1.24, 1.62], k = 6).
In the domain of mental health abuse was associated with depressive, anxiety, eating, and substance use disorders.
There were significant associations (in order of descending strength) between emotional abuse (OR = 3.06 [2.43, 3.85] k= 9), neglect (OR = 2.11 [1.61, 2.77] k= 14) and physical abuse (OR =
1.54 [1.16, 2.04], k = 36) and depressive disorders.
There were significant associations (in order of descending strength) between emotional abuse (OR = 3.21 [2.05, 5.03] k = 4), neglect (OR = 1.82 [1.51, 2.20] k = 8) and physical abuse (OR =
1.51[1.27, 1.79], k = 59), and anxiety disorders.
There were significant associations (in order of descending strength) between neglect (OR = 2.99 [1.53, 5.83], k = 2), physical abuse (OR =2.58 [1.17, 5.70], k = 6), and emotional abuse (OR =
2.56 [1.41, 4.65], k= 2), and eating disorders.
There were significant associations (in order of descending strength) between physical abuse (OR = 1.92 [1.67-2.20] k = 43), emotional abuse (OR = 1.41 [1.11, 1.79] k = 8) and neglect (OR =
1.36 [1.21, 1.54] k = 41) and substance use disorders.
In the domain of psychosocial adjustment abuse was associated with child and adolescent suicidal behaviour, antisocial behaviour, and risky sexual behaviour.
There were significant associations (in order of descending strength) between physical abuse (OR = 3.40 [2.17, 5.32], k = 58), emotional abuse (OR = 3.37 [2.44, 4.67], k= 11), and neglect (OR
=1.95[1.13, 3.37] k = 15) and suicidal behaviour.
There were significant associations (in order of descending strength) between physical abuse (OR =2.29 [1.76, 2.97], k = 12) and neglect (OR = 2.01 [1.42, 2.84], k= 12) and child and
adolescent antisocial behaviour (conduct disorders).
There were significant associations (in order of descending strength) between physical abuse (OR = 1.78 [1.50, 2.10] k = 33), emotional abuse (OR = 1.75 [1.49, 2.04] k = 5), and neglect (OR =
1.57 [1.39, 1.78] k = 30) and sexually transmitted infections and risky sexual behaviour.
The strongest associations across all types of non-sexual abuse and problems in all domains were with depressive and eating disorders and suicidal behaviour.

5 Fry 2012 In quantitative retrospective controlled and uncontrolled studies of probability and convenience samples and qualitative studies conducted in East Asia and the Pacific region there was a
significant association between child maltreatment and a range of adult outcomes including physical and mental health problems, and psychosocial adjustment problems, notably, suicidal
behaviour, risky sexual behaviour, and exposure to intimate partner violence.

In the domain of physical health, compared with normal controls, survivors of child maltreatment, in adolescence and adulthood had an increased risk of general ill health and specific problems
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such as headaches, abdominal and chest pain, genitourinary symptoms, sleep disturbance, and psychosomatic disorders.

In the domain of mental health, compared with normal controls, survivors of child sexual and physical abuse, in adolescence and adulthood had a twofold increase in risk of mental health
problems (mainly depressive, and anxiety disorders, but also eating and substance use disorders).

In the domain of psychosocial adjustment, compared with normal controls, survivors of child sexual and physical abuse, in adolescence and adulthood had a fourfold increase in risk of
suicidal ideation or behaviour, and were also at increased risk for antisocial behaviour, aggression, risky sexual behaviour, and intimate partner violence.

Physical Health: Neuro-endocrine abnormalities
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In case-control studies of clinical samples there was bilateral reduction of the hippocampal volume in adult survivors of physical, sexual and emotional abuse with PTSD compared to healthy
controls. This deficit did not occur in children with maltreatment-related PTSD, suggesting hippocampal volume deficits from childhood maltreatment may not be apparent until adulthood.
Effect sizes in adults were d = -0.64 [-0.98, -0.29] k=4 and d = -0.41 [- 0.75, -0.07] k = 4 for the left and right hippocampus.

Effect sizes in children were d = -0.07 [-0.35, 0.20] k=3 and d = -0.09 [-0.36, -0.19] k = 3 for the left and right hippocampus.

Left and right amygdala volume in children with maltreatment-related PTSD did not differ from that in healthy controls.

Effect sizes in children were d = -0.20 [-0.48, 0.07] k=3 and d = -0.25 [-0.53, 0.02] k = 3 for the left and right amygdala.

In mainly case-control studies there was a significant association between child abuse and abnormalities in the development of HPA axis, with excessive cortisol secretion during the day and a
consequent reduction in hippocampal volume.

Reduced hippocampal volume (notably on the left) was found in adult survivors of physical and sexual child abuse.

Cortisol abnormalities were found in child and adult abuse survivors.

In mainly case-control studies of clinical samples of children and adults, grey matter abnormalities in abuse survivors were found in relatively late-developing ventrolateral prefrontal limbic-
temporal brain regions which mediate cognitive and emotional self-regulation typically compromised in this population.

Survivors of physical and sexual child abuse had significantly smaller grey matter volumes in the right orbitofrontal/superior temporal gyrus extending to the amygdala, insula, and
parahippocampal and middle temporal gyri and in the left inferior frontal and postcentral gyri.

They had larger grey matter volumes in the right superior frontal and left middle occipital gyri.

Deficits in the right orbitofrontal-temporal-limbic and left inferior frontal regions occurred in a subgroup analysis of unmedicated participants.

Abnormalities in the left postcentral and middle occipital gyri were found only in older maltreated individuals, relative to controls.

In mainly case-control studies of clinical samples adult survivors of child abuse showed grey matter abnormalities in prefrontal-limbic brain regions.

They had smaller bilateral hippocampus (d =-0.52 k = 17) and amygdala (d = -0.56 k = 13) volumes.

They had reduced grey volumes matter in the right dorsolateral prefrontal cortex, right postcentral gyrus and right hippocampus (k = 19).

Age, gender, mental health and abuse history moderated the effects of abuse on brain abnormalities.

Greatest abnormalities occurred in older males with depression, PTSD or BPD and a history of physical or sexual abuse (compared to other types of trauma).

In mainly case-control studies there was bilateral reduction of both the hippocampus and amygdala in adult survivors of physical, sexual and emotional abuse with PTSD compared to healthy
controls.

Effect sizes were d = -0.66 [-0.93, -0.39] k=7 and d = -0.77 [- 1.26, -0.29] k = 7 for the left and right hippocampus.

Effect sizes were d=-1.08 [-1.92, -0.23] k=4 and d =-1.15[-1.19, -0.39] k = 4 for the left and right amygdala

In mainly case-control studies of children and adults there was a significant association between child abuse and increased bilateral amygdala activation to emotional faces.

There was a significant association between child abuse and hyperactivity of the social information processing network (SIPN) detection node involving the right superior temporal gyrus. This
node subserves identifying whether a stimulus is social and threatening in nature.

There was a significant association between child abuse and increased activation of the parahippocampal gyrus (possibly associated with PTSD), and the right insula (possibly associated with
empathy and emotion processing).

In mainly case-control studies of children and adolescents sexual abuse was associated with heightened sympathetic nervous system activity.
Findings on abnormal HPA axis activity were inconclusive.

In mainly case-control studies of adults with PTSD and depression there was a significant association between a history of child sexual abuse and HPA axis dysregulation.
In mainly case-control studies of children and adults referred for assessment of child abuse there was a significant association between child abuse and reduced wake-up cortisol levels (d =

0.24 [0.07, 0.42], k= 5].
This association did not occur for survivors who self-reported (and therefore had possibly less severe) child abuse.
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There was no significant association between child abuse and cortisol awakening response, or the diurnal cortisol slope.

Physical Health: Inflammation

15 Coelho 2014 In retrospective and prospective controlled studies of clinical convenience samples and community probability samples there was a significant association between a history of child abuse and a
pro-inflammatory state in adulthood suggesting a potential molecular pathway by which child abuse confers vulnerability to physical and mental health problems in adulthood by reducing the
efficiency of the immune system.

A history of child abuse was associated with increased levels of C-reactive protein, fibrinogen and pro-inflammatory cytokines such as Interleukin-6 and Tumour necrosis
factor-a.

16 Baumeister 2016 In retrospective and prospective controlled studies of clinical and community samples there was a significant association between a history of child abuse and a pro-inflammatory state in
adulthood suggesting a potential molecular pathway by which child abuse confers vulnerability to physical and mental health problems in adulthood by reducing the efficiency of the immune
system.

Child abuse survivors had significantly elevated baseline levels of pro-inflammatory markers including the cytokines tumour necrosis factor-a (z = 0.23 [0.14, 0.32] k = 10) and interleukin-6 (z =
0.08 [0.03, 0.14] k = 15), and peripheral levels of C-reactive protein (z = 0.10 [0.05, 0.14] k= 18)
When grouped into one inflammatory factor, the effect size was small yet significant (z=0.11 [0.08, 0.14] k = 43)

Physical Health: Diabetes, pain, fiboromyalgia and cancer

17 Huang 2015 In prospective and retrospective studies of community and clinical convenience and probability samples of children and adults there was a significant association between a history of child
maltreatment and the risk of diabetes [OR = 1.32 [1.16, 1.51] k= 10).

The risk of diabetes was greater following neglect (OR = 1.92 [1.43, 2.57] k = 3) than physical abuse (OR = 1.30 [1.19, 1.42] k = 4) or sexual abuse (OR = 1.39 [1.28, 1.52] k= 4).

18 Davis 2005 In controlled retrospective studies of community and clinical convenience samples of adults there was a significant association between a history of child maltreatment (including abuse and
neglect) and chronic pain in adulthood (d = 0.33 [0.15, 0.51] k=9).

19 Hauser 2011 In retrospective case-control studies of adult clinical samples there were significant associations between fibromyalgia and self-reported physical (OR = 2.49 [1.81, 3.42], k= 9), sexual (OR =
1.94 [1.36, 2.75] k = 10), and combined physical and sexual (OR = 2.02 [1.06, 3.87] k = 3) abuse in childhood.

20 Holman 2016 In prospective and retrospective, controlled and uncontrolled studies of convenience and probability adult samples there was a significant association between physical and emotional abuse on
the one hand and risk of developing cancer on the other.

Mental Health: General

21 Weich 2009 In prospective studies with follow-up over 10-37 years and at least 100 cases and there was a significant association between maltreatment (abuse or neglect) and depressive and anxiety
disorders, PTSD and suicidal behaviour.

In most studies range of confounding variables were controlled for.

22 Martins 2011 In retrospective and prospective case-control and single cohort studies there was a significant association between child maltreatment and a range of psychiatric disorders and suicidal
behaviour in adulthood.

Maltreatment included physical, sexual and emotional abuse, and physical and emotional neglect.
Psychiatric disorders included depressive, anxiety, substance use, eating, dissociative, psychotic, and personality disorders.
There was a particularly strong and consistent association between child sexual abuse and borderline personality disorder.
23 Carr 2013 In mainly retrospective controlled studies there were significant associations between specific types of child maltreatment and adult mental health problems.
Physical and sexual abuse were associated with unipolar and bipolar mood disorders, anxiety, eating, substance use, disruptive behaviour, and personality disorders (especially borderline
personality disorder), schizophrenia and PTSD.
Emotional abuse and emotional neglect were associated with depressive, anxiety, eating, substance use, and personality disorders, and schizophrenia.
Physical neglect was associated with personality disorders and schizophrenia.
24 Spies 2012 In the domain of mental health in predominantly retrospective studies of HIV positive adults, there were significant associations between child maltreatment and PTSD, and depressive, anxiety
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and substance use disorders. Median rates were PTSD 38% (k = 8), depression 37% (k = 6), and substance use 50% (k = 11).
In the domain of psychosocial adjustment in predominantly retrospective studies of HIV positive individuals, there were significant associations between child maltreatment and poor
adherence to anti-retroviral treatment, risky sexual behaviour, and poor quality of life.

In mainly retrospective studies of LGBT adults in probability samples the rates of sexual, physical and emotional abuse were 21%, 29% and 48% respectively.

In mainly retrospective studies of LGBT adults in non-probability samples the rates of sexual, physical and emotional abuse were 34%, 24% and 49% respectively.

In mainly retrospective controlled and uncontrolled studies, in the domain of mental health within LGBT populations there were significant associations between child abuse and symptoms of
depressive, anxiety, eating and substance use disorders and PTSD.

In mainly retrospective controlled and uncontrolled studies, in the domain of psychosocial adjustment within LGBT populations there were significant associations between child abuse and
suicidal behaviour, risky sexual behaviour and revictimization in adulthood.

In retrospective case-control and comparative studies of adult patients with schizophrenia there was a significant association between schizophrenia and a history of child abuse compared with
normal controls (OR = 3.60 [2.08, 6.23] k= 7), and patients with anxiety disorders (OR = 2.54 [1.29, 5.01] k= 7).

There was no significant association between schizophrenia and a history of child abuse compared with other psychoses, unipolar and bipolar mood disorders, and borderline personality
disorder, or all personality disorders combined.

There was a higher rate of child abuse in cases with dissociative disorders compared with schizophrenia (OR = 0.03 [0.01, 0.15] k= 4).

In retrospective controlled studies of community and clinical convenience samples there was a significant association between child sexual abuse and psychological symptoms (d = 0.27 [0.20,
0.32)]) k = 23), depression (d = 0.22 [0.21, 0.35]) k = 20), and self-esteem (d = 0.17 [0.14, 0.34]) k = 12) in adulthood.
The association was stronger in clinical and community samples than in student samples.

In retrospective controlled studies of clinical and community convenience samples in the mental health domain there was a significant association between child sexual abuse and depression
(d=0.44[0.41, 0.47] k = 25) and PTSD (d = 0.40 [0.37, 0.43] k = 26) in adulthood.

In the psychosocial adjustment domain there was a significant association (in order of decreasing strength) between child sexual abuse and suicidal behaviour (d = 0.44 [0.40, 0.48] k= 10),
risky sexual behaviour (d = 0.29 [0.25, 0.32] k = 14), sexually abusing others (d =0.16 [0.11, 0.21] k= 7), and academic underperformance (d = 0.19 [0.12, 0.26] k = 6) in adulthood.

Gender, SES, type of abuse, age when abused, relationship to perpetrator and number of incidents of abuse did not moderate the effects of child abuse on adult adjustment.

In retrospective case-control and prospective uncontrolled cohort studies in the mental health domain there was a significant association between child sexual abuse and increased risk of a
lifetime diagnosis of multiple psychiatric disorders in adulthood.

In decreasing order of strength of association these included anxiety (OR = 3.09 [2.43, 3.94] k = 8), eating (OR = 2.72 [2.04, 3.63] k= 11), and depressive (OR = 2.66 [2.14, 3.30] k= 16)
disorders, and PTSD (OR =2.34 [1.59, 3.43] k= 3).

In one study there was a very strong association between child sexual abuse and sleep disorders (OR = 16.17 [2.06,126.76] k= 1).

Sex and age at which abuse occurred did not moderate the effects of child abuse on adult adjustment.

There was no significant association between child sexual abuse and schizophrenia or somatoform disorders.

In the psychosocial adjustment domain there was a significant association between child sexual abuse and suicidal behaviour (OR = 4.14 [2.98, 5.76] k= 19).

In retrospective controlled and uncontrolled studies of convenience samples there was a significant association between child sexual abuse and indices of adult mental health.

In order of decreasing strength of association, these included general mental health (d = 0.58 [0.56, 0.60] k = 91), anxiety (d = 0.53 [0.51, 0.56] k = 62) and depression (d = 0.49 [0.47, 0.51] k=
87).

Gender and type of abuse moderated the effects of child sexual abuse on adult adjustment, with females and survivors of penetrative sexual abuse having higher rates of depressive and anxiety
disorders than males and survivors of non-contact abuse.

In retrospective controlled and uncontrolled Chinese studies of adult convenience samples there was a significant association between physical child abuse, general adult mental health (OR =
2.16 [1.87, 2.49] k = 24) and both axis | disorders and axis Il personality disorders.

In order of decreasing strength of association, axis | disorders included PTSD (OR = 2.36 [2.05, 2.70] k = 2), anxiety disorders (OR = 1.97 [1.16, 3.32] k = 2), and depression (OR = 1.68 [1.36,
2.08] k= 6).

In order of decreasing strength of association, axis Il personality disorders included antisocial personality disorder (OR = 3.12 [2.24, 4.36] k = 5), borderline personality disorder (OR =2.23
[1.65, 3.01] k= 5), and cluster-B personality disorders (OR =2.17 [1.33, 3.54] k= 2).

The association between physical abuse and personality disorders (OR =2.62, [2.13, 3.22] k = 12) was greater than the association between physical abuse and axis | disorders such as
depression or anxiety (OR = 1.85[1.58, 2.17] k= 12).
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In retrospective studies of predominantly probability samples there were significant associations between sexual (OR = 2.04 [1.65, 2.53], k = 14) and physical (OR =1.49[1.29, 1.72] k=7)
abuse in childhood and depression in adulthood.

There were also significant associations between sexual (OR = 2.52 [2.12, 2.98] k = 13) and physical (OR = 1.70 [1.33, 2.18] k = 7) abuse in childhood and anxiety in adulthood.
Compared with normal controls, child sexual abuse doubled the odds of developing depression or anxiety in adulthood, and this effect was stronger than that of physical abuse.

Age and gender did not moderate the effects of child abuse on adult mental health.

In prospective studies where abuse was assessed by observation or official records (not self-report), there was a significant association between any type of child maltreatment and anxiety (OR
=2.70[2.10, 3.47] k= 4) and depressive (OR =2.03 [1.37, 3.01] k = 5) disorders in adulthood. Child maltreatment doubled the odds of these disorders developing.

For specific types of maltreatment and depressive or anxiety disorders, the association was strongest for sexual abuse (OR = 2.66 [1.88, 3.75; k = 5) followed by physical abuse OR = 2.00
[1.25, 3.19] k= 3), and neglect (OR = 1.74 [1.35, 2.23] k= 3).

Population attributable fractions (based on odds ratios and abuse prevalence rates in the general population) suggest that over one-half (59%) of cases of depressive and anxiety disorders in
the general populations are potentially attributable to self-reported childhood maltreatment.

In controlled retrospective studies of convenience samples and uncontrolled prospective studies or probability samples there were significant associations between child maltreatment in general
and depression in adulthood (OR = 2.80).

There were also significant associations between various types of child maltreatment and adult depression. Emotional abuse showed the strongest association (OR = 2.78 [1.89, 4.09] k = 8)
followed by neglect (OR = 2.75 [1.59, 4.74] k = 6), sexual abuse (OR = 2.42 [1.94, 3.02] k = 14), and physical abuse (OR = 1.98 [1.68, 2.33] k= 10).

In community convenience samples of adult survivors of child maltreatment, compared with normal controls, the risk of depression was 2.8 times higher for survivors of any type of abuse (OR =
2.81[2.35, 3.36] k = 35), and 3.6 times higher for survivors of multiple forms of abuse (OR = 3.61 [2.00, 6.52] k= 7).

The increased risk of depression was highest for emotional abuse (OR = 3.73 [2.88, 4.83] k = 15), followed by emotional neglect (OR = 3.54 [2.48, 5.04] k = 9), sexual abuse (OR = 2.66 [2.38,
2.98] k = 57), physical abuse (OR = 2.68 [2.28, 3.12] k = 38), and physical neglect (OR = 2.45 [1.63, 3.68] k= 7).

Depression occurred 4 years earlier in survivors of child maltreatment compared with normal controls (27 v. 23 years, k= 10).

Depression was twice as likely to take a chronic course in survivors of child maltreatment compared with normal controls (OR = 2.05 [1.40, 3.00] k= 11).

Depressed survivors of child maltreatment were less likely to respond to treatment, than non-abused depressed patients (OR = 1.9 [1.05,3.46] k = 5).

Gender and age, but not design quality moderated the effects of child maltreatment on adult depression. Samples with more women had higher rates of sexual abuse, and rates of maltreatment
were greater in younger samples.

In clinical samples 46% of depressed adults had experienced some form of child maltreatment (OR = 45.59 [42.48, 51.74] k = 46) and 19% had experienced more than on type of maltreatment
(OR =19.13[8.71, 36.99] k=9).

In clinical samples of depressed adults, emotional neglect was the most prevalent form of child maltreatment at 43%

(OR =43.20 [36.22, 50.46] k = 14), followed by emotional abuse at 37% (OR = 36.72 [30.28, 43.66] k = 23), physical neglect at 36% (OR = 36.18 [28.53, 44.60] k = 12), physical abuse at 28%
(OR = 27.59 [23.68, 31.87] k = 50), and sexual abuse at 25% (OR = 25.27 [22.28, 28.52] k = 81).

There was a significant association between the severity of child maltreatment and the severity of depressive symptoms (d = 0.61 [0.49, 0.72] k = 180).

The association was strongest for emotional abuse (d = 0.61 [0.52, 0.70] k = 24), followed by emotional neglect (d = 0.54 [0.41, 0.68] k = 15), physical abuse (d = 0.41 [0.32, 0.49] k = 27),
physical neglect (d = 0.41 [0.30, 0.52] k = 12); and sexual abuse (d = 0.35 [0.24, 0.43] k = 30).

In 16 retrospective studies of probability and convenience samples there was a significant association between child maltreatment and recurrent and persistent depressive episodes over periods
ranging from 1-46 years in adulthood (OR = 2.27 [1.80, 2.87] k = 16).

In 10 controlled trials there of pharmacological and psychological treatments there was a significant association between childhood maltreatment and lack of treatment response in adulthood
over periods ranging from 6-52 weeks (OR = 1.43 [1.11, 1.83] k= 10).

The effects of child maltreatment on persistence of depression was not moderated by age, lifetime prevalence of depression, study quality, publication bias, or type of outcome measure.

In retrospective and prospective studies of clinical and community convenience adult samples there was a significant association between child abuse and perinatal depression.

In retrospective and prospective studies of clinical and community convenience predominantly adult samples there was an association between childhood maltreatment and perinatal depression
and PTSD, but not other anxiety disorders or symptoms.

The average rate of maltreatment across 35 studies was 30%.

Average rates of antenatal and postpartum depression were 24% (k = 13) and 18% (k = 13) respectively.

Rates of perinatal anxiety disorders (including PTSD) and symptoms ranged from 4-63%.

The association between childhood maltreatment and perinatal mood and anxiety disorders was not due to sociodemographic, psychiatric, perinatal, and other psychosocial factors.
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The effect of child maltreatment on perinatal mood and anxiety disorders was moderated in some studies by risk factors such as later victimization and protective factors such as positive early
relationships.

In retrospective and prospective studies of clinical and community convenience adult samples there is a significant association between child sexual abuse and prenatal, but not post-partum
depression.

In retrospective and prospective studies of clinical and community convenience samples there was a significant association between child maltreatment and borderline personality disorder in
adolescents.

The increased risk of borderline personality was greatest for sexual abuse (OR= 4.88 [3.30,7.21] k = 12) followed by neglect (OR = 3.40 [2.27, 5.11] k = 6), emotional abuse (OR = 3.28 [2.67,
4.03] k=7), and physical abuse (OR =2.79 [2.03, 3.84] k= 11).

Mental Health: Bipolar disorder

Daruy-Filho 2011
Palmier-Claus 2016
Agnew-Blais 2016
Maniglio 2013a
Maniglio 2013b

Mental Health: Psychosis

Bendall 2008

Varese 2012

In controlled and uncontrolled retrospective studies of adult clinical samples there was a significant association between childhood maltreatment, especially physical abuse, and an unfavourable
clinical course for bipolar disorder characterized by early onset, delay in diagnosis and treatment, rapid cycling pattern, severe manic symptoms, psychotic symptoms, comorbid substance use
disorder and PTSD, and suicidality.

In retrospective case-control and uncontrolled cohort studies of probability samples there was a significant association between childhood trauma (predominantly child maltreatment) and bipolar
disorder in adulthood (OR = 2.63 [2.00, 3.47] k= 18).

The strongest association was between bipolar disorder and emotional abuse (OR = 4.04 [3.12, 5.22] k = 9) followed by physical abuse (OR = 2.86 [2.22, 3.69] k = 12), emotional neglect (OR =
2.62[2.03, 3.38] k= 7), sexual abuse (OR = 2.58 [2.08, 3.20] k = 12), and physical neglect (OR = 2.26 [1.74, 2.93] k= 7).

Rates of child maltreatment were greater among patients with bipolar disorder than depression (OR = 1.54 [1.19, 2.00] k = 7), but not schizophrenia.

In retrospective comparative studies of adult clinical samples child maltreatment was associated with unfavourable clinical features and course in bipolar disorder.

Compared to patients with bipolar disorder without childhood maltreatment, abuse survivors with bipolar disorder had greater mania severity (OR = 2.02 [1.21, 3.39] k = 6), greater depression
severity (OR = 1.57 [1.25, 1.99] k = 8), greater psychosis severity (OR = 1.49, [1.10, 2.04] k = 7), higher risk of comorbidity with PTSD (OR = 3.60 [2.45, 5.30] k = 8), anxiety disorders (OR =
1.90 [1.39, 2.61] k = 7), substance use disorders (OR = 1.84 [1.41, 2.39] k = 11), and alcohol use disorder (OR = 1.44 [1.13, 1.83] k = 8), earlier age of bipolar disorder onset (OR = 1.85 [1.43,
2.40] k = 14), higher risk of rapid cycling (OR = 1.89, [1.45, 2.48] k = 8), greater number of manic episodes (OR = 1.26 [1.09, 1.47] k = 7), greater number of depressive episodes (OR = 1.38
[1.07, 1.79] k = 8) and higher risk of suicide attempt (OR = 2.26 [1.88, 2.70] k= 13).

The association between maltreatment and course of bipolar disorder was not markedly moderated by participants’ demographic characteristics or study quality features.

In retrospective controlled and uncontrolled studies of adult clinical samples, the prevalence of child sexual abuse among patients with bipolar disorder was 24%.
There was a significant association between child sexual abuse and bipolar disorder in adulthood.

Compared to healthy individuals, patients with bipolar disorder reported higher rates of child sexual abuse.

Compared to patients with other disorders, those with bipolar disorder reported similar or lower rates of child sexual abuse.

In retrospective controlled studies of adult clinical samples there was a significant association between child sexual abuse and a number of features of the course of bipolar disorder.

Child sexual abuse was strongly (and perhaps directly) associated with comorbid PTSD; and less strongly (and probably indirectly) related to early age of onset of bipolar disorder, and psychotic
symptoms, comorbid substance use disorders, and suicidal behaviour.

At a multivariate level, a history of sexual abuse in adolescents was independently associated with lifetime PTSD, a longer duration of bipolar disorder, and lifetime conduct disorder.

Due to methodological limitations of available studies, there was limited evidence for an association between child maltreatment and psychosis in adulthood. Studies of rates of abuse among
those with psychosis and rates of psychosis among abuse survivors had inadequate control groups; samples were unrepresentative; data were collected retrospectively rather than
prospectively; and some used inadequate measures of maltreatment.

In retrospective clinical case-control and uncontrolled community studies, and prospective cohort studies there was a strong significant association between childhood adversity, (predominantly
child abuse) and psychosis in adulthood (OR = 2.78 [2.34, 3.31] k = 36).

There were significant associations between different types of child maltreatment and psychosis in adulthood. The strongest association was with emotional abuse (OR = 3.40 [206, 5.62] k = 6),
followed by physical abuse (OR = 2.95 [2.24, 3.88] k = 13), neglect (OR = 2.90 [1.71, 4.92] k= 7), and sexual abuse (OR = 2.38 [1.98, 2.87] k = 20).

A population attributable risk analysis showed that were childhood adversities (predominantly child maltreatment) removed from the population, the number of adults with psychosis would be
reduced by 33%.
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In longitudinal investigations there was a significant association between childhood adversity, predominantly child maltreatment, and the persistence of psychotic symptoms in first episode
psychosis in general population studies (OR = 1.76 [1.19, 2.32] k = 5) and studies of clinical populations (OR = 1.55[0.32, 2.77] k = 4).

In retrospective and prospective studies of convenience and probability samples there was a significant association between childhood trauma (predominantly child maltreatment including
physical and sexual abuse and neglect) and schizotypy in adulthood.
Schizotypy is genetic vulnerability to schizophrenia that falls on a continuum between healthy functioning and severe mental health problems including psychosis.

Mental Health Eating disorders and obesity
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In retrospective controlled studies of clinical and community convenience samples there was a significant association between child maltreatment (including physical, sexual and emotional
abuse) and eating disorders in adulthood (including bulimia nervosa, binge eating disorder, and anorexia nervosa) (OR = 3.21 [2.29, 4.51] k= 13).

Emotional abuse was most strongly associated with eating disorders, followed by physical abuse, and sexual abuse.

There were significant associations between emotional abuse and bulimia nervosa (OR = 4.14 [2.71, 6.37] k = 2), and binge eating disorder (OR = 3.70 [2.07, 6.60] k = 2).

There were significant associations between physical abuse and bulimia nervosa (OR = 3.44 [2.56, 4.61] k = 9), binge eating disorder (OR = 3.10 [2.49, 3.88] k = 4), and anorexia nervosa (OR =
3.35[1.43,7.85] k= 4).

There were significant associations between sexual abuse and bulimia nervosa (OR = 2.73 [1.96, 3.97] k = 26), and binge eating disorder (OR = 2.31 [1.66, 3.20] k = 6).

In controlled retrospective studies of clinical and community convenience samples of sexual abuse survivors and individuals with eating disorders there was a small significant association
between child sexual abuse and eating disorders in adolescence and adulthood (d = 0.20, k = 53).

Compared with normal controls, survivors of sexual abuse had higher rates of eating disorders (41% v. 21%, k= 14; d = 0.37, k= 30).

Compared with normal controls, individuals with eating disorders had higher rates of sexual abuse (26% v. 14%, k= 20; d = 0.14, k= 23).

In retrospective studies of clinical samples of adolescents and adults with eating disorders, the rates of emotional and physical neglect were 54% [95% CI 42%, 64%] and 45% [95% CI 33%,
58%)] respectively, compared with 18% and 16% in the general population worldwide.

In most of 18 of 21 better designed retrospective and prospective studies there was a significant association between child abuse and obesity in adulthood.

In controlled, mainly retrospective studies there was a significant association between child maltreatment and obesity in adulthood. Compared to those without a history of childhood
maltreatment, abuse survivors were more likely to be obese (OR = 1.36 [1.26, 1.47] k = 44).

This association was mediated by depression and was stronger in samples including more women and whites.

The effect of child maltreatment on adult obesity was not moderated by study quality or design features or participant characteristics including socioeconomic status, smoking, alcohol use, or
physical activity.

In retrospective and prospective studies there was a significant association between child abuse and obesity in adulthood. Abuse survivors were significantly more likely to be obese (OR = 1.34
[1.24, 1.45] k= 53).

Emotional abuse had the strongest association with obesity (OR = 1.36 [1.08, 1.71] k= 11), followed by sexual (OR = 1.31 [1.13, 1.53] k = 16) and physical (OR = 1.28 [1.13, 1.46] k= 13)
abuse.

Severe abuse (OR = 1.50 [1.27, 1.77] k = 9) was more strongly associated with obesity than less severe abuse (OR = 1.13[0.91, 1.41] k=9).

The association between child abuse and adult obesity was not moderated by study design (prospective v. retrospective), or demographic characteristics (age and sex).

In controlled retrospective and prospective studies there was a significant association between child maltreatment and adult obesity (OR = 1.23 [1.16, 1.31] k= 51).

The strongest association with obesity was with physical abuse (OR = 1.26 [1.10,1.42] k = 13), followed by sexual abuse (OR = 1.22 [1.05, 1.38] k = 16), neglect (OR = 1.22 [1.12, 1.32] k= 12),
and emotional abuse (OR =1.20 [1.07, 1.33] k= 10).

Severe child abuse (OR = 1.38 [1.14, 1.1.62] k = 9) had a significantly stronger association with adult obesity than less severe abuse (OR = 1.01 [0.84, 1.18] k=9).

Mental Health: Alcohol and drug use
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In retrospective controlled and uncontrolled studies of clinical samples there was an association between child sexual and physical abuse and alcohol problems in adulthood in women.
There were insufficient studies to draw conclusions in this area about men.

In predominantly retrospective studies of community or school convenience samples there was a significant association between child abuse and adolescent substance use, and between child
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abuse and an early onset of substance use.

For sexual abuse the odds ratios were 0.9-4.2 for nicotine, 1.4-5.2 for alcohol, and 1.0-8.6 for other drugs.

For physical abuse the odds ratios were 1.8-6.1 for nicotine, 0.8-8.9 for alcohol, and 1.8-20.4 for other drugs.

The association between physical and sexual abuse combined and substance use was stronger than that for sexual and physical abuse individually.

Butt 2011 In predominantly retrospective studies of clinical and community convenience samples of adolescents and adults there were significant associations in some, but not all studies between child
abuse and features of substance use in males such as younger initiation, more frequent use, use of a wider range of drugs, intravenous use, and more drug-related problems.

Kristman- 2014 In six prospective longitudinal studies there was an association between child maltreatment and various aspects of substance use in men and women.
Valente In women neglect was associated with more alcohol problems, and child maltreatment generally was associated with alcohol and substance use problems in middle age.
In men sexual abuse was associated with more frequent drug use.

Mental Health: Non-epileptic seizures

Sharpe 2006 In controlled and uncontrolled retrospective clinical studies there was a significant association between child sexual abuse and non-epileptic seizures (OR =2.94 [2.29, 3.77] k =19).
An average of 33% of individuals non-epileptic seizures had experienced child sexual abuse.

Psycho-social Adjustment: Cognition

Irigaray 2013 In 66% of retrospective studies of convenience samples of abuse survivors and normal controls there was an association between child maltreatment and cognitive functioning across the
lifespan in a range of areas including verbal episodic memory, working memory, attention, and executive functions.
More severe abuse was associated with lower 1Q.
Exposure to multiple types of maltreatment (e.g. abuse and neglect) was associated with greater cognitive deficits.
Abuse of long duration was associated with greater memory impairment.

Masson 2016 In controlled retrospective studies of clinical samples of young people and adults there was a significant association between the combination of child maltreatment and the presence of
psychiatric disorders (mainly PTSD) on the one hand and global cognitive functioning on the other (d = -0.59 [-0.72, -0.46] k= 12).
The most affected cognitive domains were executive function (d =-0.90 [-1.19, -0.61] k = 8) and verbal episodic memory (d = -0.71 [-0.87, -0.55] k = 23).
The impact of a combination of maltreatment and the presence of psychiatric disorders (mainly PTSD) on cognitive functioning was greater in childhood than in adulthood.

Psychosocial Adjustment: Language

Lum 2015 In controlled studies of convenience samples of children there was a significant association between child maltreatment and delayed development of language skills.
Maltreated children showed significantly poorer language skills. The greatest delay was in expressive language (d = 0.86 [0.56, 1.16] k = 4), followed by receptive language (d = 0.53 [0.22, 0.84]
k=29), and receptive vocabulary (d = 0.46 [0.29, 0.63] k = 19), than normal controls.
The association between maltreatment and language delay was not moderated by study quality or design features (e.g., matched groups, maltreatment status based on government records) or
participant characteristics (e.g., age, gender, SES, in foster care).

Sylvestre 2016 In controlled studies of convenience samples language skills of children who were physically abused and / or neglected were significantly delayed when compared to normal controls (d = -0.53;
[-0.71, -0.36] k = 23).
The greatest delay was in expressive language (d = -0.67 [-088, -0.46] k = 15), followed by receptive language (d = -0.53 [-070, -0.36] k = 26), and pragmatics (d = -0.48 [-082, -0.15] k= 16).
The association between maltreatment and language skills was moderated by age, with younger children showing greater language delays.
Type of maltreatment (physical abuse or neglect or both) did not moderate the effect of maltreatment on language skills.

Psychosocial Adjustment: Attachment

Baer 2006 In controlled studies of convenience samples, maltreated infants were significantly more likely to have an insecure attachment style than normal controls (80% v. 36%, OR = 7.02 [5.09, 9.66], k
=8;d=1.07[0.89, 1.25]; k= 8)
Infants in the 8 trials in this meta-analysis were under 2 years and had experienced physical and emotional abuse, neglect and failure to thrive in a family environment, where their mothers had
a mean age of 23 years and were of low SES.

Cyr 2010 In controlled studies of convenience samples, significantly more maltreated infants had insecure (d = 2.10 [1.82, 2.37] k = 10) and disorganized (d = 2.19 [1.53, 2.85] k = 7) attachment styles
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than normal controls
Infants in the 10 trials in this meta-analysis were under 4 years old and had experienced physical, sexual and emotional abuse, and neglect in a family environment, where their young, mainly
single mothers were of low SES, and had been assessed by child protection services.

Psychosocial Adjustment: School problems
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In controlled and uncontrolled studies of convenience samples of children and adolescents there was an association between child maltreatment and intellectual delay in 75% (49/65) of studies,
language delay in 86% (36/42) of studies, and academic achievement in school in 91% (31/34) of studies.

In mainly controlled studies of convenience samples of maltreated school-age children, there was a significant association between emotional abuse and neglect on the one hand and a range of
school difficulties on the other.

These included cognitive delay, poor academic performance, and ADHD.

They also included externalizing behaviour problems (e.g., aggression and antisocial behaviour), internalizing behaviour problems (depression, anxiety, psychosomatic problems, and
suicidality), and difficulties forming peer relationships.

Psychosocial Adjustment: Antisocial behaviour and aggression

Maas

Wilson

Byrd

Braga

Maniglio

2008

2009

2014

2017

2014

In prospective longitudinal studies of convenience and probability samples there was a significant association between physical child abuse and youth violence.
There was also a significant association between physical abuse and intimate partner violence.

When physical abuse was severe and combined with sexual abuse, emotional abuse and / or neglect, there was a stronger association with later youth violence.
Where less severe physical punishment or harsh parenting occurred in disadvantaged violent communities, it was significantly associated with youth violence.

In prospective longitudinal and retrospective cross-sectional studies there was a significant association between exposure to violence (mainly child abuse) and youth antisocial behaviour (d =
0.55[0.27, 0.69] k= 18}.

The association between exposure to violence and youth antisocial behaviour was moderated by study design and proximity to violence. It was stronger in retrospective cross-sectional than
prospective longitudinal studies, and where survivors were abused rather than witnesses to violence.

Demographic factors (gender, SES, ethnicity) did not moderate the effect of exposure to violence on youth antisocial behaviour.

In prospective longitudinal and retrospective studies there was a significant association between child maltreatment and antisocial behaviour in adolescence and adulthood.

In males this association was significantly moderated by MAOA genotype. Child maltreatment was more strongly associated with antisocial behaviour in the low-activity, relative to high-activity
MAOA genotype.

MAOA is the gene encoding monoamine oxidase-A which preferentially deaminates the neurotransmitters, serotonin and norepinephrine and which has a low-activity and an high activity variant.
Serotonin and norepinephrine subserve the expression of aggression.

This meta-analysis supports an important Gene (MAOA) X Environment (maltreatment) interaction.

In prospective longitudinal studies child maltreatment was associated with higher rates of adolescent antisocial behaviour (d = 0.22 [0.16, 0.28] k = 26) and aggression (d = 0.22 [0.14, 0.28] k=
19).

Sexual abuse had the strongest association with aggressive behaviour compared with other forms of maltreatment.

Neglect had the strongest association with general antisocial behaviour compared with other forms of maltreatment.

The association between maltreatment and antisocial behaviour was moderated by family functioning and whether maltreatment reports were substantiated. When the effects of family
functioning were controlled for, the association between maltreatment and antisocial behaviour was reduced.

When maltreatment reports were based on official records rather than self-report, there was a stronger association between maltreatment and antisocial behaviour.

Variables that had no moderating effect included gender, ethnicity, and study design quality.

In retrospective controlled and uncontrolled studies of child and adolescent convenience samples there was a significant association between child sexual abuse and conduct disorder.

27% ([95% CI 26%, 28%] k = 23) of participants with conduct disorder had been sexually abused.

13% ([95%CI 12%, 14%)] k = 23) of child sexual abuse survivors had conduct disorder.

The rate of child sexual abuse was significantly higher among those with conduct disorder than normal controls (24% v. 15%; OR = 1.34 [1.25, 1.45] k= 16).

The rate of conduct disorder was significantly higher among those who had been sexually and physically abused than among those who had been sexually abused only (44% v. 23%; OR = 2.69
[1.59, 4.52)).

The association between child sexual abuse and conduct disorder was significantly moderated by gender; females with conduct disorder had higher rates of than males (44% v 14%; OR = 4.78
[3.89, 5.87] k=8).
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The association between child sexual abuse and conduct disorder was significantly moderated by study quality (low v. high), publication year (>15 years v. < 15 years), location (USA v.
elsewhere), sample source (clinical v. community), sample size (<100 v. >100), data source (interviews v. case notes), informants (child v. child and caregiver), and substantiation of abuse
reports (substantiated v. not substantiated). Rates of CSA were higher in low quality studies conducted more than 15 years ago in the USA involving clinical samples of less than 100, where
data came from child interviews and were substantiated.

Maniglio 2015 In mainly retrospective controlled studies of children and adolescents there was a significant association between child sexual abuse, especially repeated penetrative abuse, and adolescent
conduct disorder.
This association was not due to other variables such as co-morbid physical abuse, gender, SES, education, substance use, parental antisocial behaviour or substance use, problematic parent—
child relationships, or family disorganization, conflict, or violence.

Psychosocial Adjustment: Sexual aggression

Smith-Marek 2015 In retrospective controlled studies of convenience samples there were significant associations between physical child abuse and perpetration of intimate partner violence (d = 0.45 [0.39, 0.52] k
= 83) or victimization though intimate partner violence (d = 0.43 [0.39, 0.47] k = 59) in adulthood.
The association between child physical abuse and victimization though intimate partner violence (though not perpetration) was moderated by sex, with females being at greater risk than males
of victimization.
The association between child physical abuse and perpetration of, or victimization though intimate partner violence was not moderated by the gender of the parent perpetrating physical child
abuse.

Hanson 1988 In retrospective uncontrolled studies 28% of male sexual offenders had experienced child sexual abuse.
Rates of history of child sexual abuse were higher where a broad rather than a narrow definition of sexual abuse was used (33% v. 23%).
There was a significant association between victim gender and history of sexual abuse; the rates of history of child sexual abuse were 67% for those who abused males and females, 35% for
those who abused males only, and 18% for those who abused females only.

Jespersen, 2009 In controlled retrospective studies of convenience samples there was a significant association between child sexual abuse and sexual offending in adulthood shown by the higher prevalence of
a history of child sexual abuse among adult sex offenders than among non-sex offenders (OR = 3.36 [2.23, 4.82] k= 17).
The two groups did not differ significantly with regard to history of physical or emotional abuse or neglect.
There was a significantly lower prevalence of child sexual abuse among sex offenders against adults compared to sex offenders against children (OR = 0.51 [0.35, 0.74] k = 15) whereas the
opposite was found for physical child abuse (OR = 1.43, [1.02, 2.02] k= 9).

Mallie 2011 In predominantly prospective uncontrolled studies of convenience samples of adolescent sexual offenders, there was a significant association between a history of child sexual abuse and sexual
re-offending (OR = 1.51 [1.06, 2.14] k=9).
Data on sexual abuse and offending were largely abstracted from case files and official records of convictions.
There was no significant association between a history of child sexual abuse and general re-offending, nor between physical child abuse and recidivism or any sort.

Psychosocial Adjustment: Risky sex

Arriola 2005 In predominantly retrospective controlled studies of convenience community and clinical samples of women there were significant associations between child sexual abuse and risky sexual
behaviours.
The strongest association was with sexual revictimization (d = 0.35 [0.24, 0.47] k = 21), followed by sex with multiple partners (d = 0.26 [0.12, 0.41] k =23), sex trading (d = 0.24 [0.12, 0.37] k=
23), and unprotected sex (d = 0.10[0.04, 0.18] k= 16).
The association between child sexual abuse and sex trading was moderated by maximum age for a definition of sexual abuse (childhood v. up to 17), with the broader definition being
associated with a significantly stronger association.
The associations between child sexual abuse and risky behaviours were not moderated by the source of the sample (clinical, community or school), or the definition of sexual abuse (non-
contact, contact, penetrative)

Senn 2008 In retrospective controlled studies of convenience samples of adolescents and adults there was a significant association between child sexual abuse and risky sexual behaviour.
Risky sexual behaviours and related medical conditions included earlier age of first intercourse, multiple sexual partners, unprotected sex, sex trading, STD infection, and HIV infection.
The association between child sexual abuse and risky sexual behaviour was found in adolescents and adults; males and females; heterosexuals and homosexuals; the general population and in
vulnerable populations including substance users, mental health service users, and prisoners.

Homma 2012 In retrospective studies of predominantly probability school samples of adolescent boys there was a significant association between child sexual abuse and risky sexual behaviour.
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The strongest association was with pregnancy involvement (OR = 4.81 [4.39, 5.28] k = 8) followed by multiple sexual partners (OR = 2.91 [2.68, 3.17] k = 6), and unprotected intercourse, (OR
=1.91[1.78, 2.05] k= 7).

In retrospective studies of convenience and probability samples of men who had sex with men there were significant associations between child sexual abuse and HIV infection (OR= 1.54 [1.22,
1.95] k = 5), unprotected anal intercourse, (OR = 1.85 [1.36, 2.51] k = 6), multiple sexual partners, and having sex while intoxicated with alcohol of drugs.

In representative probabilistic samples the prevalence of sexual abuse among men who had sex with men was 22% and of these 10-38% were HIV positive.

In the domain of psychosocial adjustment in 25 retrospective and prospective studies of probabilistic and convenience samples there were significant associations between child sexual abuse
and risky sexual behaviour in adolescence. Risky sexual behaviours included having first intercourse at a younger age, having an older first sex partner, multiple partners, unprotected sex,
having sex while intoxicated with alcohol of drugs, sex trading, more bisexual relationships, multiperson sex, STD infection, and pregnancy involvement.

In the domain of mental health in 22 retrospective and prospective studies of probabilistic and convenience samples there were significant associations between child sexual abuse and
substance use in adolescence. Substances included nicotine, alcohol, cannabis, amphetamines as well as illicit use of multiple substances.

The association between child sexual abuse and risky sex in adolescence was stronger where there was repeated penetrative sexual abuse occurring at a younger age, involving multiple
intrafamilial and extrafamilial perpetrators and was accompanied by other types of childhood adversity.

In retrospective and prospective studies of convenience samples there was a significant association between child sexual abuse and risky sexual behaviour in adolescence and adulthood (OR =
1.59 [1.41,1.91] k=8).

The association between child sexual abuse and risky sexual behaviour was not moderated by gender, study design features or year of publication.

Risky sexual behaviours included early first sex, practicing unprotected sex, having sex with strangers or multiple partners, having sex while intoxicated with alcohol or drugs, sex trading, sexual
or partner violence, and STD infection.

In controlled retrospective and prospective studies of convenience samples there was a significant association between child sexual abuse and adolescent pregnancy (OR =2.21 [1.94, 2.51] k=
14).
The estimated prevalence of sexual abuse among pregnant adolescents was 45% (k = 21).

In controlled retrospective and prospective studies of convenience samples there was a significant association between both physical and sexual child abuse and adolescent pregnancy.

The strongest association was with co-occurring sexual and physical abuse (OR = 3.83 [2.96, 4.97] k = 3), followed by sexual abuse only (OR = 2.06 [1.75, 2.38] k = 35), and physical abuse
only (OR = 1.48 [1.24, 1.76] k= 20).

There was no significant association between emotional abuse or neglect and adolescent pregnancy.

Psychosocial Adjustment: Parenting
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In retrospective and prospective controlled studies of convenience and probability samples there was some evidence for a significant association between a history of child maltreatment and
perpetrating child maltreatment in adulthood. However, methodological limitations limit confidence in this association.

In retrospective and prospective cohort studies of convenience and probability samples there was a significant direct or indirect association between a history of child abuse and problematic
parenting.

Problematic parenting was assessed by observing mother-infant interaction and included lack of sensitivity to infant cues, parental withdrawal, parental intrusiveness, and inconsistent parenting,
The association between child abuse and problematic parenting in some instances was mediated by maternal depression and stress reactivity.

In retrospective and prospective studies of predominantly convenience samples there was a significant association in some studies between emotional abuse and/or neglect and problematic
parenting outcomes.
Problematic parenting outcomes included a low level of responsiveness to infants’ cues, and a high level of psychological control, parenting stress, and maltreatment potential.

In retrospective and prospective controlled and uncontrolled studies of community and clinical convenience samples, there was a direct or indirect association between child sexual abuse and
parenting stress.
Where an indirect association occurred the effect of child sexual abuse on parenting stress was possibly mediated by depression.

Psychosocial Adjustment: Self-harm and suicide

Evans

2005

In retrospective community and school-based studies of probability samples there was a significant association between physical and sexual child abuse and suicidal thoughts and behaviour in
adolescence.
The association between child abuse and suicidal phenomena was direct in most studies, and in others was mediated by factors such as low self-esteem.
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In retrospective and prospective studies of community convenience and probability samples and high-risk samples (e.g., clinical populations, incarcerated juveniles, runaway and homeless
youth) of adolescents there was a significant association between sexual, physical and emotional child abuse and neglect on the one hand and suicidal thoughts and behaviour on the other.
The associations between maltreatment and suicidal phenomena was stronger for sexual and emotional abuse than physical abuse or neglect; and for multiple comorbid forms of maltreatment
than single forms of maltreatment.

The association between sexual and physical abuse and suicide attempts was moderated by sex, and was stronger for males than females,

The association between maltreatment and suicidal phenomena was not exclusively due to demographic (sex, age, SES, race), mental health (e.g. depression), family (e.g. conflict), and peer-
related (e.g. bullying) factors.

In 16 school-based cross-sectional studies there was a significant association between child sexual abuse and suicidality in children and adolescents.

This association between child sexual abuse and suicide attempts was stronger in boys than girls.

The association between sexual abuse and suicidality was not exclusively due to mental health problems (e.g., depression, substance use, eating disorders), family problems, school problems,
antisocial behaviour or risky sex.

In prospective longitudinal studies of probability and convenience samples (OR = 2.43 [1.94, 3.05] k =7) and twin studies of convenience samples (OR = 2.65 [0.82, 4.49] k = 2) there was a
significant association between child sexual abuse and suicide attempts.

Within the general population, the proportion of suicidal behaviour attributable to child sexual abuse was 20-22% for women and 10-11% for men.

The association between sexual abuse and suicide attempts was not exclusively due to early family environment or genetic factors.

In retrospective studies of clinical and community convenience samples, there was a significant association between child sexual abuse and non-suicidal self-harm in adulthood (Phi coefficient =
0.23 [0.20, 0.26] k = 45).

This association between sexual abuse and self-harm became negligible when psychological risk factors were controlled for. These included other forms of co-morbid maltreatment, past family
problems, and current mental health problems.

This association between sexual abuse and self-harm was not moderated by age and gender.

In retrospective and prospective studies of school and community convenience samples there was a significant association between physical child abuse and suicidal behaviour in children and
adolescents.

More severe physical abuse was more strongly associated with suicidality.

This association between physical abuse and suicidality was independent of the effects of co-morbid sexual abuse, family problems, antisocial behaviour, and demographic factors including
gender and SES.

Psychosocial Adjustment: General

Da Silva

Luke

Benarous

Barbosa
Pacheco

Bornstein

2014

2013

2015

2014

2005

Cross-sectional studies of convenience samples showed that there was a significant association between child maltreatment and emotion recognition and processing in children.
Compared with normal control’s maltreated children showed less accuracy in recognizing facial expressions of emotions and greater reactivity, response bias, and electrophysiological activation
of the amygdala and anterior insula in response to faces expressing negative emotions, especially anger.

In cross-sectional studies of children in convenience samples there was a significant association between child maltreatment and various aspects of social understanding including emotion
recognition, understanding, and knowledge (d = -0.69 [-0.98, -0.41] k= 19)

There was a stronger association between maltreatment and poor emotion understanding than between maltreatment and poor emotion recognition.

The association between maltreatment and social understanding was moderated by age, with younger survivors showing greater deficits than older survivors.

Compared with non-abused children, abuse survivors were poorer at perspective taking, understanding others’ false beliefs, and they showed a hostile attributional bias, attributing negative
intentions to others on the basis of ambiguous information.

In predominantly cross-sectional studies of convenience samples of children there was a significant association in some, but not all studies between child maltreatment and theory of mind
deficits (difficulty inferring what other people are thinking).

Maltreated children had significant difficulties in understanding others false beliefs, but only some showed deficits in tasks involving perspective taking and making attributions for hostile or
benign intentions.

In predominantly retrospective studies of convenience samples there was a significant association between child maltreatment and a range of aspects of psychosocial adjustment including self-
esteem, social competence, peer relationships, and academic performance in children, adolescents, and adults.

In retrospective studies of clinical and community convenience samples there was a significant association between child maltreatment and interpersonal dependency. Survivors of child abuse
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showed greater interpersonal dependency than normal controls (d = 0.47, k= 12).

The association between maltreatment and dependency was not exclusively due to age, gender, type of abuse, sample source (clinical v. community) or assessment type (interview v.
questionnaire).

Interpersonal dependency is a personality style characterized by relying on others for nurturance, protection, and support even in situations where autonomous functioning is possible.

In retrospective studies of convenience and probability community and clinical samples there was a significant association between child maltreatment and self- or proxy-rated low health-related
quality of life in children and adults.
There was also a significant association between the number of types of maltreatment (physical, sexual, and emotional abuse, and neglect) and low health- related quality of life.

In retrospective controlled and uncontrolled studies of probability and convenience samples there was a significant association between child maltreatment and problem gambling in adulthood.
There was also a significant association between being a problem gambler and perpetrating physical abuse and neglect.

The significant association between child maltreatment and problem gambling was largely due to the presence of co-morbid mental health problems including depressive, anxiety and substance
use disorders, and PTSD.

In 7 national probability samples of the general population in the USA, UK Canada, and Spain there was a significant association between sexual abuse and psychosocial adjustment problems

in males (d =0.14 [0.08, 0.20] k = 5) and females (d = 0.20 [0.14, 0.24] k= 5).

Compared with males, significantly more female survivors of sexual abuse said that they believed sexual abuse had negative psychological effect for them (53% v. 30%; d = 0.47, [0.37, 0.58] k

=3).

In this controversial paper the authors argued that the effects of child sexual abuse on adult adjustment were small and not indicative of pervasive intense harm, and that previous reviewers had
overestimated the effects by using clinical or legal rather than national probability samples.

They conceded that when sexual abuse was accompanied by factors such as force or close familial ties, it had the potential to produce significant harm.

In 54 samples of college students there was a significant association between sexual abuse and psychosocial adjustment problems (d=0.18 [0.16, 0.22] k = 54).

These problems included social and sexual adjustment difficulties, low self-esteem, and a range of mental health symptoms.

Compared with males, significantly more female survivors of sexual abuse said that they believed sexual abuse continued to have a negative psychological effect on them in their current lives
(d=0.72,[0.52,0.93] k=3.)

The association between sexual abuse and adjustment was moderated by use of force and relationship to abuser. Survivors who had been forcefully abused by family members had greater
adjustment problems that those who were abused by perpetrators from outside the family who did not use force.

The association between sexual abuse and adjustment was moderated by the interaction between sex and consent. Males who were abused without consent had greater adjustment problems
than females.

The association between child sexual abuse and adult psychosocial adjustment was largely due to a negative family environment.

The association between sexual abuse and adjustment was not moderated by the duration or frequency of abuse, the occurrence of penetration, and the level of contact (contact v. non-
contact), sampling strategy (convenience v. random), age, and publication status of study.

In this controversial paper the authors argued that the effects of child sexual abuse on adult adjustment were small and not indicative of pervasive intense harm, and that previous reviewers had
overestimated the effects by using clinical or legal rather than non-clinical samples.

In retrospective clinical and community studies of convenience and probability samples there was a significant association between child sexual abuse and sleep disturbance in children and
adults.

Common sleep disturbances included nightmare-related distress, sleep paralysis, night wakening, restless sleep, and tiredness.

Sexual abuse involving intercourse was associated with greater sleep disturbance.

In predominantly retrospective studies of convenience and probability community samples, and clinical and legal samples there were small to medium significant associations between child
sexual abuse (especially repeated penetrative sexual abuse) and the quality of adult roles in the domains of educational attainment, employment status (as indexed by lower income), romantic
relationships (indexed by increased rates of intimate partner violence and divorce), and parenting.

In retrospective and prospective studies of community and clinical convenience samples of children, adolescents and adults 10% to 53% of survivors of sexual abuse were resilient and showed
a normal level of functioning.

The two most important protective factors associated with resilience following child sexual abuse were social support from the family and the wider network, and positive engagement in
education.

Other protective factors included interpersonal and emotional competence, active coping, optimism, a belief in the capacity to control one’s life, and blaming the perpetrator rather than the self
for sexual abuse.
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110 Naughton 2013 In retrospective and prospective case-control and cohort studies of convenience samples of preschool children emotional abuse and / or neglect were associated with aggressive behaviour,
passive-withdrawn behaviour, cognitive and language delay, insecure attachment, and peer relationship problems.

111 Khaleque 2015 In cross-sectional studies of convenience samples of children and adolescents from 15 countries there was a significant association between both maternal and paternal neglect on the one
hand and psychological maladjustment and negative personality dispositions on the other.
The association between neglect and maladjustment was d = 1.15 for both mothers (k = 40) and fathers (k = 13)
The association between maternal neglect and negative personality traits was strongest for emotional unresponsiveness (d = 0.95, k = 39), followed by negative world view (d = 0.93, k = 37),
negative self-adequacy (d = 0.93, k = 43), negative self-esteem (d = 0.89, k = 41), aggression (d = 0.77, k = 36), emotional instability (d = 0.61, k = 35), and dependence (d = 0.37, k = 29).
The association between paternal neglect and negative personality traits was strongest for negative self-adequacy (d = 1.04, k= 11), followed by negative self-esteem (d = 1.04, k= 10),
negative world view (d = 1.01, k = 9), emotional unresponsiveness (d = 0.93, k = 10), aggression (d = 0.39, k = 8), dependence (d = 0.39, k = 8) and emotional instability (d = 0.37, k= 9).

Note: OR = odds ratio and 95% confidence intervals (Cl) are given in square brackets. In some instances ORs and Cls were computed based on data in articles. d = Cohen’s d effect size and 95% confidence intervals are
given in square brackets. Where studies reported Pearson’s r effect sizes, these were converted to Cohen’s d effect sizes to aid comparison of effect sizes from different studies. All reported OR and d values are significant at p

<.05. k = number of studies.
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CHAPTER 3: OUTCOMES OF STRUCTURAL NEGLECT
3.1 SUMMARY

The aim of the systematic review described in this chapter was to determine the outcomes for
individuals exposed to structural neglect in congregate-care institutions, such as orphanages.
In this context, structural neglect refers to failure to meet children’s basic physical,
developmental, and emotional needs due to inadequate and unstable staffing, and limited
physical resources. Outcomes in the domains of physical health, cognitive development,
attachment, and mental health were investigated.

3.1.1 Method. In this systematic review of previous systematic reviews and meta-
analyses searches of 10 databases were conducted supplemented with manual searches. 921
separate records were identified. Eighteen papers which met inclusion and exclusion criteria
were selected for review; their quality was assessed; and data were extracted and synthesized.

3.1.2 Characteristics of included systematic reviews and meta-analyses. Of the 18
papers in this review, nine were systematic reviews and nine were meta-analyses. Two
focused on physical health outcomes, four on mental health outcomes, four on attachment,
and eight on cognitive development. Four of these eight papers on cognitive development
also addressed attachment and mental health outcomes. The 18 systematic reviews and meta-
analyses on outcomes of structural neglect covered over 550 separate primary studies in
which 160,000 survivors of structural neglect and 1.5 million control group cases
participated. All reviews focused predominantly on child samples, with a mean age of 2 years
when they left care, and a mean age of 9 years when outcomes were assessed. The samples
contained approximately equal numbers of males and females. About two thirds (68%) of
studies in the reviews covered in this paper concerned participants who had experienced
structural neglect in orphanages in developing countries in Eastern Europe, Asia, Africa and
South America before being adopted to developed countries in Europe and North America, as
well as Australia and New Zealand.

3.1.3 Physical health outcomes. Structural neglect was associated with short stature,
low weight, and smaller head circumference. At about 2 or 3 years of age shortly after the
transition from orphanages to adoptive families, children exposed to structural neglect were 3
kgs lighter and 8 cm shorter than children raised in birth families. Structural neglect was also
associated with abnormal neurobiological development affecting a range of brain structures
and functions, implicated in cognitive and psychosocial difficulties.

3.1.4 Cognitive development outcomes. Structural neglect was associated with
delayed cognitive development as indexed by lower 1Q, school attainment problems, specific
learning disorders, and possibly by language delay. On average the 1Qs of children raised in
institutions were 17-20 IQ points lower than those of children raised in families.

3.1.5 Attachment outcomes. Structural neglect was associated with insecure
attachment, especially insecure disorganized attachment. Rates of disorganized attachment
were about three times higher in survivors of institutional neglect compared with children
raised in birth families. Disorganized attachment is a risk factor for later difficulties making
and maintaining relationships across the lifespan.

3.1.6 Mental Health outcomes. Structural neglect was associated with higher rates of
mental health problems and mental health service usage.

3.1.7 Risk and protective factors. Significant, but incomplete, developmental catch-
up occurred when children exposed to structural neglect were adopted. The degree and rate of
catch-up depended on the outcome domain, the severity and duration of structural neglect,
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and the presence of a range of personal and contextual risk and protective factors. A large
degree of relatively rapid catch-up occurred in weight, height, and 1Q. A lesser degree and
slower rate of catch-up occurred in head circumference and attachment security. Exposure to
severe deprivation over longer time periods in understaffed, poorly resourced institutions in
underdeveloped countries were risk factors for poorer outcomes. Early adoption was a
protective factor for better outcomes.

3.1.8 Strengths and limitations. Ten of 18 (56%) reviews and meta-analyses in the
review of reviews were of high quality, with AMSTAR scores between 7 and 11. Eight
(44%) had AMSTAR scores between 3 and 6 and were of moderate quality. The primary
studies included in systematic reviews and meta-analyses were predominantly controlled and
relatively well designed, allowing confidence to be placed in their results.

3.1.9 Conclusions. There are significant associations between the experience of
structural neglect in large congregate institutions such as orphanages, and adjustment in the
domains of physical health, cognitive development, attachment and mental health. It is
probable that structural neglect largely accounts for these adverse outcomes. The severity of
adverse outcomes may be partly influenced by the duration and severity of deprivation and a
constellation of risk and protective factors. Prevention policies should aim to eliminate large
under-resourced congregate care institutions for infants. In taking steps towards this, policies
should aim to adequately resource congregate care institutions to meet children’s
developmental needs for nutrition, stimulation, and attachment to a stable primary caregiver
with adequate parenting skills and training. Early placement in adoptive or foster families,
with access to routine physical and mental healthcare service available in developed
countries, is the most viable effective intervention for child survivors of structural neglect.

3.2 INTRODUCTION
Structural neglect refers to failure to meet children’s basic physical, developmental and
emotional needs within the context of orphanages which care for large groups of children,
with inadequate and unstable staffing, and limited physical resources (van I[jzendoorn et al.,
2011). Distinctions may be made between the failure of institutions to meet three broad types
of childhood needs (Gunnar et al., 2000). These include (1) physical needs such as nutrition,
medical care, and hygiene essential for healthy physical growth; (2) developmental needs for
stimulation to promote sensory-motor, cognitive, and language development; and (3) the need
for stable and meaningful interpersonal relationships with a primary caregiver to facilitate the
development of secure attachment and the capacity to make and maintain social relationships.

The prevalence of structural neglect associated with placing children in institutions is
difficult to determine. Using 2002 government statistics Brown et al., (2006) estimated that
43,842 (14.4/10,000) children under 3 years of age were in institutional care within 46
European and Asian countries. Surprisingly, within Europe, institutional care of young
children was not restricted to developing countries but occurred throughout the entire region.
Using 2001 US Department of Health statistics Johnson et al. (2006) estimated that 11,777
children in the United States were in child care institutions. In Europe, Asia and the US, most
children were placed in care due to maltreatment, abandonment, or because of a disability. In
the developing world (for example, Africa and South America) vast numbers of young
children are in institutional care, but prevalence statistics are unavailable.

In industrialized countries in the second half of the 20" century there has been a
gradual reduction in the use of large congregate settings to care for orphans (Hamilton-
Giachritsis & Browne, 2012). Large orphanages came to be replaced by the provision of care
by foster families and smaller family-like care centres. Policies underpinning this trend were
influenced by John Bowlby’s (1951) seminal research on the critical role of parent-child
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attachment and the vast body of research which this spawned. This research showed that
children raised in large institutions developed a wide range of problems in the domains of
physical health including growth failure and impaired neurobiological development; mental
health difficulties including behaviour problems and impaired cognitive development; and
problematic social adjustment including attachment difficulties and problems making and
maintaining relationships (Bakermans-Kranenburg et al., 2011; McCall, 2013; Nelson et al.,
2011; Van lJzendoorn et al., 2011).

Many primary studies have been conducted on the effects of structural neglect,
especially on orphans adopted from developing countries. A number of systematic reviews
and meta-analyses have been published which synthesize the results of these studies. In the
current study, a systematic review was conducted, limited to the identification of these
previous systematic reviews and meta-analyses.

The aim of the systematic review described in this chapter was to determine the
outcomes for individuals exposed to structural neglect in institutions, especially orphanages,
in terms of adjustment across the life span. In this context adjustment referred to physical
health including growth failure and impaired neurobiological development, cognitive
development, attachment, and mental health.

3.3 METHOD

Guidelines for conducing systemic reviews of systematic reviews were followed in
developing a protocol for this review (Smith et al., 2011). The protocol specified the aim,
data bases to be searched, search terms, study selection criteria, supplementary manual search
strategies, data extraction system, study quality assessment procedures, and data synthesis
methods. A data extraction and quality assessment form is contained in Appendix A.

3.3.1 Search terms

Record titles, abstracts, and keywords were searched in the electronic data bases listed in the
next section. Using appropriate Boolean operators terms denoting institutional care were
combined with terms reflecting a range of possible negative developmental outcomes in the
areas of physical health, cognitive development, attachment, and mental health, and these
were combined with the terms systematic review and meta-analysis. Where appropriate
Medical Subject Heading (MeSH) terms were used relating to adoption and human
development as well as other relevant MeSH terms, which varied depending on the database.
The search was conducted in July 2017. The following search string was used: ((looked after
OR looked-after OR residential care) AND (child OR children)) OR (Institutionalize* OR
institutionalise® OR Orphanage* OR Orphan OR "child in care" OR "children in care") OR
[Adoption Mesh term(s)] AND (delay OR cogn* OR IQ OR reading OR attainment OR
education OR school OR ADHD OR inattention OR attention OR ASD OR autis* OR
attach™ OR growth OR weight OR height OR circumference OR health OR illness OR
psych* OR behavio?r* OR emotion* OR self-esteem OR clinic OR disorder) OR [Human
development Mesh term(s)] AND ("systematic review" OR meta-analysis).

3.3.2 Databases

The following ten data bases were searched: PsycINFO, Medline, Academic Search
Complete, EMBASE, Sociological Abstracts, Cumulative Index to Nursing and Allied Health
Literature (CINAHL), Web of Science, Applied Social Sciences Index and Abstracts
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(ASSIA), Education Resource Information Centre (ERIC), and Cochrane Library.

3.3.3 Inclusion and exclusion criteria

Inclusion and exclusion criteria were used to identify high quality systematic reviews and
meta-analyses relevant to the research question. Papers were included if they reported
systematic reviews and meta-analyses of longitudinal or cross-sectional controlled studies, or
single group cohort primary studies of the effect of early institutional neglect or deprivation
(without explicit reference to physical or sexual abuse) prior to adoption on physical health
and growth, cognitive development, attachment and mental health across the lifespan. For
multiple publications of the same review, the one with the most complete data was included.

Systematic reviews and meta-analyses that did not meet three of the following four
basic AMSTAR (Shea et al., 2009) systematic review quality criteria were excluded: (1)
described an a priori design with a research question and inclusion criteria, (2) conducted a
comprehensive literature search of at least two data bases with appropriate search terms, (3)
provided a table of characteristics of included studies (author, date, participant age and
gender, type of maltreatment, type of outcome), and (4) took the quality of studies into
account in drawing conclusions. AMSTAR contains 11 criteria. A very high degree of
confidence may be placed in conclusions from reviews and meta-analyses that meet all 11
criteria. The four basic AMSTAR criteria included in study selection criteria for the current
review were chosen because conclusions from review papers and meta-analyses which do not
meet these basic criteria have limited validity.

Narrative, integrative, non-systematic reviews, discursive papers, theoretical papers,
papers describing individual quantitative or qualitative studies (rather than reviews of
multiple studies), editorials, and letters were excluded. Papers not published in peer reviewed
journals were excluded.

3.3.4 Search process

Records identified in electronic searches were downloaded to EndNote (http://endnote.com).
Covidence (https://www.covidence.org/) was used for record screening, data extraction, and
quality assessment. In addition to the electronic data-base search, a supplementary manual
search was conducted. Bibliographies of review papers and tables of contents of relevant
journals (Child abuse and Neglect, Child Abuse Review, Child Maltreatment, Child Welfare,
Trauma Violence and Abuse, Adoption and Fostering) were searched. Established researchers
in the field were also contacted.

Figure 3.1 contains a PRISMA (Moher et al., 2009) flow diagram of the search
process. Through electronic and manual searches 921 separate records were identified after
duplicates were removed. When the titles and abstracts of these were screened, 48 relevant
papers were downloaded for full text screening. A final set of 18 papers, which met inclusion

and exclusion criteria were selected for review. The quality of these papers was assessed with
AMSTAR (Shea et al., 2009).

3.3.5 Inter-rater agreement

Two research assistants were trained in using the systematic review protocol. Both research
assistants independently conducted searches, study selection, data extraction and study
quality assessments. Disagreements were identified on the ‘resolve conflicts’ page of
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Covidence and these were resolved by discussion. Percentage agreement and Krippendorff’s
alpha (Hayes & Krippendorff, 2007) were used to determine inter-rater agreement and
reliability. From Table 3.1. it may be seen that there was a high level of inter-rater
agreement. For screening records and full texts agreement rates were 98% and 92%
respectively. For quality assessment agreement rates ranged from 78% to 100% for
AMSTAR items. There was 93% agreement for total AMSTAR scores and the
Krippendorff’s alpha value was 0.86. For data extraction agreement rates ranged from 67% to
100% and the Krippendorff’s alpha values ranged from 0.88 to 1.00.

3.3.6 Study sequence in tables

Study quality ratings and data extracted from review papers were summarized in three tables.
AMSTAR study quality scores are presented in Table 3.2. Study design features and sample
characteristics are given in Table 3.3. Key findings are set out in Table 3.4. To aid synthesis
of the large amount of information contained in 18 complex and comprehensive review
papers, they have been grouped thematically in the same order within Tables 3.2., 3.3 and
3.4. They have been grouped by the main type of outcome assessed (physical health,
cognitive development, attachment, and mental health). It is noteworthy that in some studies
which assessed cognitive development and mental health, multiple outcomes were assessed,
as shown in the fourth column of Table 3.3. Within each group, papers have been sequenced,
predominantly by the year of publication although in some instances sequences have been
based on other features (such as author, specific outcomes assessed, where multiple outcomes
were measured, or specific findings) to form a more coherent narrative.

3.3.7 Study quality

AMSTAR review quality scores are given in Table 3.2. Ten reviews and meta-analyses were
of high quality, with AMSTAR scores between 7 and 11. Eight reviews had AMSTAR
scores between 3 and 6 and were of moderate quality. Fewer than half included pairs of raters
for record screening and data extraction, provided a list of excluded studies, provided
individual quality ratings of primary studies, and assessed risk of bias. Half or more described
an a priori design, used a comprehensive search strategy, searched the grey literature,
tabulated study characteristics, took study quality into account when drawing conclusions,
tested for study homogeneity, and took account of this in data analysis, and indicated
conflicts of interests.

3.4 RESULTS
3.4.1 Study design features and sample characteristics

The 18 papers in the review were published between 2004 and 2017. Design features and
sample characteristics are given in Table 3.3. Ten of the 18 papers focused on a single
outcome. Two of these 10 focused on physical health outcomes, four on attachment, and four
on mental health outcomes. The other eight were concerned with outcomes in the broad
domain of cognitive development, including IQ, school attainment problems, language delay
and specific learning disability. Four of these eight papers also addressed other outcomes
including attachment and mental health. There were nine systematic reviews and nine meta-
analyses. The number of databases searched in these studies ranged from one to nine, with a
mean of four. The most frequently searched databases were PsycINFO (N = 15) and
Pubmed/Medline (N = 15), followed by Web of Science (N = 9), Education Resources
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Information Centre (ERIC, N = 8), Excerpta Medica database (EMBASE, N = 5), PsycLIT
(N = 3), Google Scholar (N = 2), and a number of databases, each of which were only
searched in a single study. These included Applied Social Sciences Index and Abstracts
(ASSIA), Academic Search Premier, British Nursing Index, Child Welfare and Adoption,
ChildLink!, Cumulative Index to Nursing and Allied Health Literature (CINAHL),
Communication and Mass Media Complete, Current Contents, Dissertation Abstracts,
Evidence Based Medicine (EBM), Health Source: Nursing/Academic Edition, Online
Contents, Professional Development Collection, Scientific Electronic Library Online
(SciELO), Science Citation Index, Science Direct, Scirus, Scopus, SocINDEX, Sociological
Abstracts, and Social Science Information Gateway.

The number of studies (k) covered in papers included in this review ranged from 3 to
97, with a mean of 33. The total number of participants (N) within these review papers
ranged from 466 to 1,295,767, with a mean of 97,178. Greater confidence may be placed in
the validity of conclusions drawn from reviews where a larger proportion of studies involved
strong research designs, especially controlled (rather than uncontrolled) studies. In the current
review of 18 systematic reviews and meta-analyses the proportion of controlled studies
ranged from 40% to 100% with a mean of 88%.

Both children (under 18 years) and adults (over 18 years), and males and females
were involved in studies covered in systematic reviews and meta-analyses reviewed in this
paper. The proportion of studies of mainly child samples ranged 0% to 100% with a mean of
88%. The mean age of children in samples when they left care ranged from 1 to 3 years, with
an overall mean of 2 years. The mean age of participants when outcomes were assessed
ranged from 2 to 31 with a mean of 9 years. The proportion of females in studies ranged from
42% to 75%, with a mean of 53%. The proportion of studies in which participants were
originally from developing countries in Easter Europe, Asia, Africa and South America
ranged from 19 to 100% with a mean of 68%.

3.4.2 Overlap in primary studies included in review papers

There was overlap in the primary studies included in systematic review papers and meta-
analyses selected for the current systematic review of review papers. In total there were 451
independent studies reviewed in these 18 systematic review and meta-analyses. The
percentage of review papers in which each primary study was included ranged from 6% to
28%. The percentage of all 451 independent studies included in each review paper ranged
from 1 to 22%. In total across all 451 independent studies there were 1,749,211 participants.
Of these, 169,204 had experienced structural neglect.

3.4.3 Key Findings
3.4.3.1 Outcomes for individuals who experienced structural neglect

Key findings from 18 systematic reviews and meta-analyses on studies of the outcomes for
individuals who experienced structural neglect are given in Table 3.4. Most participants in
primary studies covered in these reviews were raised in poorly resourced orphanages and
other institutions where they experienced structural neglect. In the section on study design
features and sample characteristics, above it was noted that in these reviews about two thirds
(68%) of participants were originally from developing countries. Some reviews included
studies of both domestic and international adoption, while others focused exclusively on the
latter. In this context domestic adoption refers to adoption from an institution to a family
within a single country (for example the UK). International adoption, in contrast, refers to
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adoption from orphanages in developing countries into families in developed countries.
International adoptees may have experienced greater structural neglect than domestic
adoptees because orphanages in developing countries tend to be less well-resourced than
those in developing countries. In this context, developing countries refers to those in Eastern
Europe, Asia, Africa, and South America. Developed countries refer to those in Europe and
North America, as well as Australia and New Zealand.

Some participants in the primary studies in the reviews summarized in Table 3.5 were
children exposed to structural neglect early in life and then adopted, while others were raised
to adulthood in institutions. Reviews of controlled studies of adoptees provide information on
the outcomes of structural neglect at the transition from institutional care to adoptive families
compared with children raised in birth families. They also shed light on the degree to which
these children catch-up with children raised in birth families over their time living in adoptive
families. Controlled studies of individuals raised to adulthood in poorly resourced institutions
indicate the outcomes of experiencing structural neglect throughout childhood and
adolescence.

3.4.3.2 Physical health

In the domain of physical health one systematic review of physical growth delay in
international adoptees who had been raised in orphanages care (van Ijzendoorn et al., 2007)
and one meta-analysis of the neurobiological correlates of psychosocial deprivation in
children (Perego et al., 2016) were identified.

van Ijzendoorn et al. (2007) conducted a meta-analysis of 33 controlled studies of
children adopted from poorly resourced orphanages in Eastern Europe, Asia, and South
America to adoptive families in the USA and Western Europe. They concluded that compared
with normal controls, international adoptees who had been raised in institutions, showed
significant delays in growth in terms of height, weight, and head circumference. At about 2 or
3 years of age, shortly after making the transition from orphanages to adoptive families, they
were 3 kgs lighter and 8 cm shorter than normal controls. In adolescence and early adulthood,
adoptees who had spent their early years in institutions were of significantly shorter stature
than peers in the general population. After an average of 8 years with adoptive families,
adopted children showed substantial, but not complete catch-up in height and weight, and
very little catch-up in terms of head circumference. Those adopted after their first birthday
showed less catch-up in weight than those adopted before 12 months.

In 34 controlled brain imaging and other neuroscientific studies, Perego et al. (2016)
concluded that early deprivation in institutional care was associated with reduced brain
volume and decreased cortical activity. It was also associated with larger amygdala volume;
altered frontal and limbic activity; white matter abnormalities, especially in the connections
between frontal regions and amygdala; and irregular hormone levels. They concluded that
these brain abnormalities may subserve difficulties shown by institutionalized children in the
areas of cognitive development on the one hand, and attachment and mental health on the
other.

3.4.3.3 Cognitive development

Eight systematic reviews and meta-analyses of structural neglect and delayed cognitive
development were identified (Christoffersen, 2012; Fensbo, 2004; Johnson et al., 2006; Juffer
et al., 2014; Scott, 2009; Sherr et al., 2017; van IJzendoorn et al., 2005, 2008). In this context
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delayed cognitive development was indexed by lower 1Q, school attainment problems,
specific learning difficulties, and language delay.

All seven reviews that investigated 1Q, found a significant association between this
outcome and structural neglect (Christoffersen, 2012; Fensbo, 2004; Johnson et al., 2006;
Juffer et al., 2014; Sherr et al., 2017; van IJzendoorn et al., 2005, 2008). For example, in
meta-analyses by van [Jzendoorn et al. (2008) and Christoffersen (2012), on average the 1Qs
of children raised in institutions were 17-20 IQ points lower than those of children raised in
families. van [Jzendoorn et al. (2008) found that lower IQs of children who had experienced
structural neglect were associated with being placed in institutions before the age of one year,
being assessed before the age of four years, and residing in developing countries with a low
living standard. Adoptees who had experienced structural neglect in orphanages in their early
life showed considerable catch-up during childhood following adoption, such that their IQs
became similar to those of children raised in birth families and significantly higher than
children who remained in orphanages (Christoffersen, 2012, Juffer et al., 2014; van
[Jzendoorn et al. 2005).

School attainment problems were investigated in two reviews and in both of these this
outcome was associated with structural neglect (Christoffersen, 2012; van IJzendoorn et al.,
2005). In the only review that investigated the issue, van IJzendoorn et al., (2005) found a
significant association between structural neglect and specific learning difficulties.

Two reviews addressed developmental language delay. In a meta-analysis, van [Jzendoorn et
al., (2005) found a small but significant association between developmental language delay
and structural neglect. However, in a systematic review, Scott (2009) reached no definitive
conclusion on this issue. Across 16 primary studies of internationally adopted and formerly
institutionalized children, nine found good language outcomes by school-age years, three
found language difficulties by school-age years, and four reported variable outcomes for
formerly institutionalized adoptees.

3.4.3.4 Attachment

Seven systematic reviews and meta-analyses of structural neglect and attachment were
identified (Dumais et al., 2014; Fensbo, 2004; Garcia-Quiroga & Hamilton-Giachritsis, 2016;
Johnson et al., 2006; Juffer et al., 2014; Lionetti et al., 2015; van den Dries et al., 2009), three
of which also addressed outcomes in other areas including cognitive development and mental
health (Fensbo, 2004; Johnson et al., 2006; Juffer et al., 2014). All of these reviews
concluded that there was a significant association between structural neglect and insecure
attachment, especially insecure disorganized attachment. Across four studies that provided
sufficient aggregated data, 44-73% of survivors of institutional neglect had insecure
disorganized attachments compared with 15-21% of children raised in birth families (Dumais
et al., 2014; Garcia-Quiroga & Hamilton-Giachritsis, 2016; Lionetti et al., 2015; van den
Dries et al., 2009). Insecure disorganized attachments were more common among young
children (Dumais et al., 2014; Lionetti et al., 2015), who spent more than their first year of
life experiencing structural neglect (Van den Dries et al., 2009) in institutions in developing,
rather than developed countries (Dumais et al., 2014; Lionetti et al., 2015), with a high ratio
of children to caregivers, limited resources, and where caregivers showed limited sensitivity
to children’s needs (Garcia Quiroga et al., 2016).
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3.4.3.5 Mental Health

Six systematic reviews and meta-analyses of structural neglect and mental health were
identified (Fensbo, 2004; Grant et al., 2016; Johnson et al., 2006; Juffer & van Ijzendoorn,
2005, 2007; Latimer et al., 2012). Two of these also addressed outcomes in the areas of
cognitive development and attachment (Fensbo, 2004; Johnson et al., 2006). All of these
reviews concluded that there was a significant association between structural neglect in
orphanages, in both developing and developed countries, and mental health problems. Juffer
et al. (2005) found that adoptees, many of whom who had experienced structural neglect in
orphanages, were over-represented in referrals to mental health services. Latimer et al.,
(2012) found significant associations between structural neglect and two particular mental
health problems: attention deficit hyperactivity disorder and reactive attachment disorder.
Juffer and van Ijzendoorn (2007) found that the self-esteem of children reared in institutions,
many of which were characterized by structural neglect, was significantly lower than that of
adopted children.

3.5 CONCLUSIONS

There are significant associations between the experience of structural neglect in large
congregate institutions such as orphanages, and adjustment in the domains of physical health,
cognitive development, attachment and mental health. It is probable that structural neglect
largely accounts for these adverse outcomes. The severity of adverse outcomes may be partly
influenced by the duration and severity of deprivation and a constellation of risk and
protective factors. These conclusions are consistent with those of previous reviews of
systematic reviews and meta-analyses (Juffer & van [Jzendoorn, 2012; McCall & Groark,
2015). Prevention policies should aim to eliminate large under-resourced congregate care
institutions for infants. In taking steps towards this, policies should aim to adequately
resource congregate care institutions to meet children’s developmental needs for nutrition,
stimulation, and attachment to a stable primary care giver with adequate parenting skills and
training. Early placement in adoptive or foster families, with access to routine physical and
mental healthcare service available in developed countries, is the most viable effective
intervention for child survivors of structural neglect.
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Table 3.1. Inter-rater reliability in literature review on outcomes of structural neglect

% Agreement Krippendorff's
Alpha

Screening records 97.83 -
Screening full texts 91.67 -
AMSTAR

Amstar 1§ 88.89 -
Amstar 2 88.89 0.76
Amstar 3 94.44 0.77
Amstar 4 100.00 1.00
Amstar 58 94.44 -
Amstar 6 100.00 1.00
Amstar 7 94.44 0.65
Amstar 8 77.78 0.38
Amstar 9 94.44 0.89
Amstar 10 100.00 1.00
Amstar 11 88.89 0.78
AMSTAR Total 92.93 0.86
Main outcomes 94.40 0.94
Data synthesis 94.40 0.89
Data bases searched 100.00 1.00
Number of data bases searched 100.00 1.00
Number of primary studies (k) 83.30 0.98
Number of participants (N) 66.67 0.88
% controlled studies 77.77 -
% mainly child samples 100.00 1.00
Mean age when left care 100.00 1.00
Mean age of participants when assessed 88.24 0.98
% of female participants 100.00 1.00
% from developing countries 83.33 0.96
Key findings 93.94 0.99

§ Valid Krippendorff’s alpha values could not be calculated for AMSTAR items 1 and 5 and % of controlled studies because rating distributions

were strongly skewed.
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Table 3.2. AMSTAR study quality scores in literature review on outcomes of structural neglect
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Physical Health
van ljzendoorn

Perego

9
4
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Cognitive development

Fensbo

3

2004
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2008
2006
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van lJzendoorn
van ljzendoorn

Johnson

3
7

Christoffersen

Juffer
Sherr

2014

2017

3

2009

Scott

10

Attachment

7

2009
2015

van den Dries

Lionetti

11
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7
8

2014
2016

Garcia Quiroga
Mental Health

Dumais
Juffer
Juffer

13
14

8

2005
2007
2012

15
16
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Latimer
Grant

4

2016

11/18

15/18 9/18 118 16/18 2/18 16/18 9/18 8/18
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Table 3.3. Study design features and sample characteristics in literature review on outcomes of structural neglect

o
3 E 5 2
o = 2 = o =
5§ @ 5 3 g
5 8 2 2 £ S 3
e 5 s 2 £ @ =
® 3 2 B & 4 ] £
7)) - c 1 » Y « =
@ 4 © = s c (-3
2 B g x> 2 B z g § g
5 E 3 Databases Searched 3 ] S K = € £ o
£ ] £ £ = o S @ o
> = ] £ ] £ ] ° > 3 3 o o
s 2 3 > I o o =] c « & ©
o < o » .- .- . c - £ €
$ 3 £ s 5 5 - g g g -
(7] (7] = -
8 & = 8 2 2 2 R = = R *
Physical health
1 van ljzendoorn 2007 PH MA Medline, PsycINFO, ERIC, Web of Science 4 33 68,403 100 100 2 6 - 64
2 Perego 2016 PH SR PubMed, PsycINFO, GoogleScholar 3 34 2,650 100 97 - 8 - 100
Cognitive dev.
3 Fensbo 2004 CD SR Medline, EMBASE 2 24 6,934 100 83 - 10 - -
MH
AT
P
4 van ljzendoorn 2005 CD MA Medline, PsycINFO, ERIC, Sociological Abstracts, Current 4 62 99,821 100 95 1 11 - 53
LD Contents
SP
5 van ljzendoorn 2008 CD MA PubMed, PsycINFO, ERIC, Online Contents, SSCI 5 42 4,078 100 100 - 3 - 48
6 Johnson 2006 CD SR Medline, EMBASE, I1SI Web of 5 27 1,414 100 100 - 6 42 52
AT Science, SOSIG, Science Direct
MH
P
7 Christoffersen 2012 CD MA Medline, PubMed, PsycINFO, EMBASE, SSCI, SocINDEX 5 16 2,400 100 88 2 14 - 19
MH
SP
P
8 Juffer 2014 CD SR Web of Science, Google Scholar 2 7 466 40 100 1 2 - 100
MD
AT
9 Sherr 2017 CD SR Medline, PsycINFO 2 66 17,118 98 98 - 8 45 86
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Garcia Quiroga
Mental Health
Juffer

Juffer
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Grant

2009

2009
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2014
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2012

2016

LD

AT

AT

AT

AT

MH

MH

MH

AT

AT

SR

MA

MA

MA

SR

MA

MA

SR

SR

Medline, PsycINFO, Academic Search Premier
Communication and Mass Media Complete
Professional Development, Collection Health Source:
Nursing Academic Edition, Child Welfare and Adoption,
Scirus, Dissertation Abstracts

PubMed, PsycINFO, ERIC, Web of Science

PubMed, PsychINFO, ERIC, Scopus, Web of Science
Medline, PsycINFO

Medline, PsycINFO, EMBASE, Web of Science ASSIA,
SciELO, ChildLink!

Medline, PsycLIT, ERIC

PubMed, PsycLIT, ERIC

Medline, PsycLIT, PsycINFO, ERIC, EMBASE, BNI,
CINAH, EBM, SSCI, Science Citation Index.

PsycINFO

16

39

10

16

18

98

70

19

11,451

7,072
818
701

1,198

185,746
42,694

480

1,295,767

69

100

100

78

44

100

100

100

62

88

77

100

100

100

93

66

100

31

48

54

75

100

27

80

67

50

100

80

Note: PH = Physical health. CD = Cogpnitive development. MD = Motor development. LD = Language development. AT = Attachment. SP = School problems. MH = Mental health. P = Psychosocial adjustment. MA = Meta-

analysis. SR = Systematic review with narrative synthesis.
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Table 3.4. Key findings from literature review on outcomes of structural neglect

First Author Date Key findings
Physical Health

1 van ljzendoorn 2007 In controlled studies, for international adoptees under 3 years, at the transition from orphanages to adoptive families, there was a significant association between the amount
of time spent in institutional care and delayed physical growth assessed as height (d = 1.71 [0.82, 2.60] k = 8).

In adolescence (d =-1.01, k= 23) and early adulthood (d = -0.70, k = 23), adoptees who had spent their early years in institutions were of significantly shorter stature than
peers in the general population.

Compared with normal controls, international adoptees who had been raised in institutions, at the transition from orphanages to adoptive families, showed significant delays in
growth in terms of height (d = -2.23 [-2.62, -1.84] k = 27), weight (d = -2.60 [-3.13, -2.07] k = 24), and head circumference (d =-2.22 [-2.68, -1.76] k= 15).

Compared with normal controls international adoptees showed severe growth delay at the transition from orphanages to adoptive placements; they were 3kgs lighter at 23
months and 8 cm shorter at 30 months.

After an average of 8 years with adoptive families, the adopted children showed substantial, but not complete catch-up in height and weight, and very little catch-up in terms of
head circumference.

Those adopted after their first birthday showed less catch-up in weight than those adopted before 12 months.

Children in these studies were adopted from Eastern Europe, Asia, and South America to the USA and Western Europe.

2 Perego 2016 In 34 controlled brain imaging and other neuroscientific studies, early deprivation in institutional care was associated with reduced brain volume and decreased cortical activity.
It was also associated with larger amygdala volume; altered frontal and limbic activity; white matter abnormalities, especially in the connections between frontal regions and
amygdala; and irregular hormone levels.

These brain abnormalities probably subserve difficulties shown by institutionalized children in the areas of cognitive development on the one hand, and attachment and mental
health on the other.
Cognitive development

3 Fensbo 2004 In studies of international adoption, children who spent longer periods in orphanages before adoption had significantly poorer adjustment on indices of cognitive development,
attachment security, and mental health.

4 van lJzendoorn 2005 In controlled studies, compared with adoptees, children reared in orphanages had significantly lower 1Qs (d = -1.17 [-1.36, -0.99] k = 6), and more school attainment problems
(d=-0.55[-0.88, -0.21] k= 3).

Compared with normal controls, when assessed in later childhood or adolescence, significantly more adopted children who had lived in orphanages prior to adoption had
language delays (d = 0.09 [0.04, 0.14] k = 14), school attainment problems (d = 0.19 [0.14, 0.25] k = 52), and specific learning disabilities (d = 0.55 [0.35, 0.75] k = 8), but not
lower 1Q. The absence of a difference in IQ may have reflected the fact that adopted children initially reared in orphanages caught up with their peers in the area of cognitive
development as a result of living in an adoptive family.

Reviewed studies were conducted in USA, Canada, UK, Norway, Sweden, Denmark, France, Belgium, Netherlands, Spain, Greece, Chile, Australia, New Zealand, and Israel.
Children were adopted from USA, UK, France, Spain, Greece, Israel, South America, Columbia, Asia, Korea, India, Sri Lanka, Bangldesh, Vietnam, Cambodia, Thailand,
Lebanon, Romania, and Russia.

5 van ljzendoorn 2008 In controlled studies of children under 12 years of age, those raised in institutions had 1Q’s that were 20 points lower than those of children raised in birth or foster families (84
v 104) and this difference was significant (d = 0.74 [0.48, 1.01] k= 75).
There were significant associations between low 1Q on the one hand, and being placed in institutions before the age of one, being assessed before the age of four, and
residing in countries with a low living standard on the other.
Reviewed studies were conducted in USA, Canada, UK, France, Norway, Switzerland, Sweden, Greece, Turkey, Israel, India, Ethiopia, Kenya, Eritrea, Romania, Lebanon,
Ukraine, Iran, and Russia.

6 Johnson 2006 In controlled studies, compared with children raise in families with a primary caregiver, significantly more children raised in institutions prior to five years without a primary

caregiver had delayed cognitive development, insecure attachment, mental health difficulties, and psychosocial adjustment problems, especially managing relationships with
peers and teachers.
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In controlled studies individuals raised in orphanages or foster care had significantly poorer cognitive development indexed by lower IQs (d = 1.40, k = 4), and significantly
more school problems (OR = 0.54 [0.38, 0.77] k = 4) and mental health problems (OR = 0.61 [0.41, 0.91] k = 4), but not lower self-esteem than controls who were raised within
adoptive families.

There was a mean difference of 17 IQ points ([11.2, 23.1] k = 4) between children raised in orphanages or in care on the one hand, and those raised in adoptive families on
the other.

Children raised in orphanages or foster care had a 1.85 times higher risk of school problems such as being in a special class or repeating a year or having learning disabilities
than those raised in adoptive families.

Children raised in orphanages or foster care had a 1.64 times higher risk of developing mental health problems than those raised in adoptive families.

Remaining in orphanages or foster care was a risk factor and being raised in an adoptive family was a protective factor.

Reviewed studies were conducted in OECD countries such as the USA, UK, Canada, Denmark, Sweden, France, Spain, and New Zealand, as well as developing counties
such as Chile, Lebanon, and India.

In five of seven studies, Chinese children showed significant motor and cognitive delays at the transition from orphanages or foster families to adoptive families. Within six
months their functioning was within the normal range, and within two years their catch-up was complete compared to normal controls.

In both studies of attachment, at age six and 12 months, Chinese adoptees showed significantly higher rates of insecure disorganized attachment compared to normal
controls, and by two years had shown some, but not completed catch-up in this area.

Less severe developmental delays were shown by Chinese adoptees from foster homes compared with those from orphanages.

Reviewed studies were conducted in the USA, Canada, and Netherlands.

42 of 45 controlled studies that assessed cognitive development found a significant association between early institutional care and cognitive delay.
41 of 43 studies that assessed psychosocial adjustment found a significant association between early institutional care and psychosocial adjustment.

Across 16 studies of internationally adopted and formerly institutionalized children, nine found good language outcomes by the school-age years; three found language
difficulties by school-age years, and four reported variable outcomes for formerly institutionalized adoptees.

Reviewed studies were conducted in USA, UK, Norway, Sweden, and Belgium.

Adoptees came from Korea, India, Vietnam, Cambodia, Thailand, Romania, Columbia, China, Greece and had been in institutions for 0-6 years.

Attachment

Compared with adoptees, children reared in orphanages had significantly higher rates of insecure disorganized attachments (73% v 31%, k =13).

Compared with children raised in birth families, adoptees (who had spent their early years in orphanages) had significantly higher rates of insecure disorganized attachments
(31% v 15%, k= 26) (d =0.36 [0.04, 0.68] k= 11)

Children who were raised in orphanages and adopted before 12 months of age were as securely attached as children raised in birth families, whereas children raised in
orphanages and adopted after their first birthday had significantly higher rates of insecure attachments compared with children raised in birth families (d = 0.80 [0.49, 1.12] k=
5).

Adopted and fostered children had similar rates of insecure disorganized attachments.

Reviewed studies were conducted in the USA, Canada, UK, Australia, Sweden, Netherlands, Italy, Poland, Portugal, and Greece.

Across 10 studies, compared with family-reared controls, significantly more children reared in institutions had insecure disorganized attachments (54% v 21%) and insecure
organized attachments (28% v 24%), and significantly fewer had secure attachments (18% v 56%).

Children reared in Eastern European institutions were more likely to have insecure disorganized and insecure organized attachments.

Children who entered institutions before their first birthday and whose attachments were assessed before 3 years were more likely to have insecure disorganized attachments.
Reviewed studies were conducted in Portugal, Greece, China, Ukraine, Chile, Japan, Petersburg, and Bucharest.

In controlled studies, significantly more infants in orphanages had insecure attachments (d = 0.75 [0.43, 1.11] k= 7)) and insecure disorganized attachments (d = 0.75 [0.43,
1.06] k = 7)) than normal controls.

In orphanages 79% of infants had insecure attachments, 53% had insecure disorganized attachments, and 26% had insecure organized attachments.

Compared to children in orphanages over three years of age, significantly more of those under three had insecure attachments.

Significantly more infants in orphanages in Eastern Europe and Asia had insecure attachments than in Western Europe.

A model was developed, based on the reviewed studies which explained the association between structural neglect within orphanages and infants’ insecure disorganized
attachment. In this model it is proposed that:
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Structural neglect occurs in institutions with a high ratio of infants to caregivers, high caregiving staff turnover, and an adverse organizational climate shared by caregivers and
managers,

Structural neglect occurs where caregivers show extreme insensitivity, a high level of threatening behaviour, and provide a low quality of care. This caregivers’ behaviour is
associated with them having an insecure adult attachment style, and mental health and socioeconomic difficulties.

Infants vulnerability to developing an insecure disorganized attachment style is associated with their personal characteristics (genetic vulnerabilities and gender) and pre-
institutional factors (peri-natal adversities, maltreatment within the birth family, and relationships with birth parents).

In controlled studies, children living in institutional and foster care had significantly higher rates of insecure attachments than children raised in birth families (61% v 49%).
Compared with children raised in foster care, children raised in institutions had significantly higher rates of insecure attachments (79% v 41%), insecure disorganized
attachments (44% v 23%), and insecure organized attachments (35% v 18%).

Children were significantly more likely to have insecure attachments in institutions with a high ratio of children to caregivers, limited resources, and where caregivers showed
limited sensitivity to children’s needs.

Reviewed studies were conducted in USA, Canada, Israel, Greece, France, Japan, Romania, Ukraine, Chile, and Africa.

Mental Health

International adoptees who had experienced pre-adoption adversity in orphanages had significantly more mental health problems than international adoptees who had not
experienced extreme deprivation, (d = 0.18 v d = 0.09). Effect sizes for each of these groups were based on comparisons with non-adopted controls.

Compared with non-adopted controls, international adoptees had significantly more mental health difficulties (d = 0.11 [0.09, 0.13] k = 47).

Compared with non-adopted controls, adoptees (both domestic and international) had significantly more mental health difficulties (d = 0.18 [0.12, 0.24], k= 101) and were
over-represented in referrals to mental health services (d = .72 [0.57, 0.86] k = 36).

Compared with non-adopted controls, international adoptees had significantly fewer mental health problems than domestic adoptees (d = 0.11 v d = 0.20) and were less often
referred to mental health services than domestic adoptees (d = 0.37 v d = 0.81). This was an unexpected finding.

Included studies were conducted in the USA, UK, Canada, Belgium, Finland, France, Germany, Greece, the Netherlands, Norway, Spain, Sweden, Australia, and New
Zealand.

In controlled studies conducted in the USA, Canada, and Spain the self-esteem of children reared in institutions was significantly lower than that of adopted children (d = -0.58
[-0.84, -0.33] k= 3).

There was no significant difference between levels of self-esteem of adopted and non-adopted children (d = 0.01 [-0.06, 0.08] k = 88) or between transracial and same-race
adoptees (d=-0.02 [-0.12, 0.09] k = 18).

Included studies were conducted in the USA, UK, Canada, Spain, Sweden, Finland, Netherlands, Germany, ltaly, Israel, Australia, and New Zealand,

This systematic review identified studies which examined links between a wide range of risk factors in the prenatal, postnatal and infancy periods and a wide range of
childhood disorders.

In both studies that examined the link between early institutional deprivation and attention deficit hyperactivity disorder, a significant association was found.

In the single study that examined the link between early institutional deprivation and reactive attachment disorder, a significant association was found.

In some of the controlled and single cohort quantitative studies and qualitative studies of international adult adoptees in this review, adoptees had higher rates of mental health
problems and these were associated with adverse experiences in pre-adoption institutional care.

Note: OR = odds ratio and 95% confidence intervals (Cl) are given in square brackets. In some instances ORs and Cls were computed based on data in articles. d = Cohen’s d effect size and 95% confidence intervals are
given in square brackets. Where studies reported Pearson’s r effect sizes, these were converted to Cohen’s d effect sizes to aid comparison of effect sizes from different studies. All reported OR and d values are significant at
p <.05. k= number of studies.
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CHAPTER 4: OUTCOMES FOR SURVIVORS OF CHILD ABUSE IN LONG-TERM CARE

4.1 SUMMARY

Rates of child abuse in long-term care are extremely variable (1-93%). The causes of child
maltreatment in long-term care are complex and involve a wide range of factors including
characteristics of abusers and survivors and factors within their immediate and wider social
systems. The size of the evidence-base linking child abuse in long-term care with adjustment across
the lifespan is unknown. The aim of this systematic review was to determine the outcome of child
maltreatment in long-term residential care.

4.1.1 Method. In searches of 10 databases supplemented with a search of grey literature and
manual searches, 3077 documents were identified. Forty-nine documents describing 21 primary
studies and 25 secondary studies were selected for review. Inter-rater agreement exceeded 80% for
screening records and data extraction. There were 40 quantitative studies and 6 qualitative studies.

4.1.2 Participants. Participants in primary studies included 3,856 survivors and 1,577
controls. In six primary studies survivors were under 18 years, and participants in the remaining
primary studies were adults with a mean age of 54 years. The mean proportions of females in
primary studies of children (under 18) and adults were 52% and 39% respectively.

4.1.3 Countries. Reviewed studies were conducted in the UK, USA, Finland, Romania,
Tanzania, Canada, Ireland, Australia, the Netherlands, Germany, Austria, and Switzerland.

4.1.4 Child care experiences. Participants were abuse survivors from Catholic institutions
in eight studies, from state foster care in seven studies, from non-religious institutions in two
studies, and from a range of contexts in the remaining studies. The average age when participants
entered residential care was 5 years, and the average duration of their time in care was 9 years.

4.1.5 Maltreatment experiences. Average rates of sexual, physical and emotional abuse
within long-term care were 67%, 63% and 71% respectively, and most participants had experienced
multiple forms of child abuse.

4.1.6 Mental health outcomes. There were significant associations between having
experienced child abuse in long-term care and poorer mental health outcomes. In the mental health
domain in descending order of average frequency of occurrence, the main outcomes were as
follows. Eighty-four percent had lifetime mental health problems diagnosed with the Structured
Clinical Interview for Axis I or II Disorders of DSM 1V; 67% had general mental health problems;
58% had lifetime anxiety disorders; 51% had lifetime post-traumatic stress disorder; 44% had
lifetime depressive disorders; 41% had current personality disorders; 37% had lifetime drug and
alcohol use disorders; and 19% had current complex PTSD. These rates are far higher than those
found in surveys of the general population.

4.1.7 Physical health and psychosocial adjustment outcomes. There were significant
associations between having experienced child abuse in long-term care and poorer physical health
and psychosocial outcomes. In the domains of physical health and psychosocial adjustment in
descending order of average frequency of occurrence, the main outcomes were as follows. Fifty-
nine percent had educational problems; 56% lived in poverty; 39% had marital adjustment
problems; 37% had committed non-violent crime; 31% had sexual problems; 30% had committed
violent crime; 30% had frequent physical illness; 29% reported suicidality and self-harm; 28% had
been frequently hospitalized for physical health problems; 25% had anger control problems in
intimate relationships; 21% were homeless; 13% had anger control problems with children; 12%
had been imprisoned; and 4% had their children taken into care.

4.1.8 Risk and protective factors. The associations between institutional child abuse and
physical health, mental health and psychosocial outcomes were influenced by the constellation of
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risk and protective factors experienced across the lifespan. Risk factors included severe prolonged
institutional maltreatment, especially sexual abuse, intrafamilial abuse prior to institutional care,
additional trauma after leaving institutional care, experiencing severe traumatization as a result of
institutional abuse, the use of maladaptive coping strategies, and an insecure adult attachment style.
Protective factors included socially supportive relationships, personal strengths and competencies,
adaptive coping strategies, and a secure adult attachment style. Survivors exposed to more risk
factors and fewer protective factors had poorer outcomes. In contrast, better outcomes occurred for
those with more protective factors and fewer risk factors.

4.1.9 Strengths and limitations. Reviewed studies had some limitations. All studies were
retrospective rather than prospective. Almost all studies used convenience rather than probability
samples. In almost all studies participants may have experienced intrafamilial child abuse prior to
entering long-term care. In 72% of quantitative studies there was no control group. In all qualitative
studies inter-coder reliability was not reported, and data were collected from a single source, rather
than multiple sources to allow triangulation. On the positive side, the qualitative studies were
methodologically exemplary (except for the two limitations mentioned above). The quantitative
studies were large with samples greater than 100 in 65% of studies; in most studies
psychometrically robust instruments were used for data collection; and appropriate data analyses
were conducted in all studies. The strengths and weaknesses of reviewed studies allow considerable
confidence to be placed in the associations found between indices of childhood institutional abuse
and adjustment across the lifespan. However, they limit the certainty with which causal statements
may be made about institutional abuse and adult adjustment. They also limit the confidence with
which statements may be made about the generalizability of the findings.

4.1.10 Conclusions. There are significant associations between the experience of child
abuse in long-term residential care and adjustment across the lifespan in the domains of mental
health, physical health, and psychosocial adjustment. It is probable that child maltreatment in
residential care partly accounts for these adverse outcomes. The severity of adverse outcomes may
be partly influenced by the constellation of risk and protective factors. Prevention and treatment
policies, programmes, and practices should aim to reduce or eliminate risk factors and enhance
protective factors.

4.2 INTRODUCTION

This chapter is concerned with the effects of child maltreatment occurring while in long-term care.
In this context child maltreatment refers primarily to physical and sexual abuse, with associated
emotional or psychological abuse and neglect. Maltreatment may be perpetrated by out-of-home
carers, peers or others. Care refers to long-term substitutive care outside the family including foster
care, kinship care, and residential care in religious and non-religious institutions. These include
child care centres, orphanages, reformatories, borstals young offender institutions, secure units,
boarding schools, industrial or farming facilities, long stay health care facilities, and group homes.

Reviews of international research and inquiries consistently indicate that child maltreatment
occurs in a wide range of long-term residential child care settings, and that historically it has been
denied or under-reported (Biehal, 2014; Gallagher, 1999; Sen et al., 2008; Sherr et al., 2017; Skold,
2013; Uliando & Mellor et al., 2012). There is considerable variability in estimates of the extent of
this problem. This is probably due to two factors. First, there may be wide variations in the actual
rates of child maltreatment across districts, countries, cultures and types of child care facilities.
Second, there are considerable methodological differences in sampling strategies, and in the way
child maltreatment is defined, detected, and assessed across research studies.

What follows are examples of large well-conducted recent studies, and systematic reviews
of rates of child maltreatment in the UK, the US and other countries. In a UK study of 156 of all
211 UK local authorities during the period 2009-2012, Biehal et al. (2014) drew the following
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conclusions about maltreatment rates in residential and foster care. For children in foster care, in
any one-year period there were just under 4 allegations per 100 children of maltreatment, of which
just under 1 was substantiated. For children in residential care, in any one-year period there were
10 to 12 allegations per 100 children of maltreatment, of which 2 to 3 were substantiated. Based on
these figures, in the UK annually there were 450-550 confirmed cases of child abuse or neglect in
foster care and 250-300 confirmed cases of child abuse or neglect in residential care. Physical abuse
was by far the most common form of maltreatment in both foster and residential care. In a US
state-wide study of Wisconsin administrative data on 96,000 placements involving 43,000 children
for the period 2005-2012, Font (2015) drew the following conclusions. Allegations of child
maltreatment were investigated in 4% of placements of which 9% were substantiated. Maltreatment
allegation rates were highest in kinship care (15%) and lowest in congregate care (5%), with
allegation rates in foster care falling between these two extremes (9%). Neglect was the most
commonly alleged maltreatment type in informal kinship care, whereas physical abuse was most
commonly alleged in other forms of care.

In a systematic review up to 2009, involving 18 UK, US and Australian epidemiological
studies, Biehal (2014) found that the incidence and prevalence of child maltreatment in foster care
ranged from 0.27% - 2% and 3% - 19% respectively. Not all of this child maltreatment was
perpetrated by foster-parents. Some was perpetrated by peers and extra-familial adults. In a
systematic review of the international literature on maltreatment in large institutional settings such
as orphanages, Sherr et al. (2017) identified nine studies conducted in Tanzania, Romania,
Kazakhstan, Netherlands, Cambodia, Ethiopia, India, and Kenya involving about 3000 children.
They found that rates of maltreatment including physical and sexual abuse ranged from 13 to 93%.
Where comparisons were available, rates of abuse in large institutions were higher than in other
forms of substitutive care or in families. From the foregoing it is clear that internationally,
maltreatment of children in care is a problem of significant proportions.

The causes of child maltreatment in long-term care are complex and involve a wide range of
factors (Nunno, 1997; Smith & Freyd, 2014; Wolfe et al., 2003). Multifactorial models of child
maltreatment in long-term care propose that risk and protective factors in multiple domains
contribute to child abuse and neglect. They include factors associated with the perpetrator, the
young person in care, the type of care setting (size, power structure, staff oversight), out-of-home
carers, peers in care, community and childcare-centre based child protection systems, the young
person’s birth family, the quality of relationships between the young person and members of their
social network, and the wider social, economic, educational, and cultural environment systems
within which the young person lives.

Literature reviewed in Chapter 2 indicated that, for children living with their birth families,
child maltreatment has significant, long-lasting detrimental effects on physical health (e.g., Irish et
al., 2010), mental health (e.g., Carr et al., 2013), and psychosocial adjustment (Weber et al., 2016).
Maltreatment of children in long-term care also has negative effects on healthy development (e.g.
Carr et al., 2010). The scope of the current evidence base, and the extent to which this body of
scientific research throws light on the wide-ranging effects child maltreatment while in long-term
care on adjustment is currently unclear.

The aim of the systematic review described in this chapter was to determine the outcomes
(on physical and mental health, and psychosocial adjustment) of child maltreatment (including
physical, sexual, and emotional abuse, and neglect) across the life span (including childhood (up to
18 years) and adulthood (over 18 years)) in individuals who had been maltreated in long-term child
care.
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4.3 METHOD

Guidelines for conducing systemic reviews were followed in developing a protocol for this review
(Mobher et al., 2009). The protocol specified the aim, search terms, databases and websites to be
searched, study selection criteria, supplementary manual search strategies, data extraction system,
study quality assessment procedures, and data synthesis methods. A data extraction and quality
assessment form are contained in appendix A.

4.3.1 Search terms

Record titles, abstracts, and keywords were searched in the electronic databases listed in the next
section. The terms child maltreatment or child abuse or synonyms were combined with the term
care or synonyms. The following is the specific search string that was used: (“child* maltreatment”
OR “child* abuse” OR “maltreat ted child*” OR “abused child*” OR “child sexual abuse” OR CSA
OR (“physical abuse” AND child) OR (“emotional abuse” AND child) OR (“psychological abuse”
AND child) OR (neglect AND child) OR (“child protection””) AND (care OR “foster care” OR
“residential care” OR institution®* OR orphan* OR reformatory OR boarding OR hospital OR
borstal).

4.3.2 Databases and websites

The following databases were searched: PsycINFO, Academic Search Complete, EMBASE,
Sociological Abstracts, Medline, Cumulative Index to Nursing and Allied Health Literature
(CINAHL), Web of Science, Applied Social Sciences Index and Abstracts (ASSIA), Education
Resources Information Centre (ERIC), and Cochrane Library. In addition the following websites
were searched for grey literature: www.greylit.org, www.opengrey.eu, Www.scopus.com,
www.scholar.google.com, www.google.com, and the UCD library database.

4.3.3 Inclusion and exclusion criteria

Compared with research on child abuse perpetrated in the community (considered in chapter 2) or
structural neglect of children in orphanages (addressed in chapter 3), the scientific literature on the
effects of child abuse perpetrated on children in long-term care is at an early stage of development.
There are relatively few studies on the effects of child abuse perpetrated on children in care, and
many have significant design limitations. Because of this, relatively liberal inclusion and exclusion
criteria were used in this literature search. Quantitative and qualitative studies of the effects of child
maltreatment on physical and mental health and social adjustment across the lifespan, for
individuals who as children were in long-term care were included. Journal articles, book chapters,
books, conference proceedings, dissertations, and grey literature were included. Multiple
publications of the same study, where the same data were analysed in different ways were also
included. Discursive papers including non-systematic narrative reviews, theoretical papers,
editorials, and letters were excluded. The search was not confined to English language publications.

4.3.4 Search process

Records identified in electronic searches were downloaded to EndNote (http://endnote.com).
Covidence (https://www.covidence.org/) was used for record screening, data extraction, and quality
assessment. In addition to electronic searches, a supplementary manual search was conducted.
Bibliographies of papers and tables of contents of relevant journals (Child Abuse and Neglect,
Child Abuse Review, Child Maltreatment, Child Welfare, Trauma Violence and Abuse, Adoption
and Fostering) were searched. Established research teams in the field, who had published more than
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three recent papers, were also contacted.

Figure 4.1 contains a PRISMA flow diagram of the search process (Moher et al., 2009).
Through electronic and manual searches 3077 separate records were identified after duplicates were
removed. When the titles and abstracts of these were screened, 115 relevant papers were
downloaded for full text screening. A final set of 49 documents which met inclusion and exclusion
criteria were selected for review. These 49 documents described 46 studies, of which 21 were
primary studies and 25 were secondary studies.

There were six papers, published between 1996 and 2015, describing studies in which
respondents were children or adolescents. One of these was from the USA (Benedict et al., 1996);
one was from the UK (Hobbs et al., 1999); one was from Finland (Ellonen & P6s6, 2011); one was
from Romania (Gavrilovici & Groza, 2007), and two were from Tanzania (Hermenau et al., 2014,
2015). The remaining 43 documents described studies of adult survivors of institutional abuse.
Nine, published between 1999 and 2010, were from Canada. Eight of these were produced by the
same research team (Boucher et al., 2008; Paré¢, et al., 2010; Perry et al., 2003, 2005a, 2005b, 2006;
Sigal et al., 1999, 2002), and one by another research group (Wolfe et al., 2006). Six documents,
published between 2009 and 2010, which included a major report (Carr, 2009) and a series of five
related papers, were from Ireland (Carr et al., 2009, 2010; Fitzpatrick et al., 2010; Flanagan et al.,
2009; Flanagan-Howard et al., 2009). There were three papers, published between 2011 and 2015,
from the USA (Jackson et al., 2011; Morton, 2015; Salazar et al., 2011); two papers, published in
2012, from Australia (Bode, & Goldman, 2012; Goldman, & Bode, 2012); one report produced in
2013 from the Netherlands (Deetman et al., 2013); and one German study published in 2014
(Sprober et al., 2014). There was a series of 12 related papers by the same research group, published
between 2014 and 2017, from Austria (Gliick et al., 2017; Kantor et al., 2017a; Knefel & Lueger-
Schuster, 2013; Knefel et al., 2015, 2016; Lueger-Schuster, 2013; Lueger-Schuster, et al., 2018;
Lueger-Schuster, Butollo et al., 2015; Lueger-Schuster, Kantor et al., 2014; Lueger-Schuster,
Weindl et al., 2014; Weindl, 2017; Weindl & Lueger-Schuster, 2016). Finally, there was a series of
nine related papers by a single research group, published between 2013 and 2016, from Switzerland
(Burri et al., 2013; Krammer et al., 2016; Kiiffer, O'Donovan et al., 2016; Kiiffer, Thoma et al.,
2016; Kuhlman et al., 2013; Maercker et al., 2014; Maercker et al., 2016; Rechsteiner et al., 2015;
Simmen-Janevsk et al., 2014, 2015).

4.3.5 Series of papers

In each of the series of papers from Canada, Ireland, Austria, and Switzerland, multiple papers
describe analyses of the same data set.

In the series of papers from Canada two primary studies are described in Sigal et al. (1999)
and Sigal et al. (2002). The remaining papers describe analyses (Boucher et al., 2008; Perry et al.,
2003, 2005a, 2005b, 2006) or case studies (Par¢, et al., 2010; Perry et al., 2006) based on the data
set in the primary study by Sigal et al. (2002). The paper by Boucher et al. 2008, which is in French,
summarizes results presented in English papers by Perry et al., 2003, 2005a, 2005b. The paper by
Paré¢, et al. (2010) which is in French, presents two of the seven case studies in the English paper by
Perry et al. (20006).

The papers from Ireland (Carr et al., 2009, 2010; Fitzpatrick et al., 2010; Flanagan et al.,
2009; Flanagan-Howard et al., 2009) describe analyses of the data set in a primary report (Carr,
2009).

The papers from Austria (Gliick et al., 2017; Kantor et al., 2017a; Knefel & Lueger-
Schuster, 2013; Knefel et al., 2015, 2016; Lueger-Schuster, Butollo et al., 2015; Lueger-Schuster,
Weindl et al., 2014; Weindl, 2017; Weindl & Lueger-Schuster, 2016) are all based on data from
three primary studies (Lueger-Schuster, 2013; Lueger-Schuster, et al., 2018; Lueger-Schuster,
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Kantor et al., 2014).

The papers from Switzerland (Burri et al., 2013; Krammer et al., 2016; Kiiffer, O'Donovan
et al., 2016; Kiiffer, Thoma et al., 2016; Maercker et al., 2014; Maercker et al., 2016; Rechsteiner et
al., 2015; Simmen-Janevsk et al., 2014, 2015) are based on data from a single primary study
(Kuhlman et al., 2013).

4.3.6 Translations

Six papers were translated from German to English. These included 5 papers from Austria (Gliick et
al., 2017; Kantor et al., 2017a; Lueger-Schuster et al., 2013; Weindl, 2017; Weindl & Lueger-
Schuster, 2016) and 1 paper from Switzerland (Simmen-Janevska et al., 2014). Two papers were
translated from French to English (Boucher et al., 2008; Paré et al., 2010).

4.3.7 Study quality assessment

The quality of selected quantitative studies was assessed with an adapted version of the Risk of Bias
Tool for Prevalence Studies (RoB, Hoya et al., 2012). For qualitative papers, study quality was
assessed with the National Institute for Clinical Excellence Quality Appraisal Checklist for
qualitative studies (NICE-QAC, NICE, 2012). Quantitative and qualitative research study quality
scores are given in Tables 4.1 and 4.2 respectively. All studies of the effects of child abuse in long-
term care on adjustment were of moderate quality.

4.3.8 Quantitative studies

From Table 4.1 it may be seen that 40 quantitative studies of the effects of child abuse in long-term
care on adjustment had five main limitations. First, studies were predominantly based on self-
selected convenience samples which were not representative of the general population of survivors
of child abuse in care. Participants in these studies were probably better adjusted, than abuse
survivors who did not volunteer to participate. Second, participants in 90% of samples had probably
or definitely experienced child abuse or neglect before entering care. It was therefore not possible to
accurately determine the extent to which their adjustment problems were due primarily to
institutional abuse. Third, the cross-sectional design of almost all studies meant that associations
which were found between indices of abuse and adjustment were correlational rather than causal.
Abuse may have caused adjustment problems or may have predated them, or survivors with
adjustment problems may have inadvertently selectively over-reported recollections of abuse.
Fourth, there was a control group in only 28% of studies. It was therefore not possible to say with
accuracy, the extent to which the adjustment problems shown by participants were worse than those
who were not abused in care. However, in some studies psychometric assessment instruments, for
which there were general population norms, circumvented this difficulty. Fifth, in 35% of studies
there were financial incentives for over-reporting child abuse or adult adjustment problems, because
results of assessments of child abuse or adjustment problems or both were used for redress or
compensation purposes.

On the positive side, the group of quantitative studies selected for review had a number of
design features that allow a degree of confidence to be placed in their results. They involved
relatively large samples, with 65% having samples greater than 100. In over 90% of studies data
were collected directly from participants; the same mode of data collection was used for all
participants; an acceptable case definition was used; reliable and valid assessment instruments were
used; and data were analysed using appropriate methods.

The strengths and weaknesses of the group of quantitative studies selected for review allow
considerable confidence to be placed in the associations found between indices of childhood
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institutional abuse and adjustment. However, they limit the certainty with which causal statements
may be made about the effects of institutional abuse on adult adjustment. They also limit the
confidence with which statements may be made about the generalisability of the findings to all
survivors of abuse in long-term residential child care.

4.3.9 Qualitative studies

From Table 4.2 it may be seen that 6 qualitative studies of the effects of child abuse in long-term
care on adjustment had two main limitations, both concerning reliability. In all studies only one
method of data collection was used, so triangulation was not possible. In all studies transcripts were
coded or rated by a single person, so inter-coder or inter-rater reliability was not determined.

On the positive side, the group of qualitative studies selected for review had a number of
features that allow a degree of confidence to be placed in their results. In all studies a qualitative
approach was appropriate. There was a clear research objective. Data collection was well
conducted, and data were rich. Study design and data analysis were rigorous. The role of the
researcher, the research context, and ethical issues were clearly described. Study findings were
convincing and relevant to study objectives. Conclusions were supported by the results of data
analysis.

The strengths and weaknesses of the group of qualitative studies selected for review allow
considerable confidence to be placed in their results and conclusions. The only caveat is that there is
a lack of clarity about the reliability of data.

4.3.10 Inter-rater agreement

Two research assistants (HD and FC) were trained by the principal investigator (AC) in using the
systematic review protocol to identify studies of the effects of child abuse in long-term care on
adjustment. Pairs of members of the research team independently conducted searches, study
selection, data extraction and study quality assessments. Disagreements were resolved by
discussion. Percentage agreement and Krippendorff’s alpha (Hayes & Krippendorff, 2007) were
used to determine inter-rater agreement and reliability. From Table 4.3 it may be seen that there
was a high level of inter-rater agreement. For both screening records and full texts there was a 95%
agreement rate. For data extraction agreement rates ranged from 79 to 100% and Krippendorft’s
alpha values ranged from 0.66 to 1.00. Quantitative research paper quality assessment agreement
rates ranged from 98 to 100% for RoB items and the Krippendorff’s alpha value for the 11-item
scale was 0.99. Qualitative research paper quality assessment agreement was 100% for NICE-QAC
items and the Krippendorff’s alpha for the 14-item scale was 1.

4.4 RESULTS
4.4.1 Study design features and participants’ demographic characteristics

Study design features and participants’ demographic characteristics in studies of the effect of child
abuse in long-term care on adult adjustment are given in Table 4.4. From Table 4.4 it may be seen
that the 46 quantitative and qualitative studies were published between 1996 and 2017. Data
collection spanned the period from 1984-2016. There were 16 single cohort cross-sectional studies;
10 studies of subgroups or process studies within a single cohort cross-sectional study; 12
controlled cross-sectional studies, one of which included a qualitative analysis of a subgroup of
cases within the same paper; five other qualitative studies; and two longitudinal single cohort
studies. There were 21 primary studies containing non-overlapping data sets (Benedict et al., 1996;
Bode & Goldman, 2012; Carr, 2009; Deetman et al., 2013; Ellonen & P3so, 2011; Gavrilovici &
Groza, 2007; Goldman & Bode, 2012; Hermenau et al., 2014, 2015; Hobbs et al., 1999; Jackson et
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al., 2011; Kuhlman et al., 2013; Lueger-Schuster, 2013; Lueger-Schuster et al., 2017; Lueger-
Schuster, Kantor et al., 2014; Morton, 2015; Salazar et al., 2011; Sigal et al., 1999, 2002; Sprober et
al., 2014; Wolfe et al., 2006). Within these 21 primary studies there were 3,856 survivors of abuse
while in care, and 1,577 cases who had not experienced institutional child abuse in control groups.
In the 6 primary studies of young people, their mean age was 11, with a range from 1-18 years. The
mean number of females in these studies was 52%, with a range of 46% to 61%. In the 15 primary
studies of adults, their mean age was 54, with a range from 12-101 years. The mean number of
females in these studies was 39%, with a range of 0% to 100%.

4.4.2 Child care experiences

Child care experiences in studies of the effects of child abuse on survivors in long-term care on
adjustment are given in Table 4.5. To avoid duplication of results, only data from primary studies
(where such data are available) are presented in the table. Data from secondary studies are not
given. In the 19 relevant primary studies survivors were abused within a range of different types of
settings including foster care, child care centres, orphanages, reformatories, borstals, young
offender institutions, secure units, boarding schools, industrial or farming facilities, long stay health
care facilities, and group hostels or homes. In nine studies survivors were mainly abused within
Catholic institutions, with a range from 51% to 100%. (Bode & Goldman, 2012; Carr, 2009;
Deetman et al., 2013; Goldman, & Bode, 2012; Lueger-Schuster, Kantor et al., 2014; Sigal et al.,
1999, 2002; Sprober et al., 2014; Wolfe et al., 2006). In one of these 18% of cases were abused by
Catholic clergy outside institutions in parishes or churches (Lueger-Schuster, Kantor et al., 2014).
Seven studies included survivors who were mainly abused within state foster care with a range from
10% to 100%. (Benedict et al., 1996; Hobbs et al., 1999; Jackson et al., 2011; Kuhlman et al., 2013;
Lueger-Schuster, et al., 2018; Morton, 2015; Salazar et al., 2011). In one of these studies a small
number of survivors (16%) were abused within non-religious residential institutions (Hobbs et al.,
1999). In two studies survivors were mainly abused within non-religious institutions (Gavrilovici &
Groza, 2007; Lueger-Schuster, 2013). There was one comparative study in which survivors had
been sexually abused in Catholic (38%), Protestant (12%), and non-religious (49%) residential
institutions (Sprober et al., 2014). Age-related data on residential care experiences were given in
seven studies (Benedict et al., 1996; Carr, 2009; Gavrilovici & Groza, 2007; Hermenau et al., 2014;
Kuhlman et al., 2013; Sigal et al., 1999, 2002). The average age when participants entered
residential care was 5 years, with a range from less than 1 year to 16 years. The average duration of
their time in care was 9 years, with a range from 0 to 26 years.

4.4.3 Child abuse experiences

Detailed data were available on child abuse experiences of participants in 19 of 21 primary studies
of the effects of child abuse experiences in long-term care on adjustment (Benedict et al., 1996;
Bode, & Goldman, 2012; Carr, 2009; Deetman et al., 2013; Ellonen & P3so, 2011; Gavrilovici &
Groza, 2007; Goldman, & Bode, 2012; Hobbs et al., 1999; Jackson et al., 2011; Kuhlman et al.,
2013; Lueger-Schuster, 2013; Lueger-Schuster, et al., 2018; Lueger-Schuster, Kantor et al., 2014;
Morton, 2015; Salazar et al., 2011; Sigal et al., 1999, 2002; Sprober et al., 2014; Wolfe et al., 2006).
A summary is given in Table 4.6. Detailed data on child abuse experiences were unavailable for the
other 2 primary studies (Hermenau et al., 2014, 2015). To avoid duplication of results, data from
secondary studies are not given in the table. From Table 4.6 in may be seen that survivors had
suffered a range of different types of abuse. Ten studies reported rates of intrafamilial maltreatment
prior to entering residential care and these ranged from 0% to 80%, with a mean of 38%. In 13
studies rates of child abuse in long-term residential care were given. These ranged from 39% to
100% with a mean of 88%. Fifteen studies reported rates of sexual abuse in residential care and
these ranged from 15% to 100%, with a mean of 67%. Thirteen studies reported rates of physical

70



abuse in residential care and these ranged from 14% to 100%, with a mean of 63%. Eight studies
reported rates of emotional abuse in residential care and these ranged from 16% to 99%, with a
mean of 71%.

4.4.4 Mental health outcomes of survivors of child abuse in long-term care

Detailed data were available on mental health outcomes in 16 primary studies (Benedict et al.,
1996; Carr, 2009; Deetman et al., 2013; Ellonen & P6s0, 2011; Hermenau et al., 2014, 2015; Hobbs
et al., 1999; Kuhlman et al., 2013; Lueger-Schuster, 2013; Lueger-Schuster, et al., 2018; Lueger-
Schuster, Kantor et al., 2014; Sigal et al., 1999, 2002; Sprober et al., 2014; Wolfe et al., 2006) and
three secondary studies (Knefel et al., 2013; 2016; Burri et al., 2013) which supplied additional
information not contained in primary studies. From Table 4.7 it may be seen that in the domain of
mental health, survivors of child maltreatment in long-term care had poor outcomes on a range of
variables. Across 19 studies in descending order of average frequency of occurrence these mental
health outcomes were: lifetime mental health problems diagnosed with the Structured Clinical
Interview for Axis I or II Disorders of DSM IV (SCID I and II, First et al., 1996; 1997; Wittchen et
al., 1997) (M = 84%, Range = 82% - 88%, k = 3), general mental health problems (M = 67%, Range
26% - 88%, k= 10), anxiety disorders (Lifetime: M = 58%, Range 13% - 83%, k= 4; Current: M =
41%, Range 36% - 52%, k = 3), PTSD (Lifetime: M = 51%, Range 7% - 74%, k = 5; Current: M =
33%, Range 17% - 54%, k= 7), depressive disorders (Lifetime: M = 44%, Range 13% - 63%, k=5;
Current: M =29%, Range 23% - 48%, k = 6), personality disorders (Current: M = 41%, Range 25%
- 65%, k= 3), drug and alcohol use disorders (Lifetime: M = 37%, Range 0% - 66%, k = 4; Current:
M = 9%, Range 0% - 21%, k= 4), and complex PTSD (Current: M = 19%, Range 17% - 21%, k=
2). What follows are more detailed comments on these findings.

4.4.4.1 General mental health. Across 10 studies where rates of general mental health were
assessed, between 26% and 88% of participants had significant current mental health problems or
had experienced such problems at some point during their lifetime (including their past and current
status). The average rate of mental health problems across these 10 studies was 67%. In calculating
this average, lifetime rates of diagnoses were used where these were reported. Otherwise current
rates of diagnoses were used. In this context, mental health problems indicate that participants met
the diagnostic criteria for one or more psychiatric disorders, had significant psychological problems
on a psychometric instrument that assessed some aspect of mental health, or were judged to have
mental health difficulties by a health professional in a clinical or helpline interview. The rate of
mental health problems at any point in the lifetime, assessed with the SCID I or II was given in 3
studies and ranged from 82% to 88% (Carr, 2009; Lueger Schuster et al., 2013; Wolfe et al., 2006).
This is particularly important result, because the SCID assesses mental health problems using
diagnostic criteria in the American Psychiatric Association’s (1994) Diagnostic and Statistical
Manual of Mental Disorders — Forth Edition (DSM-1V), which is widely used internationally and
has good reliability. Across three studies, between 10% and 43% of cases had more than two
current or past comorbid psychiatric disorders (Carr, 2009; Sprober et al., 2014; Wolfe et al., 2006).

4.4.4.2 Anxiety disorders. Across five studies rates of current and lifetime anxiety
disorders (including PTSD) ranged from 13% to 83%. This wide range of variability was due, in
part, to the timeframe for assessment (current or lifetime) and criteria used (DSM-IV or
participants’ judgement). Across 3 studies, rates of current anxiety disorders ranged from 36% to
52%, with a mean of 41%. Across 4 studies, rates of lifetime anxiety disorders ranged from 13% to
83% with a mean of 58%.

4.4.4.3 Post-traumatic stress disorder (PTSD). Across 9 studies rates of current and
lifetime PTSD ranged from 7% to 74%. This wide range of variability was due, in part, to the
timeframe for assessment of PTSD (current or lifetime), and the diagnostic criteria used. A range of
criteria was used including those given in DSM-IV (APA, 1994), the World Health Organization’s
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International Classification of Diseases — Tenth edition (ICD-10, WHO, 1992), and eleventh edition
(ICD-11, http://www.who.int/classifications/icd/revision/en/), and participants’ own judgement.

Across 7 studies using a variety of criteria, rates of current PTSD ranged from 17% to 54% with a
mean of 33%. Across 5 studies using a variety of criteria, rates of lifetime PTSD ranged from 7% to
74% with a mean of 51%. Where both ICD-10 and ICD-11 diagnostic criteria for PTSD were used
in the same study, the ICD-11 criteria yielded a lower rate (38% v 53%, Knefel et al., 2013). In two
studies where complex PTSD was assessed, rates ranged from 17% to 21%, with a mean of 19%.

4.4.4.4 Depressive disorders. Across 7 studies rates of current and lifetime depressive
disorders (including major depressive disorder and dysthymia) ranged from 13% to 63%. This wide
range of variability was due, in part, to the timeframe for assessment (current or lifetime) and
criteria used (DSM-IV, participants’ judgement, or the Geriatric Depression Scale (Sheikh &
Yesavage, 1986). Across 6 studies, rates of current depressive disorders ranged from 23% to 48%,
with a mean of 29%. Across 5 studies, rates of lifetime depressive disorders ranged from 13% to
63% with a mean of 44%.

4.4.4.5 Personality disorders. Across 3 studies rates of DSM-IV personality disorders
ranged from 25% to 65%, with a mean of 41%.

4.4.4.6 Drug and alcohol disorders. Across 4 studies rates of current and lifetime drug and
alcohol disorders ranged from 0% to 66%. This wide range of variability was due, in part, to the
timeframe for assessment (current or lifetime). Across 4 studies, rates of current drug and alcohol
disorders ranged from 0% to 21%, with a mean of 9%. Across 4 studies, rates of lifetime drug and
alcohol disorders ranged from 0% to 66% with a mean of 37%.

4.4.5 Comparison of rates of mental health disorders in studies of survivors of child
abuse in long-term care and international community surveys

In Figure 4.2 lifetime and current prevalence rates of psychiatric disorders of survivors of child
abuse in long-term care and participants in international community samples are presented.
Prevalence rates for survivors of institutional abuse are means from rates in Benedict et al. (1996),
Burri et al. (2013), Carr (2009), Knefel et al. (2013, 2016), Kuhlman et al. (2013) Lueger-Schuster
(2013), Lueger-Schuster, et al. (2017) Lueger-Schuster, Kantor et al. (2014) Sprober et al. (2014),
and Wolfe et al. (2006). Where available, community sample prevalence rates are from reviews or
meta-analyses of multiple studies (Baumeister & Harter, 2007; Baxter et al., 2013; Ferrari et al.,
2013; Koenen et al., 2017; Tyrer et al., 2010). Otherwise they are from the US National
Comorbidity Survey - Replication (Kessler & Wang, 2008). Current prevalence rates from
community surveys are based on a 12-month period. With the exception of current alcohol and drug
use disorders, the prevalence rates of psychiatric disorders in survivors of child abuse in long-term
care were significantly higher than those in international community samples. The difference in
prevalence rates for all disorders, except alcohol and drug use disorders, ranged from 22% to 47%.
The rates of lifetime and current PTSD for institutional abuse survivors were at least ten times
higher than those in normal community samples. The rate of personality disorders of institutional
abuse survivors was more than five times higher than that in normal community samples. The rates
of lifetime and current anxiety and depressive disorders and lifetime alcohol and drug use disorders
of institutional abuse survivors were at least twice as high as those in normal community samples.
These vastly differing prevalence rates underline the strong association between institutional child
abuse and adverse mental health outcomes.

4.4.6 Physical health and psychosocial outcomes of survivors of child abuse in long-
term care.

Detailed data were available on physical health and psychosocial outcomes in 16 primary studies
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(Benedict et al., 1996; Bode, & Goldman, 2012; Carr, 2009; Deetman et al., 2013; Ellonen & P6s0,
2011; Gavrilovici & Groza, 2007; Goldman, & Bode, 2012; Hobbs et al., 1999; Kuhlman et al.,
2013; Lueger-Schuster, 2013; Lueger-Schuster, et al., 2018; Lueger-Schuster, Kantor et al., 2014;
Sigal et al., 1999, 2002; Sprober et al., 2014; Wolfe et al., 2006). A summary is given in Table 4.8.

From Table 4.8 it may be seen that in the domain of physical health, across 6 studies, 6% to
74% of survivors of child maltreatment in long-term care had frequent physical illness, with a mean
30%. In the single study where it was assessed, 28% had been frequently hospitalized for physical
health problems.

From Table 4.8 it may be seen that in the domain of psychosocial adjustment, significant
proportions of survivors of child maltreatment in long-term care had poor outcomes on 12 variables.
In descending order of average frequency of occurrence these were: educational problems (school
problems, not finishing high school, or learning difficulties) (M = 59%, Range = 18% - 100%, k =
7), poverty (unemployment, unskilled or semiskilled job) (M = 56%, Range = 43% - 73%, k= 3),
marital adjustment (never married, separated or divorced) (M = 39%, Range = 29% - 55%, k=9),
non-violent crime (M = 37%, Range = 22% - 51%, k = 3), sexual problems (M = 31%, Range =
23% - 46%, k = 3), violent crime (M = 30%, Range = 10% - 39%, k = 4), suicidality and self-harm
(M =29%, Range = 14% - 63%, k = 6), anger control problems in intimate relationships (M = 25%,
Range = 20% - 49%, k = 3), homelessness (21%, k= 1), anger control problems with children
(13%, k= 1), imprisonment (M = 12%, Range = 3% - 21%, k = 2), and children taken into care (4%,
k=1).

Average rates of adverse physical health and psychosocial outcomes is studies of survivors
of child abuse in long-term care are summarized in Figure 4.3. Where data were available form only
a single study, this is given in Figure 4.3 instead of the mean from multiple studies.

4.4.7 Key findings from studies of outcomes of child abuse in long-term care

Key results from 49 documents describing 21 primary studies and a series of related secondary
studies of the effects of child abuse in long-term care on adjustment are given in Table 4.9. What
follows is a summary of these key findings, along with an account of the contexts within which
these studies were conducted. The limitations of each of the quantitative and qualitative studies are
given in Tables 4.1 and 4.2 respectively, which document the presence or absence of design
features which contribute to the scientific quality of studies.

4.4.7.1 Studies of the outcomes for children and adolescents abused in long-term care

There were six papers, published between 1996 and 2015, describing studies in which respondents
were children or adolescents. One of these was from the USA (Benedict et al., 1996). One was from
the UK (Hobbs et al., 1999). One was from Finland (Ellonen & P&s6, 2011). One was from
Romania (Gavrilovici & Groza, 2007). Finally, two were from Tanzania (Hermenau et al., 2014,
2015).

4.4.7.1.1 USA Baltimore study

Benedict et al. (1996), at John Hopkins University, conducted a retrospective archival study of the
adjustment of children abused in foster care in Baltimore City Department of Social Services,
Maryland USA. Data were abstracted from case files of all children abused in foster care in
Baltimore between 1984 and 1988, and a random sample of 229 non-abused children in foster care.
84% of participants were African American and 53% of children had health problems before
entering foster care. These children came from families in which 70% of birth mothers had health
problems, 31% had alcohol use problems, 22% had drug use problems, and 24% had psychiatric
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problems.

4.4.7.1.1.1 Maltreatment experiences. In foster care 49% of children had been sexually
abused, 24% physically abused, and 27% had suffered significant neglect. Being abused while in
foster care was significantly more likely for girls than boys, for those with developmental problems
prior to foster care, for those with emotional problems during foster care, and for children placed in
non-kinship foster care. For the sexually abused young people in 2/3 of cases the perpetrator was a
foster carer, and in 2/3 of cases sexual abuse involved attempted or actual penetration. More girls
than boys were sexually abused (79% v 21%), and more sexually abused children had
developmental delays in cognitive, language or motor development than non-abused children (27%
v 12%). Compared with non-abused children, significantly more physical and sexually abused
children were over 2 years when first placed in foster care (73% v 51%); they had been in more
residential or foster care settings (7 v 3); and overall had spent less time in care (10 v 6 years).
Sexually abused and neglected children were significantly more likely to be in non-kinship foster
care than non-abused children (82% v 61%).

4.4.7.1.1.2 Physical and mental health and psychosocial adjustment outcomes. In the
physical health domain 74% had significant problems. In the mental health domain 72% had
significant problems, 48% were depressed, and 52% were anxious. In the psychosocial adjustment
domain, 17% were, or had been suicidal. Compared with non-abused children, significantly more
abused children had physical health (74% v 59%), mental health (72% v 43%), and behavioural
problems (78% v 58%), and developmental delays (53% v 28%). Compared with children who had
suffered other forms of maltreatment significantly more sexually abused children had mental health
problems (87% v 65%), especially depression (68% v 38%).

4.4.7.1.2 The UK Leeds study

In the 1980s and 90s, paediatricians in Leeds were referred an increasing number of children who
were in foster or residential care for assessment of physical or sexual abuse. These included a small
number of high-profile cases including 2 fatalities, one in 1986 and one in 1995. In this context,
Hobbs et al. (1999) at Leeds University Hospital conducted a study of 158 child survivors of
physical and/or sexual abuse who were in care in Leeds. Children in foster or residential care about
whom there were concerns regarding physical or sexual abuse over the 6-year period 1990—-1995
were identified retrospectively from medical reports written following full assessments by
paediatricians experienced and specially trained in this work using procedures described in Hobbs
et al., (1993). Of the 158 children, 133 were in foster care and 25 were in residential care. The mean
age was 10, with a range from 1-18 years and 52% were female.

4.4.7.1.2.1 Maltreatment experiences. 52% had been sexually abused, 34% physically
abused and 13% both physically and sexually abused. Abuse was very severe in 39% of cases with
1 death, 8 children with burns, 18 with genital penetration, and 34 with anal penetration. 80% had
been maltreated prior to entering care. 39% had been abused by foster parents or residential care
staff, 23% by parents during visits, and 31% by peers or others.

4.4.7.1.2.2 Mental health outcomes. 44% had significant behavioural problems indicative
of mental health disorders and 25% had sexualized behaviour problems. 24% had learning
difficulties including Down’s syndrome, cerebral palsy, and hearing impairment, all of which
predated child abuse.

4.4.7.1.3 The Finnish study

Ellonen and P6s6 (2011) at the University of Tampere in Finland conducted a cross-sectional cohort
study of a nationally representative probability sample of 13,459 adolescents in 2008. They were
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aged 12 -16 years; 50% were female; and 113 were in care at the time of the survey. All of the
results given below concern the 113 adolescents who were in care. Participants completed online
questionnaires which included the Parent-Child Conflict Tactics Scale (CTSPC, Strauss et al., 1998)
to assess abuse, the Strengths and Difficulties questionnaire (SDQ, Goodman et al., 1998) to assess
mental health, and the Juvenile Victimization Questionnaire (JVQ, Finklehor, 2008) to assess
victimization in the community.

4.4.7.1.3.1 Maltreatment experiences. On the CTSPC 18% had experienced physical abuse
and 58% emotional abuse.

4.4.7.1.3.2 Mental health and psychosocial adjustment outcomes. On the SDQ 26% had
internalizing behaviour problems such as depression or anxiety, 21% had externalizing behaviour
problems such as aggression or rule breaking, and 17% had problems with pro-social peer
relationships. On the JVQ 48% and 43%, respectively, had been victims of violence and stealing in
the community, while 39% had engaged in property damage and 39% in violent delinquency. In the
mental health domain, there was no significant association between physical and emotional abuse
on the one hand, and mental health problems (internalizing and externalizing behaviour problems
and problems with pro-social behaviour) on the other. In the psychosocial adjustment domain, there
were significant associations between having experienced emotional abuse, and both being
violently victimized and engaging in delinquency (violence and property damage) in the
community.

4.4.7.1.4 The Romanian study

Gavrilovici and Groza (2007) at Alexandru [oan Cuza University in Romania conducted a cross-
sectional study of 448 children under 18 years in 6 state run residential institutions in Iasi County in
North eastern Romania. Participants’ mean age was 13 years, and 52% were female. They had been
in institutional care for an average of 6 years, with a range from 8-17 years. 35% were from 2
parent families, 37% from single parent families, and the remainder had no parents. Data were
collected by interview for pre-adolescents and by paper and pencil questionnaire for adolescents.
The assessment pack included the Recent Exposure to Violence Scale (REVS, Singer et al., 1995,
1888) to assess abuse and the Trauma Symptom Checklist for Children (TSCC, Briere, 1996, Singe
et al., 1998) to assess trauma symptoms.

4.4.7.1.4.1 Maltreatment experiences. 71% had been physically abused (slapped, hit,
punched or pushed), 41% had been severely physically abused (beaten up), and 29% had been
sexually abused.

4.4..7.1.4.2 Mental health and psychosocial adjustment outcomes. In the mental health
domain, there were significant associations between exposure to violence (including being abused
or witnessing abuse) and depression, anxiety, post-traumatic stress, anger, and dissociation. In the
psychosocial adjustment domain, 61% had engaged in aggressive behaviour (hitting), 31% in very
aggressive behaviour (beating up), and 10% in extremely aggressive behaviour (attacking with a
knife); and 18% had experienced suicidal ideation.

4.4.7.1.5 The Tanzanian studies

Hermenau et al. (2014, 2015) at the University of Konstanz in Germany conducted two studies of
the effects of maltreatment on orphans in Tanzania. In one study they compared the adjustment of
maltreated orphans with demographically matched controls (Hermenau et al. 2015), and in the other
they compared the adjustment of maltreated orphans placed in institutions before and after four
years of age (Hermenau et al., 2014).

4.4.7.1.5.1 Comparison of orphans with controls. Hermenau et al. (2015) compared 89
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orphans and 89 demographically matched controls. Their mean age was 11, with a range of 6-15
years, and 49% were female. The orphans lived in foster care or residential children’s homes and
controls lived with their birth families. They were assessed by interview which included the
Maltreatment and Abuse Chronology of Exposure-Paediatric Interview (pedMACE, Isele et al.,
2013) to assess child abuse, the UCLA PTSD Reaction Index (UCLA PTSD-RI, Steinberg et al.,
2004) to assess PTSD, the Children’s Depression Inventory (CDI, Sitarenios & Kovacs, 1999) to
assess depression, the Reactive-Proactive Questionnaire (RPQ, Raine et al., 2006) to assess
aggression, the SDQ to assess mental health-related behaviour problems, and a series of 10
questions to assess perceived stigma.

4.4.7.1.5.2 Maltreatment experiences. 97% of orphans and 93% of controls had
experienced child abuse, while 56% of orphans and 32% of controls had experienced neglect.

4.4.7.1.5.3 Mental health outcomes. Compared with controls, orphans had significantly
more post-traumatic stress symptoms, depressive symptoms, and aggressive behaviour, but not
behaviour problems on the SDQ. Among orphans there was a significant association between child
abuse, neglect and stigmatization on the one hand, and behaviour problems on the SDQ on the
other. Among orphans there was also a significant association between neglect and stigmatization
on the one hand, and depression on the other, and stigmatization moderated the relationship
between neglect and depression. For orphans who perceived a high level of stigma, there was a
stronger association between neglect and depression than for those with low stigma.

4.4.7.1.5.4 Comparison of orphans placed before and after 4 years of age. Hermenau et
al. (2014) compared 35 orphans placed in care before four, with 35 placed in care after four years of
age. The mean age of participants was 10, with a range from 8-15 years, and 46% were female.
Those placed in institutions before and after 4 years had spent an average of 8 and 3 years in
institutions respectively. 80% of those placed in institutions before 4 years and 63% of those placed
in institutions after 4 years were still in institutions at the time of data collection. Participants were
assessed by interview which included the pedMACE to assess child abuse, the CDI to assess
depression, the RPQ to assess aggression, and the SDQ to assess mental health-related behaviour
problems.

4.4.7.1.5.5 Mental health outcomes. There was a significant association between age when
placed in an institution, and both the amount of maltreatment and variety of mental health problems.
Those placed in institutions before 4 years experienced greater maltreatment (on the pedMACE)
and a wider variety of mental health problems (on the CDI, RPQ and SDQ). For children placed in
institutions before 4 years (but nor for those placed after 4 years) there was a significant association
between maltreatment and mental health problems (on the CDI, RPQ and SDQ).

4.4.7.1.6 Comments on studies of the outcomes of children and adolescents abused in
long-term care

Collectively the results of these six studies show that there were significant associations between
child abuse in long-term care and physical health, mental health and psychosocial outcomes in
children and adolescents under 18 years. Adverse mental health outcomes included anxiety and
depression. Adverse psychosocial outcomes included antisocial behaviour, self-harm or suicidality,
and revictimization. The association between institutional child abuse and mental health outcomes
occurred in some, but not all contexts, or using all mental health assessment instruments. For
example, in two studies there was no significant association between institutional child abuse and
mental health assessed with the SDQ (Ellonen & P6s6, 2011; Hermenau et al., 2015), while in
another study the significant association between institutional child abuse and mental health
outcomes only occurred when children were placed in institutions before the age of four (Hermenau
et al., 2014). Sexual abuse had a particularly strong association with depression (Benedict et al.,
1996), and perceived stigma increased the effect of institutional neglect on depression (Hermenau et
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al., 2015). The main implication of these results is that risk and protective factors may increase or
decrease the vulnerability of children to the negative effects of child maltreatment in long-term
care, and that some assessment instruments may be more sensitive than others to adverse outcomes
of institutional abuse.

4.4.7.2 Canadian study of Duplessis’ Children who were abused in créches and
orphanages

Sigal, Perry and colleagues at Sir Mortimer B Davis Jewish General Hospital and McGill
University Montreal, Quebec in Canada conducted two studies of a group of adult survivors of
institutional abuse known as Duplessis’ Children. This group of survivors were called after a former
Premier of Quebec, Maurice Duplessis, whose policies led to the institutionalization and
maltreatment of illegitimate children in créches and orphanages run by Catholic nuns and brothers
(Gill, 1991; Roy, 1994). In poorly resourced creches these infants were deprived of intellectual
stimulation and attachment to a single caretaker. In orphanages, many were physically and sexually
abused. Maltreatment was mainly perpetrated by lay caretakers working under the management of
religious nuns and brothers. In adolescence, male orphans were sent to work as indentured labourers
on farms, or to reformatories if they absconded. Females worked as house maids. In these contexts,
often abuse continued.

The two studies conducted by Sigal, Perry and colleagues are described in eight documents
(Boucher et al., 2008; Paré et al., 2010; Perry et al., 2003, 2005a, 2005b, 2006; Sigal et al., 1999,
2002). The first study is described in Sigal et al. (1999). The second is described in a report by Sigal
et al. (2002) and in a series of six papers based on this report (Boucher et al., 2008; Paré et al.,
2010; Perry et al., 2003, 2005a, 2005b, 2006). Two of these six papers are in French and cover
material presented more comprehensively in the four papers published in English. The French paper
by Paré et al. (2010) presents two of seven case studies previously presented in the English paper by
Perry et al. (2006). The French paper by Boucher et al. (2008) summarizes results of a report (Sigal
et al., 2002) and journal articles (Perry et al., 2005a, 2005b, 2006; Sigal et al., 2003) written in
English.

4.4.7.2.1 The first study of Duplessis’ Children

Sigal et al., (1999) conducted a retrospective controlled study of a self-selected convenience sample
of 31 adult survivors of institutional maltreatment in Quebec orphanages. Participants were
recruited from a survivors’ self-help group and a demographically matched comparison group of
446 adults raised within their birth families. The comparison group was drawn from a general
health survey of a representative sample of Quebec residents. The mean age of survivors was 55,
with a range from 45 to 68 years; 19% were female; and all were of low socio-economic status. All
had been neglected and abused and 75% left institutional care at 14 years. Participants completed an
interview which included the short form of the Psychological Symptom Inventory (PSI, Kovess,
1982) and Stress Related Symptoms Inventory (SRS, Ilfeld, 1988) to assess wellbeing, distress and
stress-related symptoms, and a checklist of 28 chronic health problems.

4.4.7.2.1.1 Mental and physical health and psychosocial outcomes. Compared with the
control group, survivors had significantly poorer physical health, mental health, and psychosocial
adjustment. In the domain of physical health, compared with the control group, significantly more
survivors had stress-related illnesses (26% v 7%). In the domain of mental health, compared with
the control group, survivors had significantly higher levels of psychological distress and lower
levels of well-being. In the domain of psychosocial adjustment, compared with the control group,
survivors had significantly less education (4 years v 8 years), and significantly more had never
married (39% v 7%).
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4.4.7.2.2 The second study of Duplessis’ children

The second study of Duplessis’ Children overcame shortcomings of the first study by using a larger
random sample of survivors containing approximately equal numbers of males and females (Sigal et
al., 2002). Participants were 81 adult survivors of institutional maltreatment in Quebec orphanages
randomly selected from 185 members of a survivors’ self-help group, and a demographically
matched comparison group of 243 adults raised within their birth families. The comparison group
was drawn from a general health survey of a representative sample of Quebec residents. The mean
age of survivors was 59 years, with a range from 43 to 74; 51% were female; and all were of low
socio-economic status. Participants completed an interview which included the Traumatic and
Protective Antecedents Interview (TPAI, Perry et al., 2001) to assess maltreatment and protective
factors (personal strengths and positive relationships), a checklist of 28 chronic health problems, a
checklist of 12 medications, the PSI to assess psychological distress, the Defence Mechanism
Rating Scales (DMRS, Perry & Henry, 2001) to assess defence mechanisms, the Social and
Occupational Functioning Assessment Scale (SOFAS Hilsenroth et al., 2000) to assess social and
occupational functioning, and survey questions to assess social support, drug and alcohol use.

4.4.7.2.2.1 Maltreatment experiences and protective factors. Perry et al. (2005a) detailed
the childhood maltreatment experiences and protective factors of 81 adult survivors of institutional
abuse in the second Duplessis’ Children study. On the TPAI, survivors reported a high prevalence
of traumatic childhood experiences (including maltreatment and other adversities), counterbalanced
by modest levels attachment relationships and personal individual strengths. Most abuse survivors
reported multiple early adverse experiences. In descending order of frequency these were: unfair
rules and excessive punishment (or emotional abuse) (99%), physical abuse (96%), emotional
neglect (87%), witnessing violence (81%), verbal abuse from carers (67%), physical neglect (63%)),
sexual abuse (57%), serious illness (54%), betrayal (44%), loss (43%), deprivation (40%),
separations (33%), verbal abuse from peers (19%), and physical abuse by people other than carers
(17%). For 98% of survivors, maltreatment and adverse experiences occurred between 7 and 18
years, and for 77% they occurred prior to 6 years. More severe trauma occurred between 7 and 18
years than prior to 6 years. Men reported significantly more sexual abuse than women, and women
reported more emotional neglect than men.

In the domain of positive childhood relationships, 89% had an identifiable caretaker, 79%
had supportive peer relationships, and 51% had at least one supportive confiding relationship with
an adult. The corollary of this is that 49% had never had at least one supportive confiding
relationship with an adult, 21% had never experienced supportive peer relationships, and 11% had
never had an identifiable caretaker. In the domain of personal childhood strengths 94% reported at
least one of 10 childhood strengths. In descending order these were: assertive self-protectiveness
(38%), athletic physical competence (37%), empathy (18%), persistence (15%), sociability (15%),
attractive personality (11%), intelligence (8%), self-appraisal (6%), academic interests (5%), and
other strengths (4%). There were significant associations between positive childhood relationships
and positive relationships in adulthood; between childhood strengths and strengths in adulthood;
and between childhood trauma and further trauma in adulthood.

4.4.7.2.2.2 Physical and mental health and psychosocial outcomes. Sigal et al. (2003)
detailed the outcomes in adulthood of 81 adult survivors of institutional abuse in the second
Duplessis’ Children study. Compared with the control group, in adulthood, abuse survivors had
significantly poorer mental health, physical health, and psychosocial adjustment. In the domain of
physical health, compared with the control group, in adulthood significantly more survivors had
physical illnesses such as back pain (38% v 13%), joint pain (25% v 4%), headaches and migraine
(22% v 5%), and respiratory problems (23% v 6%). Compared with male controls, significantly
more male survivors used analgesics (38% v 15%) and tranquillizers (23% v 10%). In the domain
of mental health, compared with the control group in adulthood, abuse survivors had significantly
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higher levels of psychological distress (72% v 46%), and significantly more were depressed (15% v
2%). In the domain of psychosocial adjustment, compared with the control group in adulthood,
abuse survivors had significantly less education (4 years v 9 years), and significantly more had
never married (46% v 18%), had low levels of social support (45% v 21%), suicidal ideation (41%
v 13%), and attempted suicide (33% v 3%).

Perry et al. (2005b) detailed the association between childhood trauma and protective factors
on the one hand and adult adjustment on the other in the second Duplessis’ Children study. In the
domain of mental health, 82% of survivors had maladaptive defence mechanisms on the DMRS. In
the domain of psychosocial adjustment 59% of survivors showed moderate to severe impairment in
social and occupational functioning, and the sample as a whole showed moderate impairment in
social and occupational functioning as indicated by a mean SOFAS score of 58 on a 100-point
scale. Childhood trauma and childhood personal strengths (on the TPAI) jointly predicted 24% of
the variance in social and occupational functioning (on the SOFAS) in adulthood. There were
significant associations between childhood trauma (on the TPAI) and both adult psychological
distress (on the PSI) and social and occupational functioning (on the SOFAS) in adulthood. For
survivors who had few personal strengths in childhood, there were significant associations between
childhood trauma on the one hand, and psychological distress, adaptiveness of defence mechanisms,
and social and occupational functioning in adulthood on the other.

4.4.7.2.2.3 Case studies. Perry et al., (2006) presented qualitative case studies of 7
maltreatment survivors from the second Duplessis’ Children study. The case studies included 3
males and 4 females with a mean age of 60 and a range from 51 to 69 years.

All had experienced severe child maltreatment, notably severe long-term physical abuse, sexual
abuse, and neglect. In adulthood, their adjustment, which ranged from poor to good, was associated
with the constellation of child maltreatment and life adversities that they had experienced on the
one hand, and protective factors, notably positive relationships and personal strengths across the life
span on the other.

4.4.7.2.3 Comments on the Duplessis’ Children studies

The two quantitative Duplessis’ Children studies and the qualitative case studies show that there
were significant associations between prolonged institutional abuse in childhood and physical
health, mental health, and psychosocial adjustment in in later adulthood. The association between
institutional child abuse and outcomes in later adulthood was influenced by the constellation of
early adversities and protective factors experienced in childhood. Those who experienced greater
maltreatment and adversity in childhood, and who had fewer strengths and supportive relationships
in residential care were more vulnerable to adverse outcomes in later adulthood.

4.4.7.3 Canadian study of the outcomes of adult male survivors of child abuse in
Catholic institutions

Wolfe et al. (2006), at the University of Toronto, conducted a study of a convenience sample of 76
adult male survivors who had experienced multiple and severe incidents of physical, sexual, and/or
emotional abuse during childhood in residential religiously-affiliated institutions in Canada.
Participants in this study were recruited and assessed within the context of a class action lawsuit
which was announced in the media in 1997 to 1999. Men who had experienced child abuse in
religiously affiliated child care institutions were invited to be considered for the claims process.
These men had been placed as children in institutions because of their parents’ inability to care for
them, often due to illness or death of a parent, poverty, or alcohol problems. The men experienced
abuse between the early 1960s and the late 1980s. The abuse was not assessed until the 1990s. All
participants were male and had a mean age of 39 with a range of 23-54 years. They were evaluated

79



with the Trauma Symptom Inventory (TSI, Briere, 1995) which assessed trauma-related symptoms
over the preceding 6 months; the Personality Assessment Inventory (PAI, Morey, 1991) which
assessed psychological functioning, and the Structured Clinical Interview for DSM-IV axis I
disorders, Clinician Version (SCID-CV, First et al., 1996).

4.4.7.3.1 Maltreatment experiences. Most participants had experienced both physical and
sexual abuse. Two-thirds were survivors of severe and chronic physical and/or sexual abuse, which
included oral or anal sex, digital penetration, and beatings. In one-third of cases abuse was less
severe and involved sexual touching or fondling, masturbation, slapping, pushing, or hitting.

4.4.7.3.2 Mental health problems. Survivors in this study had a range of mental health
problems. 88% met the DSM-IV (APA,1994) diagnostic criteria for a lifetime diagnosis of a
psychiatric disorder, and 59% met the criteria for a current disorder. 43% had a history of 2 or more
comorbid disorders, and 22% had 2 or more current comorbid disorders. 63% met the DSM-IV
diagnostic criteria for a lifetime diagnosis of PTSD (PTSD), 42% met the criteria for a current
PTSD diagnosis, and 21% met the criteria for a PTSD diagnosis in the past. 66% met the DSM-IV
diagnostic criteria for a lifetime diagnosis of an alcohol use disorder, 21% met the criteria for a
current alcohol use disorder, and 45% met the criteria for an alcohol use disorder in the past. 37%
met the DSM-1V diagnostic criteria for a lifetime diagnosis of a mood disorder, 25% met the
criteria for a current mood disorder, and 12% met the criteria for a diagnosis of mood disorder in
the past. On the PAI the sample showed significant problems in the areas of traumatic stress
associated with PTSD and negative relationships associated with borderline personality disorder.
On the TSI the sample showed significant problems on the intrusive experiences, defensive
avoidance, and dissociation scales.

4.4.7.3.3 Social adjustment problems. Survivors in this study had a range of social
adjustment problems. 28% had a history of confusion concerning their sexual orientation and 22%
reported current confusion or uncertainty about this. 66% had a history of sexual problems in
personal relationships, and 46% were experiencing current sexual difficulties. For those who had an
intimate partner, 49% reported verbal and/or physical abuse of their partner. A history of
criminality was common. 51% had been arrested for a property offence, 49% for drug-related
offences, and 39% for a violent offence. On a number of demographic variables, there was also
evidence of social adjustment problems. 73% were either unemployed or employed in a semi- or
un-skilled position. 51% had not completed high school. 32% had never married.

4.4.7.4 Irish study of the outcomes of adult survivors of child abuse in Catholic
institutions

Carr and colleagues at University College Dublin, conducted a research programme involving 247
adult survivors who had experienced multiple, severe episodes of physical, sexual, and/or emotional
institutional abuse during childhood in Ireland. The results of the study are described the fifth
volume of the Ryan Report (Carr, 2009) and in a series of four academic papers (Carr et al., 2009,
2010; Fitzpatrick et al., 2010; Flanagan et al., 2009; Flanagan-Howard et al., 2009). A description
of the overall sample of 247 survivors is given in the paper by Carr et al., 2010 and the fifth volume
of the Ryan Report (Carr, 2009). The development of an instrument to assess trauma and coping
processes — the Institutional Child Abuse Process and Coping Inventory (ICAPCI) — and analyses
involving the ICAPCI are contained in a paper by Flanagan Howard et al., 2009 and the fifth
volume of the Ryan Report (Carr, 2009). Profiles of subgroups of survivors of severe sexual,
physical, and emotional abuse are given in a paper by Fitzpatrick et al., 2010. Profiles of subgroups
of resilient, poorly adjusted, and very poorly adjusted survivors are described in a paper by
Flanagan et al., 2009. Profiles of subgroups with different adult attachment styles are contained in a
paper by Carr et al., 2009. What follows is a summary of key findings from this study.

Participants in this study were recruited through the government initiated Commission to
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Inquire into Child Abuse (CICA) and were adult survivors of institutional child abuse which had
occurred in residential industrial schools and reformatories which were under the management of
the Catholic church. In 2005 1578 survivors attended CICA. The 247 participants in this study were
a 16% convenience sample who were eligible for inclusion (as they were not too disabled, and were
living in Ireland or the UK) and consented. The interviews for this study were conducted in Ireland
and the UK in 2005 and 2006 by a panel of 29 psychologists. Information from study interviews
were not used for redress purposes. The interview schedule inquired about participants’ life history
and included the following standardised instruments: an institutional and family version of the
Childhood Trauma Questionnaire (CTQ, Bernstein & Fink, 1998) to assessed physical sexual and
emotional abuse and physical and emotional neglect within institutions and within the family, the
Structured Clinical Interview for Axis I Disorders of DSM IV (SCID I, First et al., 1996), the
Structured Clinical Interview for DSM IV Personality Disorders (SCID II, First et al., 1997), the
Trauma Symptom Inventory (TSI, Briere, 1995), the past and present versions of the Child Abuse
Processes and Coping Inventory (ICAPCI, Flanagan-Howard et al., 2009) which assessed
institutional abuse trauma processes and coping styles in childhood and adulthood, the Experiences
in Close Relationships Inventory (ECRI, Brennan, Clark, & Shaver, 1998) which assessed adult
attachment style, the Kansas Marital Satisfaction scale (KMS, Schumm et al., 1986), the Kansas
Parenting Satisfaction Scales (KPS, James et al., 1985), the UK version of World Health
Organization Quality of Life Scale 100 (WHOQOL 100, Skevington, 2005) and the Global
Assessment of Functioning Scale (GAF, Luborsky, 1962).

4.4.7.4.1 Historical and demographic characteristics (Carr, 2009; Carr et al., 2010). The
247 participants in this study entered Irish Catholic child care institutions for various reasons
including their parents being unable to look after them (42%), personal prosecution for petty crime
(24%), illegitimacy (19%), and parental death (14%). They had spent an average of 10 years living
in institutions, having entered at an average age of 5 years. Institutions in which they lived were
managed by nuns in 49% of cases, brothers or priests in 31% of cases, and 20% had been in
institutions under both types of management. It had been 22—65 years since survivors had suffered
institutional abuse. They had a mean age of 60 with a range from 40-83 years, and 45% were
female. 55% were married or cohabiting and the remainder were single, widowed or divorced. 25%
had graduated from high school or university.

4.4.7.4.2 Maltreatment experiences (Carr, 2009; Carr et al., 2010). On the CTQ 19% had
been maltreated within their birth families, with 13% reporting physical abuse, 4% sexual abuse,
10% emotional abuse, 23% physical neglect, and 14% emotional neglect. On the CTQ over 97%
had been physically abused within Catholic institutions, 47% sexually abused, 95% emotionally
abused, 98% physically neglected, 94% emotionally neglected, and over 90% had experienced 4
forms of maltreatment. For over 90% of survivors the most severe form of physical institutional
abuse they experienced involved being assaulted so severely as to leave bruises, cuts or to require
medical attention, with 47% reporting this happened over 100 times. The most severe forms of
sexual institutional abuse were fondling and masturbation (22%) and oral, anal or vaginal
penetrative sex (19%), with 10% reporting this happened over 100 times. 121 of the 247 survivors
in the sample had memories of living with their families, and for these on the CTQ 38% reported
child maltreatment.

4.4.7.4.3 Mental health outcomes (Carr, 2009; Carr et al., 2010). Survivors in this study
had a range of mental health problems. 82% met DSM-IV diagnostic criteria for a lifetime
diagnosis of an anxiety, mood, substance use, or personality disorder and 34% had 4 or more
comorbid disorders. 51% met the DSM-IV diagnostic criteria for a current anxiety, mood or
substance use disorder, and 65% met criteria for these types of disorder in the past. 30% met the
DSM-IV criteria for a current personality disorder. For combined current and past diagnoses,
anxiety disorders were the most common (current: 45%, past: 34%); followed by mood disorders
(current: 27%, past: 36%); followed by substance use disorders (current: 5%, past: 35%). The three
most common anxiety disorders were social phobia (current: 20%, past: 11%); generalized anxiety
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disorder (current: 17%, past: 7%); and PTSD (current: 17%, past: 9%). For mood disorders the
current (27%) and past (36%) prevalence rates for major depression were higher than the rate of
current dysthymia (11%). (Only current and not lifetime diagnoses of dysthymia may be made.) For
alcohol or substance use disorders, 27% had a past diagnosis of alcohol dependence and 8% had a
past diagnosis of alcohol abuse. Prevalence rates for all other current and lifetime substance use
diagnoses were below 5%. For personality disorders, 21% had avoidant personality disorder; 7%
had antisocial personality disorder; 6% had borderline personality disorder and 2% had dependent
personality disorder. The rates of current psychological disorders among survivors of institutional
child abuse, were far greater than those in major international epidemiological studies of normal
community populations conducted in Europe, the USA, and the UK. The only significant gender
difference was that females had a higher rate of panic disorder with agoraphobia, and males had a
significantly higher rate of alcohol dependence.

4.4.7.4.4 Social adjustment outcomes (Carr, 2009; Carr et al., 2010). Survivors in this
study had a range of social adjustment problems. The rates of social adjustment problems in
descending order of frequency were as follows: educational problems including not graduating from
high school 80%, unemployed or in unskilled or semiskilled jobs 51%, never married, separated or
divorced 35%, anger control problem in intimate relationships 26%, non-violent crime 22%,
homelessness 21%, self-harm or attempted suicide 18%, anger control problems with children 13%,
violent crime 10%, and children taken into care 4%. For all survivors, self-reliance, optimism, work
and skills were the most frequently reported resources that helped participants most in coping with
life challenges

4.4.7.4.5 Trauma symptoms (Carr, 2009; Carr et al., 2010). On the TSI which assesses
complex post-traumatic symptoms in descending order of frequency the following percentages
scored in the clinical range: avoidance of reminders of trauma 60%, intrusive experiences such as
flashbacks 56%, impaired self-reference 46%, dissociation 44%, depression, 42%, anxious arousal
39%, maladaptive tension reduction 35%, anger 32%, sexual concerns 24%, and sexual dysfunction
13%. Recollections of more frequent institutional childhood sexual and emotional abuse on the
CTQ were significantly correlated with greater trauma symptoms in adulthood on the TSI. Current
trauma symptoms on the TSI were greater in those who reported both institutional and intrafamilial
childhood maltreatment on the CTQ, compared with those who reported institutional abuse only.

4.4.7.4.6 Trauma processes and coping (Carr, 2009; Flanagan-Howard et al., 2009). An
inventory containing theoretically derived multi-item rational scales which assessed institutional
abuse-related psychological processes and coping strategies was administered to 247 participants.
Survivors indicated the extent to which the items characterized them now as adults, and previously
when they were being abused as children. Exploratory and confirmatory factor analyses were used
to derive six factor scales of the Institutional Child Abuse Processes and Coping Inventory
(ICAPCI, Flanagan-Howard et al., 2009).

1. Traumatization is a 14-item scale which assesses truamatization, betrayal and loss of trust,
stigmatization, shame and guilt, and disrespect of authority.

2. Re-enactment is a 9-item scale which assesses re-enactment of abuse, powerlessness, coping by
opposing, and coping by using alcohol and drugs.

3. Spiritual disengagement is a 5-item scale which assesses disengagement from religious practice
and not using spiritual coping strategies.

4. Positive coping is a 9-item scale which assesses coping through planning, skill mastery, and
social support.

5. Coping by complying is a 3-item scale which assesses coping by complying with the wishes of
people in authority.

6. Avoidant coping is a 3-item scale which assesses coping by avoiding thoughts and situations
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associated with abuse.

The scales had acceptable levels of reliability and there was strong support for the validity of the
traumatization and re-enactment scales.

On ICAPCI scales, from childhood to adulthood, survivors reported a reduction in the
psychological processes of traumatization, re-enactment of abuse and an increase in spiritual
disengagement. They also reported an increase in the use of positive coping strategies, and a
reduction in the use of coping by complying and avoidant coping strategies.

The psychological processes of traumatization and re-enactment of abuse on self and others
were associated with multiple difficulties in adult life (assessed with the SCID I and II, TSI,
WHOQoL 100 and GAF) and a history of institutional abuse, but not family-based child abuse
(assessed with the CTQ). Having spent more time living within a family context in childhood and
using positive coping strategies such as planning, developing skills and developing a social support
network in adulthood were associated with a good quality of life in adulthood.

Overall, these findings indicated that the [CAPCI is a reliable and valid instrument for
assessing trauma and coping processes in survivors of institutional abuse. From childhood to
adulthood survivors reported a significant reduction in negative trauma process, and an increase in
positive coping. The intensity of trauma processes is probably influenced by the cumulative effect
of past trauma and the use of positive coping. The intensity of trauma processes affects adult
adjustment.

4.4.7.4.7 Profiles of sexual, physical and emotional abuse survivors (Fitzpatrick et al.,
2010). 247 survivors of institutional abuse were classified into three groups that reported the worst
thing that had happened to them in an institution was either severe sexual (N = 60, 24%), severe
physical (N =102, 41%) or severe emotional abuse (N = 85, 34%). These three groups were then
profiled on a range of variables. Survivors of severe sexual abuse had the most abnormal profile,
which was characterised by higher rates of all forms of child maltreatment of the CTQ, and higher
rates of PTSD, alcohol and substance abuse, antisocial personality disorder, trauma symptoms,
interpersonal anxiety and life problems. Survivors of severe emotional abuse were better adjusted
than the other two groups. The profile of survivors of severe physical abuse occupied an
intermediate position between the sexual abuse group and the emotional abuse group. The main
implication of this analysis was that survivors of severe sexual abuse may require more intensive
evidence-based trauma treatment services, than survivors of other forms of abuse.

4.4.7.4.8 Profile of resilient survivors of institutional abuse (Flanagan et al., 2009). Two-
hundred-and-forty-seven survivors of institutional abuse were classified into three groups: a
resilient group with no DSM 1V disorders (N = 45, 18%), a poorly adjusted group with 1-3
disorders (N = 119, 48%), and a very poorly adjusted group with 4 or more disorders (N = 83,
34%). These three groups were then profiled on a range of variables. Compared with the very
poorly adjusted group, the resilient group was older and of higher socio-economic status; had
suffered less sexual and emotional institutional abuse; experienced less traumatization and re-
enactment of institutional abuse; had fewer trauma symptoms and life problems; had a higher
quality of life and global level of functioning; engaged in less avoidant coping; and more resilient
survivors had a secure adult attachment style. The resilient group differed from the poorly adjusted
group on a subset of these variables. Compared with the poorly adjusted group (in which
participants had 1-3 diagnoses), the resilient group was older; experienced less current
traumatization and re-enactment of institutional abuse psychological processes; had fewer trauma
symptoms and life problems; had a higher quality of life and global level of functioning; and more
resilient survivors had a secure adult attachment style. The resilience of the first group in this study
may in part be due to experiencing somewhat lower levels of emotional and sexual abuse than their
non-resilient counterparts, to their development of secure or dismissive adult attachment styles, and
to their use of coping strategies for dealing with trauma which were not avoidant. The main
implication of this analysis was that survivors with greater psychopathology may require more
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intensive services and that therapeutic interventions with survivors of institutional abuse should
focus on facilitating the use of non-avoidant coping strategies and the development of a secure adult
attachment style.

4.4.7.4.9 Profiles of cases with secure and insecure adult attachment styles (Carr et al.,
2009). 247 survivors or institutional abuse were classified with the ECRI into four groups having
secure (N =41, 17%), fearful (N = 109, 44%), preoccupied (N =31, 13%), or dismissive (N = 66,
27%) adult attachment styles. These three groups were then profiled on a range of variables. The
group with the secure adult attachment style had the most positive profile in terms of DSM IV
diagnoses, trauma symptoms, quality of life, global functioning, marital satisfaction, and stability of
first marriage. The most negative profile occurred for the group with the fearful adult attachment
style. The profile of the preoccupied group was more similar to that of the fearful group. The
profile of the dismissive group was more similar to that of the secure group. Surprisingly, the
positive overall adjustment of the group with the secure adult attachment style was unrelated to the
number of years spent in the family of origin before institutional entry and the number of years
spent in an institution. The main implication of this analysis was that a secure adult attachment style
may be a protective factor in promoting resilience in adult survivors of institutional abuse, while an
insecure attachment style (fearful, preoccupied or dismissive) may be a risk factor for problematic
adjustment, with the fearful adult attachment style being associated with greater adjustment
problems.

4.4.7.4.10 Comments on the Irish study

The Irish study showed that survivors of institutional child abuse have particularly poor outcomes
in the mental and physical health and psychosocial domains in adulthood. The significant
association between institutional child abuse and adult mental health problems is partly influenced
by the most severe type of abuse experienced, psychological traumatization and coping processes,
and adult attachment style. Severe institutional child sexual abuse, extreme traumatization
processes, the use of maladaptive coping strategies, and insecure adult attachment styles were all
associated with poorer outcomes. In contrast resilience was associated with the absence of sexual
abuse, less intense psychological traumatization processes, the use of positive coping strategies, and
a secure adult attachment style.

4.4.7.5 USA studies of outcomes of adult survivors of child abuse in long-term care

Three USA studies of adult survivors of institutional abuse were identified. Two were large
quantitative studies (Jackson et al., 2011; Salazar et al., 2011) and one was a qualitative study
(Morton, 2015).

4.4.7.5.1 Casey foster care study

Jackson et al. (2011) at the Universities of Pittsburgh and Washington, USA, conducted a
retrospective study of 708 adults who had been in the Casey foster care programme, which spanned
13 US states, between 1966 and 1998. Participants were between 20 and 51 years, and there were
almost equal numbers of males (51%) and females (49%). 81% were white and 19% were African
American. Abuse by an adult carer while in foster care was assessed by interview, and post-
traumatic stress disorder (PTSD) was assessed with the Composite International Diagnostic
Interview (CIDI, Wittchen et al., 2001). Data on history of child care, foster care, and
developmental history were abstracted from case files.

4.4.7.5.1.1 Maltreatment history. Prior to foster care 42% had been sexually abused, 55%
physically abused, 76% emotionally abused, and 62% neglected. More females than males had been
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sexually (62% v 23%) and emotionally (79% v 72%) abused. For the whole sample 31% were
abused while in foster care.

4.4.7.5.1.2 Childhood disabilities. In childhood 20% had a physical or learning disability,
and 11% had attention deficit hyper activity disorder (ADHD). More males than females had
ADHD (16% v 6%), or physical and learning disabilities (26% v 13%).

4.4.7.5.1.3 Mental health outcomes. As adults, for the whole sample 21% had a current
diagnosis of PTSD. More females than males had PTSD (31% v 11%). There was a significant
association between child abuse in foster care and having a diagnosis of PTSD in adulthood. There
was a significant association between emotional abuse and sexual abuse before entering foster care
on the one hand, and having a diagnosis of PTSD in adulthood on the other.

4.4.7.5.2 The 3-state study: Illinois, Wisconsin and Iowa

Salazar et al. (2011), at Portland State University, conducted a US longitudinal study of a
probability sample 515 17-22 year olds who were leaving the state foster care system in Illinois,
Wisconsin and Towa in the USA in 2002. There were almost equal numbers of females (55%) and
males (45%). 55% were African American, 33% were white, and the remainder were mixed race,
Alaskan or Asian. When first interviewed the mean age of participants was 17 years with a range
from 17 to 18 years. Participants were interviewed on three occasions, at 2-year intervals.
Maltreatment experiences were assessed with the Lifetime Experiences Questionnaire (LEQ, Rose
et al., 2000), social support with the Medical Outcomes Study Social Support Survey (MOS-SSS,
Shelbourne & Stewart, 1991), and depression with the 12-month version of the Composite
International Diagnostic Interview (CIDI, Wittchen et al., 2001).

4.4.7.5.2.1 Maltreatment experiences. 66% had been maltreated before entering foster
care. 39% had been maltreated in foster care.

4.4.7.5.2.2 Mental health outcomes. There was a significant association between
maltreatment before and during foster care on the one hand, and depressive symptoms in young
adulthood on the other. Higher levels of child abuse were associated with higher levels of
depressive symptoms. Social support reduced the effect of maltreatment on depression. Where
young adults with a maltreatment history had a high level of social support, they experienced less
depression. This buffering effect of social support was diminished for those with more complex
maltreatment histories involving multiple types of abuse before and during foster care.

4.4.7.5.3 Qualitative study of educational problems in abuse survivors

Morton (2015), at George Fox University in Oregon USA, conducted a qualitative study of the
barriers to academic achievement in abuse survivors. Participants were a purposive sample of 7
survivors of child abuse in foster care and residential care solicited from a state-wide advocacy
group, who were in higher education. There were 4 (57%) females and 3 (43%) males, who had
spent an average of 12 years in care, with a range from 5-18 years. They had been in an average of
19 homes, with a range of 6-65. They had been abused in 1-3 homes. Three had suffered physical
abuse; two, sexual abuse; and two both physical and sexual abuse.

4.4.7.5.3.1 Psychosocial and educational outcomes. A thematic analysis of transcripts of
semi-structured interviews showed that institutional child abuse in foster care was associated with
five main themes which were barriers to academic achievement: (1) disempowerment,
marginalization and silencing, (2) anger, aggression, self-harm and antisocial behaviour including
drug use, (3) academic underachievement and behaviour problems at school, (4) foster-placement
breakdown and movement to secure residential facilities, and (5) difficulty making the transition
from secure residential facilities to mainstream education.
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4.4.7.5.4 Comments on three US studies

These three US studies indicate that there was a significant association between institutional child
abuse and adult mental health, specifically PTSD, depression and adult educational adjustment. The
occurrence of PTSD in adulthood was also associated with intrafamilial abuse prior to entering
residential care. The availability of social support reduced the effects of institutional child abuse on
depression. Institutional abuse may affect educational adjustment through multiple complex
pathways.

4.4.7.6 Australian studies of the educational outcomes of survivors of institutional child
abuse

Bode and Goldman at Griffith University Queensland Australia conducted two retrospective
qualitative studies on the effects of institutional child sexual abuse on educational development.
One study was on males (Bode & Goldman 2012) and the other on females (Goldman & Bode,
2012). Participants were purposive samples of 10 male and 10 female survivors of institutional
abuse attending the Queensland sexual abuse recovery centre. The males were aged between 46 and
66 years and had been sexually abused in residential care in Queensland, Australia between 1950
and 1975. The females were aged between 44 and 72 years and had been sexually abused in
orphanages in Queensland, Australia between 1940 and 1970.

4.4.7.6.1 Effects of abuse in care on males (Bode & Goldman 2012). All 10 male
participants completed a primary school education; only two (20%) attended secondary school; one
dropped out at aged 13 years; and the other progressed at aged 15 to a technical school to learn a
trade. A narrative analysis of transcripts of semi-structured interviews showed that 90% believed
that institutional child sexual abuse had a permanent and debilitating impact on their educational
development, opportunities, and achievements.

4.4.7.6.2. Effects of abuse in care on females (Goldman & Bode, 2012). Only 2 of 10
females had completed primary school, none had completed more than two years of secondary
school, and none had undertaken any tertiary education. A narrative analysis of transcripts of semi-
structured interviews showed that all 10 believed that institutional child sexual abuse, and neglect
had a permanent and debilitating impact on their educational development, opportunities, and
achievements. The nine married survivors with children believed that institutional abuse had
detrimental intergenerational consequences for their own children, because they could not help
them with school work, had difficulties with anger management, or they inadvertently married
abusive partners who abused their children.

4.4.7.6.3 Comments on the Australian studies

The Australian studies showed that institutional child abuse was associated with negative
educational outcomes for both men and women. However, for women there was also a
transgenerational effect, in that their children’s educational development was also adversely
affected.

4.4.7.7 Dutch study of the outcome of adult survivors of child sexual abuse in Catholic
institutions

A Dutch study comparing the adjustment of survivors of institutional child sexual abuse, survivors
of child sexual abuse which occurred outside institutions, and non-abused, non-institutionalized
controls is described in Deetman’s Report on the Sexual Abuse of Minors within the Roman
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Catholic Church (Deetman et al., 2013). The survey was conducted by the Dutch survey agency
TNS NIPO with advice from Smit and Hoogendoorn, at VU University Medical Centre,
Amsterdam, at the request of Deetman, a former Dutch minister for education, who chaired the
Dutch Commission of Inquiry in this area. Participants were drawn from a national probability
sample in the Netherlands. There were 238 survivors of child sexual abuse which occurred within
Catholic residential institutions, 836 survivors of sexual abuse who had not been residents in
Catholic institutions, and a control group of 565 individuals who never lived in a Catholic
institution and were not abused. Participants completed a survey that included the Brief Symptom
Inventory (BSI, Derogatis & Melisaratos, 1983). Clinically significant mental health problems were
indexed by scoring above the cut-off score of 17 on the BSI.

4.4.7.7.1 Mental health and psychosocial outcomes. Within the mental health domain,
significantly more survivors of institutional child sexual abuse (33%) had mental health problems
compared with survivors of child sexual abuse who did not live in institutions (22%) and normal
controls (18%). Within the psychosocial adjustment domain, significantly more survivors of
institutional child sexual abuse (14%) had attempted suicide compared with child sexual abuse
survivors who did not live in institutions (7%) and normal controls (3%).

4.4.7.8 German study of the outcomes of adult survivors of institutional child sexual
abuse in Catholic, Protestant, and secular institutions

Sprober et al. (2014) at Ulm University, Germany analysed testimonials collected through a hotline
which the German government established in 2010 so survivors could anonymously describe their
experiences of institutional sexual abuse. An independent commissioner incorporated the results of
this research into a report sent to the German parliament. The child abuse hotline was established in
response to the disclosure of widespread sexual abuse committed by professional educators and
clergymen in German institutions. It was staffed by 60 therapists and counsellors with child
protection experience. The study aimed to compare the impact of maltreatment on survivors who
had been sexually abused in religious and secular institutions. It involved 1050 survivors of whom
404 (38%) had been in Catholic, 130 (12%) in Protestant, and 516 (49%) in non-religious
institutions. This constituted all survivors of institutional abuse who contacted the hotline. In 2010
and 2011, with consent, hotline staff used a web-based template to record information on
demographic characteristics, institutional child abuse experiences, mental health problems, and
psychosocial adjustment of institutional abuse survivors (Rassenhofer et al., 2013; Sprober et al.,
2011). The mean age of participants was 52 with a range from 12 to 89 years, and 40% were
female. 55% were separated, divorced or had never married, and 42% were married or in a long-
term relationship. 91% were living in West Germany, and 69% in urban areas.

4.4.7.8.1 Maltreatment experiences. Participants in this study had been abused within
religious schools and residential care centres and secular state-run residential child care facilities.
The majority had been abused between 1950 and 1980. 53% had experienced penetrative abuse, and
this was more frequently reported by older victims and by females. 96% were abused in the past
and for the remainder the abuse was still occurring. 84% were abused by males. 91% were abused
on multiple occasions. 37% had been abused by multiple offenders, and this was less common in
Protestant institutions. In 68% of cases survivors mentioned that they had experienced additional
physical, psychological or emotional abuse, with physical abuse being the most common. A
qualitative analysis indicated that for some survivors who experienced both physical and sexual
abuse, the physical abuse occurred in institutions where corporal punishment was a regular practice.
Invariably perpetrators were in positions of power and survivors felt dependent and powerless.
They were not believed or punished when they told other adults about their abusive experiences and
did not know that they should have been able to appeal to regulatory authorities about their
situation. Offenders in religious and secular institutions used grooming strategies such as gaining
trust by building a close relationship, creating situations where they were alone, and framing sexual
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abuse as educational. Some strategies were specific to religiously affiliated institutions, for
example, using religious concepts to coerce survivors to submit to abuse, or practicing child abuse
as part of a religious ritual.

4.4.7.8.2 Mental health and psychosocial outcomes. 78% of survivors had been diagnosed
with a psychiatric disorder. Depression was the most common disorder (13%), followed by PTSD
(7%), followed by other anxiety disorders (6%). 10% mentioned having 2 or more co-morbid
psychiatric disorders. 16% had learning difficulties and had been in special education. 60% reported
significant social adjustment issues. Health problems were the most common psychosocial
adjustment issue (22%), followed by relationship and partner issues (20%), followed by flashbacks
and nightmares (18%).

4.4.7.8.3 Comparison of religious and secular institutions. The patterns of abuse in terms
of past or present abuse, type of sexual abuse, frequency of abuse, and the gender of perpetrators
was similar in groups from Catholic, Protestant and secular institutions. Similar rates of psychiatric
disorders occurred in groups from Catholic, Protestant and secular institutions.

4.4.7.8.4 Comments on the German study

This study showed that the patterns of child sexual abuse and subsequent adjustment problems were
quite similar across Catholic, Protestant and secular institutions. This suggests that institutional
child sexual abuse is probably not due to attitudes towards sexuality of a specific religion, but to
institutional structures such as group cohesion, hierarchical power structures and dependence, and
credibility bias in favour of authority figures, and to societal assumptions about the rights of
children.

4.4.7.9 Austrian studies of the outcomes of adult survivors of child abuse in long-term
care in Catholic institutions and federal foster care

The Austrian research programme, conducted by Lueger-Schuster and colleagues at the University
of Vienna, investigated the effects on adult adjustment of child abuse within various institutions.
The first strand in this research programme, conducted in 2011 and 2012, focused on survivors of
child abuse which had occurred in Catholic institutions. The second strand investigated the effects
child abuse in youth welfare residential homes in Lower Austria. Data collection for this occurred
in 2012. The third strand — the Vienna Institutional Abuse Study - focused on the effects of abuse
within federal foster care in Vienna. Data collection for this occurred between 2014 and 2016. The
results of this research programme are described in a series of published and unpublished academic
papers, conference presentations, and reports. Using data from samples involved in this research
programme, a series of papers on complex PTSD has also been published. This research programme
was conducted in collaboration with Austrian commissions established in 2010 for survivors of
child abuse within Catholic institutions, residential child care homes, and federal foster care. Abuse
survivors disclosed their experiences to psychologists and psychotherapists deployed by these
commissions. The commissions used these mental health professionals’ reports describing
survivors’ maltreatment experiences to make decisions about financial redress and
psychotherapeutic support. The Austrian research team also used these reports to document
demographic characteristics, maltreatment experiences and family risk factors of survivors in some
of their papers. They collected additional data on abuse, its effects, and theoretically related
psychological constructs using standardized self-report questionnaires on subsamples of
participants. They also conducted in-depth semi-structured interviews with smaller groups of
survivors to obtain detailed personal accounts of institutional abuse and its effects.
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4.4.7.9.1 Institutional abuse of children in the Austrian Catholic church

In the first strand of the Austrian research programme, Lueger-Schuster and colleagues conducted a
study of survivors of child abuse in Catholic institutions (Lueger-Schuster, Butollo et al., 2015;
Lueger-Schuster, Kantor et al., 2014; Lueger-Schuster, Weindl et al., 2014; Weindl & Lueger-
Schuster, 2016). When this study was conducted in 2011 and 2012, 795 reports had been written for
the Austrian Victims’ Protection Commission. A self-selected convenience sample of 448 (56%) of
these 795 abuse survivors consented for data from their reports to be analysed for this study. Their
reports were analysed to document maltreatment experiences and family risk factors. Results of this
analysis are described in a paper by Lueger-Schuster, Weindl et al. in 2014. Subsamples of 163-185
demographically similar survivors consented to complete a set of self-report measures. These
constitute 21% to 23% self-selected convenience samples of 795 potential participants. The self-
report measures included the PTSD Checklist — Civilian version (PCL-C, Weathers et al., 1991)
which assessed DSM-IV PTSD, the Brief Symptom Inventory (BSI, Derogatis et al., 1983) which
assessed a range of mental health symptoms, the Coping Inventory for Stressful Situations (CISS,
Endler & Parker, 1990) which assessed emotion-focused, task-focused and avoidant coping, the
Disclosure of Loss Experience Scale (DLE, Miiller et al., 2011) which assessed the intention and
urge to talk about trauma and related emotions, the Connor Davidson Resilience Scale (CD-RISC,
Campbell-Sills & Stein, 2007) which assessed the capacity to cope with stressful situations, the Life
Orientation Test (LOT, Scheier & Carver, 1985) which assesses dispositional optimism, and the
Recalled Perceived Social Support Questionnaire (RPSSQ, Lueger-Schuster, Weindl et al., 2014).
Analyses of data from these self-report instruments are reported in three papers (Lueger-Schuster,
Butollo et al., 2015; Lueger-Schuster, Kantor et al., 2014; Lueger-Schuster, Weindl et al., 2014).
The prevalence of PTSD among abuse survivors based on PCL-C data is given in a paper by
Lueger-Schuster, Kantor et al., (2014). Profiles of cases with low, medium or high PTSD symptom
scores on the PCL-C are contained in a paper by Lueger-Schuster, Weindl et al. (2014). The impact
of social support, early disclosure, and hostility on mental health is described in a paper by Lueger-
Schuster, Butollo et al. (2015). In-depth semi-structured interviews were conducted with a
subsample of 46 survivors, and a qualitative analysis of transcripts of these interviews is given in
Weindl & Lueger-Schuster (2016). What follows is a summary of key points from this first strand
of the Austrian research programme.

4.4.7.9.1.1 Demographic and historical characteristics (Lueger-Schuster, Kantor et al.,
2014). In the overall sample of 448 survivors, participants’ average age was 55, with a range from
25 to 80 years, and 25% were female. 59% were married or cohabiting and the remainder were
single, widowed or divorced. 38% graduated from high school or university. Prior to institutional
abuse fewer than 7% had experienced the following family-related adversities: neglect, physical
violence, poverty in the family, emotional distance to the family, substance abuse within the family,
serious illness of a parent, separation from siblings, and negative experiences in foster homes. Prior
to institutional abuse fewer than 17% had experienced the following adverse living conditions: born
to an unmarried mother, parents divorced/stepchild, lived with foster family, lived in an institution,
grew up without biological parents, and felt oppressed by a conservative Catholic family
background.

4.4.7.9.1.2 Institutional maltreatment experiences (Lueger-Schuster, Kantor et al. in
2014). In the overall sample of 448 survivors 83% had been abused in boarding schools,
orphanages, monasteries or convents between 1938 and 1999. Most of the remaining survivors were
abused in parishes or churches. The rates of physical, sexual, and emotional institutional abuse were
68%, 68% and 83% respectively. 13% reported one type, 54% two types, and 33% three types of
institutional abuse. The abuse began on average at 10, with a range from 0 to19 years. The average
duration of contact with perpetrators was 5 years. There was a very wide range of abusive acts.

4.4.7.9.1.3 Mental health outcomes (Lueger-Schuster, Kantor et al. in 2014). A 23%
convenience subsample (185/448) of survivors completed the PCL-C and BSI. As adults, 85% had
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significant mental health problems on at least one scale of the BSI or on the PCL-C. 49% had PTSD
assessed by the PCL-C. This was associated with a significantly higher number of family-related
adversities, vaginal penetrative sexual abuse, and isolation as a form of emotional abuse. The main
implication of this analysis was that child abuse in Catholic Austrian institutions included a wide
spectrum of violent acts, was associated with mental health problems for four fifths of cases, and in
almost half of cases was associated with PTSD.

4.4.7.9.1.4 Psychosocial outcomes. In the overall sample of 448 survivors 38% had never
married or were separated or divorced.

4.4.7.9.1.5 Profiles of resilient and traumatized survivors (Lueger-Schuster, Weindl et
al., 2014). A subsample of 185 cases from the overall sample of 448 who competed self-report
measures (PCL-C, LOT, CD-RISC, CISS, and DLE) were divided into three groups with positive or
negative PTSD symptom scores on the PCL-C, combined with number of domains above the cut-
off on the nine scales of the BSI. 15% were resilient and obtained low scores; 28% obtained
moderate scores between 1 and 5; and 57% obtained high PTSD scores of 6 or greater. Compared to
the extremely traumatized group that had high PTSD scores, the resilient group was significantly
more optimistic, better able to cope with stressful situations, used significantly more task-focused
coping and less emotion focused coping, was less reluctant to talk about institutional abuse, and had
less intense emotional reactions when they did so. The profile of the group with moderate PTSD
symptoms fell between the extreme profiles of the resilient and highly traumatized group. The three
groups did not differ on demographic or maltreatment experience variables.

4.4.7.9.1.6 Social support, anger management and early disclosure (Lueger-Schuster,
Butollo et al., 2015). In a study of a subsample of 163 from the overall sample of 448 Austrian
survivors of Institutional abuse, social support, early disclosure, and hostility were examined.
Compared to survivors with low levels of social support (assessed with the RPSSQ), those with
high levels of perceived social support had fewer mental health problems (assessed with the BSI)
and fewer emotional reactions when speaking about their experiences institutional child abuse (on
the DLE). Compared with survivors who disclosed abuse after 18 years, unexpectedly those who
made an early abuse disclosure (before the age of 18), did not have fewer mental health problems
(on the BSI). Anger management problems (as assessed by the BSI hostility scale) was a clinically
prominent problem in this sample of survivors. A history of institutional physical abuse and current
PTSD symptoms (on the PCL-C) were two factors significantly associated with anger management
difficulties.

4.4.7.9.1.7 Personal accounts of social adjustment and mental health problems (Weindl
& Lueger-Schuster, 2016). A 6% self-selected convenience sample (46/795) participated in this
study. Participants average age was 59 with a range from 38 to 80 years, and 15% were female. A
thematic content analysis was conducted on transcripts of in-depth semi-structured interviews.
Directly following episodes of institutional abuse in descending order of frequency survivors
experienced impaired in social relationships, especially withdrawal (48%), destructive emotion
regulation, especially aggression towards authority (28%), psychological suffering, especially
suicidality (26%), anxiety (13%), shame (9%), overcompensation including sensation seeking and
escapism (7%), underachievement in problems (7%) and self-harm (4%). Survivors noted that if
they had not experienced child abuse in care in descending order of frequency they would have had
fewer missed opportunities in their lives (46%); their lives would have been better (33%); their
romantic, sexual and family relationships would have been better (31%); they would have had
better self-esteem (22%); they would have been more integrated and less concerned with violence
and injustice (20%); they would have been more sociable and trusted others more (11%); and they
would have had a better relationship with the church (9%).

4.4.7.9.1.8 Comments on the study of Institutional abuse of children in the Austrian
Catholic church. The first strand of the Austrian research programme showed that survivors of
institutional abuse within Catholic institutions had suffered a wide range of different abusive
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experiences. This was associated with significant mental health problems for about four fifths of
survivors, and about half had PTSD. There was, variability among survivors. Just under a fifth were
resilient, with minimal mental health problems. Social support was associated with better
adjustment.

4.4.7.9.2. Institutional abuse of children in youth welfare residential homes in Lower
Austria

In the second strand of the Austrian institutional abuse research programme, Lueger-Schuster and
colleagues conducted a study of survivors of child abuse in youth welfare residential homes in
Lower Austria. The study is described in an unpublished report (Lueger-Schuster, 2013).
Participants were recruited through the Lower Austria Commission. Data collection occurred in
2012. Participants were 58 individuals who had been abused in youth welfare residential homes in
Lower Austria between 1948 and 1996. Data on demographic and maltreatment factors were
available from reports of mental health professionals made on behalf of the commission. 46 of these
58 survivors completed detailed interviews on the effects of abuse. This was a self-selected sample
who had sought and received redress through commission prior to 2012. Participants were
evaluated by clinical psychologists with the following instruments: brief German versions of the
Structured Clinical Interview for DSM 1V disorders and Personality Disorders (SCID I & 11,
Wittchen et al., 1997), the PTSD Checklist — Civilian Version (PCL-C, Weathers et al., 1991)
which assessed DSM-IV PTSD, the Brief Symptom Inventory (BSI, Derogatis & Melisaratos,
1983) which assessed a range of mental health symptoms, the Traumatic Life Events Questionnaire
(TLEQ, Kubany et al., 2000) which assessed stressful life events in adulthood, the Disclosure of
Loss Experience scale (DLE, Muller et al., 2011) which assessed the intention and urge to talk
about trauma and related emotions, the Coping Inventory for Stressful Situations scale (CISS,
Endler & Parker, 1990) which assessed emotion-focused, task-focused and avoidant coping, the
Connor Davidson Resilience Scale (CD-RISC, Connor & Davidson, 2003) which assessed the
capacity to cope with stressful situations, the Life Orientation Test (LOT, Scheier, Carver, &
Bridges, 1994) which assessed optimism, a Questionnaire on perceived social support, and a
questionnaire on disclosure of child abuse.

4.4.7.9.2.1 Demographic and historical characteristics. In the overall sample of 58
survivors, participants’ average age was 54 (SD = 10.55), and 14% were female. 67% were married
or cohabiting, and the remainder were single, widowed or divorced. The sample had a lower
educational level than the general Austrian population.

4.4.7.9.2.2 Birth family maltreatment and adversity. Many participants had experienced
maltreatment or adversity within their birth families including neglect 48%, physical abuse 40%,
poverty 26%, and parental substance misuse 26%. Participants had been placed in institutions
because they were neglected by their parents, had shown significant weight loss, had child-focused
behaviour problems, or came from families with significant difficulties such as parental health
problems or domestic violence.

4.4.7.9.2.3 Maltreatment experiences. Participants had spent an average of 6 years in
institutions. The rates of physical, sexual and emotional institutional abuse were 100%, 60% and
93% respectively. 7% reported one type, 36% two types, and 56% three types of institutional abuse.
The average duration of contact with perpetrators was 5 years. There was a very wide range of
abusive acts. Participants in this study were abused by 157 perpetrators, 95% of whom were child
care staff, and 65% of whom were male. On average abuse was first disclosed 20 years after it had
first occurred.

4.4.7.9.2.4 Mental health outcomes. On the SCID II 65% had personality disorders. On
the SCID I 83% had anxiety disorders, 57% had affective disorders, 54% had alcohol and substance
use disorders and 2% had psychotic, eating and adjustment disorders respectively. On the SCID I
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the most commonly diagnosed anxiety disorder was PTSD (74%). On the PCL-C 35% had PTSD.
Compared with survivors without PTSD, those with a PCL-C PTSD diagnosis tended to have more
mental health problems on the BSI, be more pessimistic on the LOT, be less resilient to stress on
the CD-RISC, be more affected by cues that remind them of child abuse on the DLE, and make
greater use of maladaptive emotion focused-coping on the CISS. Of the 27 survivors for whom data
were available on self-harm, 63% had attempted suicide.

4.4.7.9.2.5 Comments on the study of Institutional abuse of children in youth welfare
residential homes in Lower Austria. This second strand of the Austrian institutional abuse
research programme showed that over four fifths of adults who had experienced institutional child
abuse in youth welfare residential homes in Lower Austria showed significant mental health
problems in adulthood.

4.4.7.9.3 Institutional abuse of children in federal foster care in Austria

In the third strand of the Austrian institutional abuse research programme, Lueger-Schuster and
colleagues conducted a study of survivors of child abuse in federal state foster care (Lueger-
Schuster, et al., 2018; Gliick et al., 2017; Kantor et al., 2017a; Weindl, 2017). Data collection
occurred between 2014 and 2016. The study contained survivor and control groups. Participants in
the survivor group of this study were 220 individuals who had been abused in federal foster care in
Vienna. This was a self-selected 11% sample from a total 1984 survivors who had sought and
received redress through a government commission prior to 2016. Participants in the control group
were 234 volunteers recruited through media announcements. Participants were evaluated by
clinical psychologists with the Childhood Trauma Questionnaire (CTQ, Bernstein et al., 2003) to
assess recollections of child maltreatment, the Life Events Checklist (LEC, Weathers et al., 2013a)
to assess stressful life events in adulthood, a shortened German version of the Structured Clinical
Interview for DSM IV for axis I psychiatric disorders (SCID I) and axis II personality disorders
(SCID II, Wittchen et al., 1997), the Brief Symptom Inventory (BSI, Derogatis & Melisaratos,
1983), the PTSD Checklist-5 (PCL-5, Weathers et al., 2013b), the ICD-11 Trauma Questionnaire
(ICD-TQ, Cloitre, Roberts et al., 2013) to assess ICD-11 PTSD and complex PTSD, the
Multidimensional Self-esteem Scale (MSES, Schiitz & Sellin, 2006), the Acceptance and Action
Questionnaire-II (AAQ-II, Bond et al., 2011) which assessed psychological flexibility, the State-
Trait Anger-Expression Inventory (STAXI, Spielberger, 1988), the Displaced Aggression
Questionnaire (DAQ, Denson, 2006), the Difficulties in Emotion Regulation Scale (DERS, Gratz &
Roemer, 2004), and the Inventory of Attitudes Toward Seeking Mental Health Services (IASMHS,
Mackenzie et al., 2004).

Analyses of data from these self-report instruments are reported in four papers (Lueger-
Schuster, et al., 2018; Gliick et al., 2017; Kantor et al., 2017a; Weindl, 2017). The prevalence of
psychopathology among abuse survivors compared with a control group is described in a paper by
Lueger-Schuster et al. (2017). An analysis of attitudes to the use of professional assistance by
survivors of institutional Abuse is given in a paper by Kantor et al. (2017a). Self-esteem in
survivors of institutional abuse is considered in a paper by Weindl (2017). A network analysis of
the role of psychological flexibility in post-traumatic symptoms and anger management problems in
survivors of institutional abuse is presented in a paper by Gliick et al. (2017).

4.4.7.9.3.1 Demographic characteristics (Lueger-Schuster et al., 2017). The survivor and
control group were similar in terms of age and marital status. The average age was 58 with a range
from 29 to 87 years and 46% were married or cohabiting. However, there were significant
differences between survivor and control groups on some demographic variables. The control group
contained more females (65 v 40%); was better educated with more having graduated from high
school or university (62 v 7%); had a higher employment rate (51 v 21%); and had a greater
monthly income.
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4.4.7.9.3.2 Maltreatment experiences (Lueger-Schuster et al., 2017). Participants in the
survivors group had been in care from the 1940s to the late 1980s. All had experienced child
maltreatment within foster care and 75% had experienced maltreatment within their birth families
before entering foster care. Within foster care and in their birth families, survivors had experienced
a wide range of maltreatment including physical, sexual and emotional abuse and emotional and
physical neglect (as assessed by the CTQ). Compared with the control group, the survivors group
reported higher levels of these five types of maltreatment within foster care and within their birth
families. These were physical, sexual and emotional abuse and physical and emotional neglect
(assessed with the CTQ). Survivors experienced between 0 and 16 traumatic events in adulthood
(on the LEC) and their average level of traumatic stressful life events across the lifespan was higher
than that of the control group.

4.4.7.9.3.3 Mental health outcomes (Lueger-Schuster et al., 2017). In the survivors group
the most prevalent lifetime axis I disorders were PTSD (56%), depression (52%), panic disorder
(27%), and alcohol dependency (27%). The most prevalent personality disorders were paranoid
(25%), borderline (23%) and avoidant (17%) personality disorders. Rates of almost all mental
health disorders were higher in the survivors group than in the control group. For all 10 DSM-IV
axis I lifetime psychiatric disorders that were assessed the prevalence rate in the survivors group
was significantly higher than that of the control group: PTSD (56% v 1%), depression (52 v 28%),
panic disorder (27 v 6%), alcohol dependency (27 v 7%), specific phobia (25 v 7%), social phobia
17 v 2%), obsessive compulsive disorder (11 v 1 %), generalized anxiety disorder (10 v 1%),
substance dependency (10 v 0%), and dysthymia (9 v 1%). For five out of six DSM IV axis II
personality disorders assessed in this study, the prevalence rate in the survivors group was
significantly higher than that of the control group: paranoid (25 v 1%), borderline (23 v 0%)),
avoidant (17 v 2%), compulsive (16 v 5%), and antisocial (8 v 0%). The rates of schizotypal
personality disorder in survivor and control groups were not significantly different (3 v 1%).
Average scores of the survivor group were significantly greater than those of the control group on
dimensional measures of mental health problems. These include the PCL-C which assessed PTSD
symptoms, the ICD-TQ which assessed complex PTSD, and the BSI which assessed a broad
spectrum of psychological symptoms. When average scores of the survivors group were compared
with those of the 25% of the control group who were most severely abused (as indexed by total
CTQ scores), the average scores of the survivors group were significantly higher on dimensional
measures of mental problems (PCL, ICD-DQ and BSI totals). This indicated the severity of the
abuse suffered by survivors in this study.

4.4.7.9.3.4 Psychosocial adjustment and physical health outcomes. Compared with the
control group, the survivor group had greater problems in the areas of relationships, employment,
criminality and disability. In all of these areas except for relationship status, differences between
survivor and control groups were statistically significant. 50% of abuse survivors were divorced or
had never married, compared with 46% of control. 43% of abuse survivors were unemployed or had
taken early retirement due to disability, compared with 12% of controls. 3% of abuse survivors had
been imprisoned, compared with 0% of controls. 6% of abuse survivors were on long-term sick
leave, compared with 1% of controls.

4.4.7.9.3.5 Relationship between child abuse, stressful life events in adulthood, and
mental health problems (Lueger-Schuster et al., 2017). Mediation analysis showed that child
maltreatment (assessed by the CTQ total) predicted PTSD symptoms (assessed with the PCL-5
total) directly, and mediated by adult life events (assessed with the LEC) in both the survivor group
and the control group. These results suggest that (1) the severity of child maltreatment in foster care
or birth families was directly associated with the intensity of PTSD symptoms in adult life, (2)
survivors abused as children were more vulnerable to experiencing stressful events in adulthood,
and (3) survivors of child abuse who also experienced stressful events in adulthood developed more
severe PTSD symptoms when that occurred. This pattern occurred in mediation analyses for
physical, sexual and emotional abuse, and physical neglect, but not emotional neglect (assessed by

93



the CTQ). Emotional child abuse showed the strongest effect on PTSD in adulthood. The main
implication of this mediation analysis is that survivors of institutional abuse develop more intense
mental health problems (notably PTSD) when they experience stressful life events, adversities and
trauma in adulthood.

4.4.7.9.3.6 Examination of attitudes to the use of professional assistance by survivors of
institutional violence (Kantor et al., 2017a). In this substudy 220 adult survivors of child abuse in
foster care completed the TASMHS. Confirmatory factor analysis supported the 3-factor structure of
the IASMHS. The three factors were inclination to seek help, indifference towards stigma, and
psychological openness. The inclination to seek help subscale of the IASMHS predicted the use of
psychotherapy by adult survivors of abuse in foster care. The main implication of this substudy is
that the IASMHS may be used to assess the readiness of institutional abuse survivors to engage in
psychotherapy. The IASMHS may be administered in medical or social service settings which
survivors attend. For example, it may be given to survivors by nurses or physicians in routine
primary medical care settings. Where survivors score low on the inclination to seek help IASMHS
scale, barriers to engaging in psychotherapy may be explored. These may include stigma, low
mental health literacy, treatment-related doubts, and limited access to mental health services
(Kantor et al., 2017b). Interventions such as motivational interviewing (Miller & Rollnick, 2013)
may be used to help survivors become more motivated to engage in psychotherapy.

4.4.7.9.3.7 Institutional child abuse, self-esteem, and adjustment in adulthood (Weindl,
2017). In this substudy average self-esteem scores on the MSES of the survivor group were found
to be significantly lower than those of the control group. This pattern occurred on the general self-
esteem scale, and also on emotional, social, and performance-related self-esteem MSES subscales.
A sub sample of 46 members of the group of survivors of institutional abuse (N=220) completed
semi-structured interviews, the transcripts of which were qualitatively analysed. Their mean age of
this subgroup was 59 with a range from 42 to 87 years, and 28% were female. In this paper results
of the analysis of 28 cases was presented. 128 codes emerged from the qualitative analysis, many of
which were related to emotional and social self-esteem as conceptualized in the MSES. In
survivors’ personal accounts their experiences of low social and emotional self-esteem were linked
to institutional abuse, and compromised their mental health and social adjustment. However, their
accounts also indicated that positive self-evaluation, self-acceptance, and self-satisfaction were
possible. These positive experiences were associated with life satisfaction and successful aging. The
main implication of this substudy is that treatment for survivors of institutional abuse should
facilitate the development of skills which strengthen positive emotional and social self-evaluation.

4.4.7.9.3.8 Psychological flexibility, post-traumatic symptoms and anger management
(Gliick et al., 2017). In this substudy 220 adult survivors of child abuse in foster care completed the
AAQ-II, CTQ, LEC, ICD-TQ, STAXI, DAQ, DERS, and a brief measure of shame. Using network
analysis, it was shown that psychological flexibility played a central role in the network of variables
assessing stressful life events in adulthood, PTSD symptoms, shame, and anger expression.
Psychological flexibility is a core construct of Acceptance and Commitment Therapy (Hayes et al.,
2006). It is the ability to fully connect with thoughts and feelings in the present moment and pursue
valued goals within the constraints and affordances of the situation. In contrast, with inflexibility,
defensive psychological reactions rigidly dominate behaviour rather than the pursuit of valued
goals. Inflexibility often occurs when people fuse with negative self-evaluative thoughts and
attempt to avoid experiencing unwanted feelings. This typically has the ironic effect of enhancing
distress, reducing contact with the present moment, and decreasing the likelihood of pursuing
valued goals. Inflexibility is associated with feeling buffeted by uncontrollable and feared internal
experiences. The results of this substudy suggest that treatment of survivors of institutional abuse
with complex trauma disorders should focus on strengthening flexibility by facilitating mindfulness
and acceptance.

4.4.7.9.3.9 Comments on the study of Institutional abuse of children in federal foster
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care in Austria. The third strand of the Austrian institutional abuse research programme found a
significant association between recollections of institutional child abuse in federal foster care and
adult mental health problems, within the context of a survivor-control group research design. There
were a number of other key findings. Survivors abused as children were more vulnerable to
experiencing stressful events in adulthood, and developing more severe PTSD. Mental health
problems which occurred following institutional abuse were associated with low self-esteem and a
lack of psychological flexibility and there was variability in the readiness of abuse survivors to seek
treatment, with some reluctant to do so. These findings have very specific implications for the
development of evidence-based treatment programmes, and engaging survivors in these.

4.4.7.9.4 Austrian studies of complex PTSD

PTSD is the acronym for post-traumatic stress disorder, a condition characterized by re-
experiencing trauma while awake or in nightmares while sleeping; avoidance of trauma related
cues, conversations and memories; and hyperarousal occurring following a traumatic event. PTSD
is described in both the current 10™ edition of the World Health Organization’s International
Classification of Diseases (ICD-10, WHO, 1992), and the forthcoming 11" edition of this volume
(ICD-11, http://www.who.int/classifications/icd/revision/en/). The diagnostic criteria for PTSD in
ICD-11 are more stringent than those in ICD-10. For example, repeated nightmares, not just
repeated memories while awake are required for a diagnosis. In ICD-11, it is proposed to add a
new disorder - complex PTSD — which is a broader and more debilitating condition that occurs
following exposure to inescapable, prolonged, repeated, trauma, rather than to a single traumatic
event (Cloitre, Carvert et al., 2013). To achieve a diagnosis of complex PTSD a person must first
meet the criteria for [CD-11 PTSD, and in addition show affect dysregulation (e.g., temper
outbursts), negative self-concept (e.g., feeling worthless), and interpersonal problems (e.g., feeling
cut-off from others). Because many of the survivors of institutional abuse who participated in the
Austrian research programme had experienced inescapable, prolonged, repeated, trauma, rather than
a single traumatic event, data on their post-traumatic psychological symptoms afforded a unique
opportunity to investigate the validity of the newly proposed condition of complex PTSD. There
was also an opportunity to determine the prevalence of this extremely debilitating disorder among
survivors of institutional abuse.

The Austrian research team published three papers focusing on complex PTSD (Knefel &
Lueger-Schuster, 2013; Knefel et al., 2015, 2016). In two of these papers (Knefel & Lueger-
Schuster, 2013; Knefel et al., 2015) participants were 229 individuals who had been abused while in
either Catholic institutions or federal foster care in Austria. The third paper (Knefel et al., 2016)
was based on data from a sample of 219 survivors who had experienced child abuse in federal foster
care, with no participants from Catholic institutions. All participants in these studies were
subsamples of participants from the studies of abuse within Austrian Catholic institutions and
federal foster care described above.

4.4.7.9.4.1 Two Austrian studies of complex PTSD and PTSD (Knefel & Lueger-
Schuster, 2013; Knefel et al., 2015). Participants in two papers on complex PTSD and PTSD were a
self-selected 25% (N = 229) sample from a total 915 survivors, 795 of whom had been abused
within Catholic institutions and 120 of whom had been abused within federal child care.
Participants in these two studies were a subsample of those in Lueger-Schuster, Kantor et al., 2014
combined with the sample in Lueger-Schuster et al., 2013. PPTSD and complex PTSD symptoms
were assessed with the PCL-C and BSI.

4.4.7.9.4.2 Demographic and historical characteristics (Knefel & Lueger-Schuster, 2013).
In the sample of 229 survivors, participants average age was 56, with a range from 24 to 80 years,
and 23% were female. 63% were married or cohabiting and the remainder were single, widowed or
divorced. 29% graduated from high school or university.
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4.4.7.9.4.3 Maltreatment experiences (Knefel & Lueger-Schuster, 2013). The rates of
physical, sexual and emotional institutional abuse were 68%, 70% and 83% respectively. 14%
reported one type, 53% two types, and 34% three types of institutional abuse. The average duration
of contact with perpetrators was 5 years. Survivors had experienced a very wide range of abusive
acts.

4.4.7.9.4.4 Prevalence rates (Knefel & Lueger-Schuster, 2013). 53% met the criteria for
ICD-10 PTSD. 38% met the more stringent ICD-11 criteria for PTSD (including those who met the
criteria for complex PTSD). 21% met the proposed ICD-11 criteria for complex PTSD. 27% had
subclinical PTSD or subclinical complex PTSD. That is, they had debilitating trauma symptoms,
but not enough to achieve a diagnosis of PTSD or complex PTSD. Survivors with complex PTSD
had experienced a longer duration of institutional child abuse. Significantly more women had
complex PTSD than men (40% v.16%). Confirmatory factor analysis showed that the data fit the
model of complex PTSD as a unitary construct.

4.4.7.9.4.5 Trauma symptom profiles of survivors of institutional abuse (Knefel et al.,
2015). A latent profile analysis of PTSD and complex PTSD symptoms identified four classes of
survivors of institutional abuse: (1) a group with PTSD, (2) a group with complex PTSD, (3) a
group with subclinical complex PTSD, and (4) a resilient group with low levels of trauma
symptoms. These results point to the usefulness of distinguishing between PTSD and complex
PTSD. However, they also indicate that there is a group of survivors who not meet the criteria for a
trauma-related disorder, but suffer from trauma symptoms.

4.4.7.9.4.6 Austrian study of PTSD, complex PTSD, and borderline personality
disorder (Knefel, et al., 2016). Participants in this study of complex PTSD, PTSD, and borderline
personality disorder were 219 survivors of child abuse in federal foster care in Vienna assessed
between 2014 and 2016, and were a subsample of those in Lueger-Schuster et al., 2017. This was a
self-selected 11% sample from a total 1984 survivors who had sought redress through a government
commission. Participants were evaluated by clinical psychologists with the CTQ, LEC, ICD-TQ,
and the SCID I and II.

4.4.7.9.4.6.1 Mental health outcomes. 54% met the criteria for ICD-11 PTSD. 17% met the
criteria for ICD-11 complex PTSD. 23% had borderline personality disorder. A network analysis of
symptoms showed that there were not clear boundaries between PTSD, complex PTSD and
borderline personality disorder. PTSD and complex PTSD symptoms were strongly connected
within disorders and to a lesser degree between disorders. BPD symptoms were weakly connected
to others. The most central symptoms were re-experiencing and dissociation (depersonalization and
derealisation) and these may be the most important targets for intervention.

4.4.7.9.47 Comments on 3 studies of complex PTSD. The three studies of complex PTSD
add to a growing body of evidence which supports its validity. About a fifth (17-21%) of survivors
of institutional abuse in these three studies had complex PTSD which is a very debilitating
condition requiring intensive specialist treatment (Cloitre et al., 2012).

4.4.7.9.4 Overall conclusions from Austrian studies of institutional abuse

Results of the three strands of the Austrian institutional abuse research programme showed that
about four fifths of survivors of child abuse in Catholic and federal institutions in Austria had
significant mental problems. About half had PTSD and a fifth had complex PTSD. About a fifth
were resilient. Social support was associated with better adjustment. Additional stress or trauma in
adulthood was associated with poorer adjustment.
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4.4.7.10 Swiss studies of outcomes of former indentured child labourers

Maercker and colleagues at the University of Zurich in Switzerland conducted a research
programme on the adjustment in older adulthood of former Swiss indentured child labourers
(Verdingkinder) (Burri et al., 2013; Krammer et al., 2016; Kiiffer, O'Donovan et al., 2016; Kiiffer,
Thoma et al., 2016; Kuhlman et al., 2013; Maercker et al., 2014; Maercker et al., 2016; Rechsteiner
et al., 2015; Simmen-Janevsk et al., 2014, 2015). Until the mid-1950s, it was common for Swiss
children from disadvantaged or single parent families to be removed from their homes by the state
and sent to work on farms. They were effectively taken into state sanctioned foster care by farming
families, and coerced to engage in unpaid labour. This practice met the state’s need to provide
foster care for children from disadvantaged families, and also a need for unpaid labour in farming
communities. Most indentured child labourers were placed in state foster care with farming families
before adolescence and did not leave until adulthood, underwent multiple placement changes, and
experienced significant maltreatment including physical, sexual, and emotional abuse, and neglect.
Historical accounts suggest that in adulthood some had significant physical and mental health
problems and social adjustment difficulties as a result of child maltreatment (Leuenberger &
Seglias, 2008).

Through media advertisements Maercker and colleagues recruited and interviewed 141
adults aged over 60 years who had been indentured child labourers and interviewed them between
2010 and 2012. Follow-up interviews were conducted with 74 of these 141 participants after 2012.
Participants were evaluated by psychologists with the following instruments:

e the Childhood Trauma Questionnaire (CTQ, Bernstein & Fink, 1998) which assessed
recollections of child maltreatment,

e the World Health Organization’s Composite International Diagnostic Interview trauma events
list (CIDI, Wittchen et al., 1998) which assessed traumatic experiences across the lifespan,

e the Geriatric Depression Scale (GDS, Sheikh & Yesavage, 1986),

e the Short-Form Health Survey (SF-12, Ware et al., 1996) which assessed functional impairment
due to health problems,

e the Short Screening Scale for PTSD (SSS, Breslau et al., 1999),

e the Structured Interview for Diagnosis of Dementia of Alzheimer Type or Multi-infarct
Dementia and Dementia of other Aetiology according to ICD-10 and DSM-III-R (SIDAM;
Zaudig et al., 1991),

e the Mini-Mental State Exam (MMSE, Folstein et al., 1975) which assessed cognitive
impairment,

e the German version of the Mill Hill Vocabulary Scale (MHVS, Raven et al., 1998) which
assessed verbal intelligence,

e the Trauma Symptom Inventory (TSI, Briere, 1995) which assessed a wide spectrum of post-
traumatic symptoms associated with complex PTSD,

e the Disclosure of Trauma Questionnaire (DTQ, Miiller et al., 2000) which assessed reluctance
to talk, urge to talk, and emotional reactions during trauma disclosure,

e the Social Acknowledgment Questionnaire (SAQ, Maercker & Miiller, 2004) which assessed
self-recognition as a victim or survivor and support from family, friends, acquaintances and
local authorities,

e the General Self-Efficacy scale (GSE, Schwarzer & Jerusalem, 1995) which assessed beliefs in
personal competence to deal effectively with stressful situations,

e the Short Conscientiousness Scale from the short form of the NEO Five Factor Inventory (SCS,
Korner et al., 2008) which assessed trait conscientious,

e ashort form of the Barratt Impulsiveness Scale (BIS, Spinella, 2007) which assessed trait
impulsivity,
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e the Delay Discounting Test (DDT, Forstmeier & Maercker, 2011) which assessed a preference
for smaller immediate rewards rather than delayed larger rewards (which is an aspect of
impulsivity),

e the Social Support Questionnaire (SSQ, Fydrich et al., 2009), and

e a life satisfaction item (Campbell et al., 1976).

Using data from this extensive assessment protocol involving some or all the 141
participants in this research programme, the Swiss research group published papers on outcomes in
older adulthood of abuse experienced during indentured child labour including geriatric depression
(Kuhlman et al., 2013), complex PTSD (Krammer et al., 2016), cognitive impairment (Burri et al.,
2013), motivational deficits (Simmen-Janevska et al., 2014), impulsivity (Simmen-Janevska et al.,
2015), and sexual problems (Rechsteiner et al., 2015). They also investigated the transgenerational
(Kiiffer, Thoma et al., 2016) and biological (Kiiffer, O'Donovan et al., 2016) correlates of
indentured child labour, and factors associated with resilience (Maercker et al., 2016).

4.4.7.10.1 Historical and demographic characteristics (Kuhnman et al., 2013; Maercker
et al., 2016). In the overall self-selected convenience sample of 141 participants the average age
when they had entered indentured child labour was 6 with a range from 1 to 16 years. They had
spent an average of 11 years in indentured labour with a range from 1 to 26 years, and had lived
with an average of 3 foster families. They had a mean age of 77 when first assessed for the research
programme with a range from 61-101 years, and 41% were female. They had an average of 10 years
of education. 40% were married and the remainder were widowed, separated, divorced or single.

4.4.7.10.2 Maltreatment experiences (Kuhnman et al., 2013). On the CTQ 67% had
experienced physical abuse, 52% sexual abuse, and 79% emotional abuse. Rates of physical and
emotional neglect were 98% and 96% respectively.

4.4.7.10.3 Mental health outcomes. 23% had PTSD (Burri et al., 2013) and 23% had major
depressive disorder (Kuhnman et al., 2013).

4.4.7.10.4 Geriatric depression. Using GDS data from 141 participants, Kuhnman et al.
(2013) found that 23% had geriatric depression, and 15% had subclinical depressive symptoms.
There was a significant association between having experienced child maltreatment and having
geriatric depression. There was a particularly strong and significant association between having
experienced emotional abuse in childhood and having geriatric depression in later life among
survivors who had been separated from their birth families between the ages of 3 and 9 years, and
who were indentured for 6-12 years. Survivors who had medical conditions suffered greater
functional impairment if they had geriatric depression. The main implication of this analysis is that
severe and prolonged child abuse, especially emotional abuse, beginning at an early age in state
foster care is associated with depression in older adulthood.

4.4.7.10.5 PTSD and complex PTSD. Using data from 116 participants, whose
demographic and historical profile was similar to that of the overall sample of 141 former
indentured child labourers mentioned above, Krammer et al. (2016), found that child abuse
(assessed with the CTQ) was directly associated with three core PTSD symptoms (anxious arousal,
intrusive experiences, and defensive avoidance) and two of seven additional symptoms assessed by
the TSI which occur in complex PTSD (depression and dissociation). The effects of child abuse on
the three core symptoms of PTSD (anxious arousal, intrusive experiences, defensive avoidance) and
four of seven additional symptoms of complex PTSD (depression, dissociation, anger/irritability,
and impaired self-reference) was mediated by difficulty in disclosing child maltreatment (assessed
with the DTQ) and the degree of acknowledgment and understanding of surviving child abuse
shown by members of the survivor’s social network (assessed with the SAQ). The only complex
PTSD symptoms assessed by the TSI which were not associated with child abuse were tension
reduction, dysfunctional sexual behaviour, and sexual concerns. The main implication of this
analysis is that the experience of child abuse in state foster care is associated with the symptoms of
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complex PTSD and PTSD in older adulthood. This association is affected by survivors’ ability to
disclose their abuse to others and the degree of support and understanding members of their social
network show in response to disclosure.

4.4.7.10.6 Cognitive impairment in old age. Using data from 96 participants whose
demographic and historical profile was similar to that of the overall sample of 141 former
indentured child labourers mentioned above, Burri et al. (2013), investigated the effects of PTSD on
cognitive impairment in older adults. In this sample 23% had PTSD, as assessed with the SSS. On
the CIDI trauma event list 43% and 57% indicated that they had experienced their most severe
traumatic events in childhood and adulthood respectively. The sample was divided into four
subgroups depending on whether they had PTSD or not, and if their most traumatic experience
occurred in childhood or adulthood. The four groups were those traumatized in childhood with
PTSD (N =10, 10%), those traumatized in childhood without PTSD (N = 31, 32%), those
traumatized in adulthood with PTSD (N = 12, 13%), and those traumatized in adulthood without
PTSD (N =43, 45%). Compared to survivors without PTSD, those with PTSD showed significantly
greater cognitive impairment on the SIDAM and MMS, and this pattern of results was not due to
higher depressive symptoms on the GDS in those with PTSD. The main implication of this study is
that among survivors of child abuse in state foster care, cognitive deficits in old age may, in part, be
a consequence of PTSD.

4.4.7.10.7 Motivational deficits. Using data from 114 participants, whose demographic and
historical profile was similar to that of the overall sample of 141 former indentured child labourers
mentioned above, Simmen-Janevska et al., (2014), investigated the association between the
developmental stage when child abuse occurred, and motivational deficits in older adulthood. The
sample was divided into four groups based on the developmental stage of abuse: infancy (0-2 years,
N = 32), preschool (3-5 years, N = 25), early childhood (6-9 years, N = 29), and early adolescence
(10 years and older, N = 28). In each age group correlations were computed between child abuse (as
assessed by the CTQ) and three motivational constructs: self-efficacy (assessed with the GSE),
conscientiousness (assessed with the SCS) and impulsivity (assessed with the BIS). Higher levels of
abuse in early adolescence were associated with lower levels of self-efficacy and conscientiousness
in older adulthood. Higher levels of abuse during preschool years were associated with higher levels
of impulsivity in older adulthood. The main implication of this analysis is that the experience of
child abuse in state foster care during early adolescence is associated with two main motivational
deficits in older adulthood. These are having limited confidence in personal competence to deal
effectively with stressful situations, and a tendency not to complete tasks or projects. In contrast,
the experience of child abuse in state foster care during the preschool years is associated with one
motivational deficit in older adulthood, specifically the tendency to act impulsively without
thinking through the consequences of actions.

4.4.7.10.8 Impulsivity. In a controlled study, Simmen-Janevska et al., (2015) compared 103
older adults who had been abused as indentured child labourers with a control group of 50 non-
abused controls, with a similar age and gender profile. The demographic and historical profile of the
103 child abuse survivors in this study was similar to that of the overall sample of 141 former
indentured child labourers, mentioned above, from which they were drawn. Compared with the
control group, abuse survivors showed a significantly higher preference for immediate smaller
rewards (on the DDT), lower conscientiousness (on the SCS), and higher levels depressive
symptoms (on the GDS). The groups did not differ on self-efficacy (assessed with the GSE). The
main implication of this substudy is that child abuse in state foster care is associated with poorer
self-control and greater impulsivity, lower conscientiousness, and more depressive symptoms in
older adulthood.

4.4.7.10.9 Sexual problems. Using data from 96 participants, whose demographic and
historical profile was similar to that of the overall sample of 141 former indentured child labourers
mentioned above, Rechsteiner et al. (2015) examined correlates of the TSI sexual concerns and
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dysfunctional sexual behaviour scales. In this sample, the main sexual concern was dissatisfaction
with one’s sex life. The main dysfunctional sexual behaviours involved promiscuity. On these two
scales men (N = 55) scored significantly higher than women (N = 41), and than older men in the
TSI standardization sample. In contrast, female abuse survivors’ scores on the sexual concerns and
dysfunctional sexual behaviour scales did not differ significantly from those of older women in the
standardization sample. There were significant associations between sexual concerns and having
experienced (1) physical child abuse (assessed with CTQ), and (2) physical or sexual interpersonal
trauma across the lifespan (assessed with the CIDI trauma list). There were also significant
associations between both sexual concerns and dysfunctional sexual behaviour on the one hand, and
certain complex PTSD symptoms (assessed by the TSI) on the other, including anger/irritability,
dissociation and impaired self-reference. The main implications of these findings are that males
may be particularly vulnerable to developing sexual difficulties following child abuse in state foster
care, or interpersonal trauma in other contexts across the life span. Sexual difficulties may occur in
conjunction with other post-traumatic symptoms.

4.4.7.10.10 Transgenerational effects of child abuse in care. There were four groups in
this case-control, two generation study: (1) 16 former indentured child labourers with a history of
severe child abuse on the CTQ, (2) 19 age and gender matched controls with no history of child
abuse, (3) 22 offspring of former indentured child labourers, and (4) 29 offspring of parental
controls (Kiiffer, Thoma et al., 2016). Former indentured child labourers in this study were a
subsample of 141 such individuals described above. The mean age of the parental samples was 74
years, and 40% were women. The mean age of the offspring samples was 49 years and, 69% were
women. All participants completed the CTQ which assessed child maltreatment. Offspring also
completed the Questionnaire of Recalled Parental Rearing Behaviour (QRPRB, Schumacher et al.,
1999) which assessed recollections of parental behaviour on the dimensions of emotional warmth,
punishment, and control, the Brief Symptom Inventory (BSI, Derogatis & Spencer, 1993) which
assessed a broad range of psychopathology, the Revised Life Orientation Test (LOT-R, Scheier et
al., 1994) which assessed optimism and pessimism, and the revised Sense of Coherence Scale
(SOC-R, Bachem & Maercker, 2016) which assessed the capacity to reflect on challenges in life
and manage these within the context of a balanced life. The offspring of abused parents reported
significantly higher levels of maltreatment, especially physical abuse (on the CTQ) than offspring
of normal controls. Compared with the offspring control group, offspring of abused former
indentured child labourers described both their fathers and mothers as showing less emotional
warmth, and their mothers as more punitive. They also showed a lower sense of reflection (on the
SOC-R), for example, having difficulty taking different perspectives when considering challenging
issues. On the positive side, there were no significant differences between offspring groups’ levels
of mental health problems (on the BSI), or optimism and pessimism (on the LOT-R). The main
implication of this study is that there is some degree of intergenerational transmission of child abuse
in state foster care (of which indentured child labour is an example). Children of parents abused in
state foster care are more likely to engage in non-optimal parenting with their children, and in some
instances to abuse them.

4.4.7.10.11 Biological factors: Buccal cell telomere length. In a study of 62 former
indentured child labourer abuse survivors and 58 controls who had not been maltreated, Kiiffer,
O'Donovan et al. (2016) found no difference between the buccal cell telomere lengths of the two
groups. They also found that the mean buccal cell telomere length of survivors with partial or full
PTSD symptoms (assessed with the SSS) was not shorter than that of the control group. In these
analyses, the effects of potential confounding variables, including age, gender, education,
depression (on the GDS) and functional impairment (on the SF-12) were controlled for. The
subsample of abuse survivors in this study had a demographic and historical profile similar to that
of the overall sample of 141 former indentured child labourers described above. Buccal cell
telomere length was assessed from buccal swabs analysed using quantitative polymerase chain
reaction (O’Callaghan et al., 2008). This study was conducted because there is growing evidence
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that reduced telomere length occurs in PTSD, and this in turn adversely affects physical health and
accelerates the aging process (Lohr et al., 2015). Telomeres are involved in genome stability and
the regulation of cellular proliferation. The authors speculated that the unexpected results of this
study may have occurred because the elderly abuse survivors who participated were particularly
resilient or because the effect of traumatization on Buccal cell telomere length does not persist into
old age.

4.4.7.10.12 Resilience. In a longitudinal study with assessments at two time points 20
months apart, Maercker et al. (2016), evaluated resilience and predictors of resilience in 74
indentured child labourer abuse survivors. Participants were a self-selected subsample from the
overall sample of 141 indentured child labourers described earlier, who agreed to complete a second
assessment 20 months after the initial wave of data collection described above. The subsample in
this study, with a mean age of 80, was historically and demographically similar to the overall
sample. Resilience was assessed with a life satisfaction question and lack of depression (on the
GDS). On each of these two measures, the difference between scores at the initial assessment and
second assessment 20 months later was used as index of resilience progressing over time. Path-
analysis showed that that the following factors predicted resilience (in order of decreasing statistical
significance): (1) physical health, (2) income, (3) perceived social support (assessed with the SSQ),
(4) the capacity to disclose trauma without experiencing undue distress (assessed with the DTQ),
and (5) self-efficacy (assessed with the GSE). There were two counterintuitive findings. Higher
cumulative life trauma (assessed with a combination of the CTQ and the CIDI trauma list) was
associated with increases in life satisfaction from the first to the second assessment occasion.
Greater social acknowledgment by others of survivors having experienced abuse (assessed with
SAQ) was associated with an increase, from the first to the second assessment occasion, in
depressive symptoms. The authors speculated that the first of these counterintuitive findings suggest
that exposure to trauma may have rendered participants more resilient in older adulthood, or that the
initial assessment interview may have helped participants feel better during the second assessment
interview. The authors further speculated that the second of these counterintuitive findings may
have been due to acknowledgment of participants’ suffering occurring too late in life and
contributing to depressive ruminations, rather than a sense of relief. The main implication of this
substudy is that resilience in survivors of child abuse in state foster care was due to the presence of
protective factors which include physical health, income, perceived social support, the capacity to
disclose trauma without experiencing undue distress, and self-efficacy.

4.4.7.10.13 Comments on the Swiss research programme

Results of the Swiss research programme showed that survivors of child abuse which occurred
within the context of indentured child labour in state foster care was associated with mental health
problems, with close to a quarter of survivors having a depressive disorder and PTSD. Early severe,
prolonged emotional child abuse was associated with depression in older adulthood. Survivors with
PTSD showed significantly greater cognitive impairment in older adulthood. Child abuse in state
foster care was associated with lower self-efficacy and conscientiousness, especially when abuse
occurred in early adolescence; and greater impulsivity, especially when abuse occurred during
preschool years. Compared with females, males were particularly vulnerable to developing sexual
difficulties following child abuse in state foster care. Children of parents abused in state foster care
were more likely to engage in non-optimal parenting with their children, and in some instances to
abuse them. Resilient survivors of child abuse in state foster care showed higher levels of certain
protective factors including physical health, income, perceived social support, the capacity to
disclose trauma without experiencing undue distress, and self-efficacy. PTSD symptoms were less
intense where survivors had the ability to disclose their abuse to others and were offered support
and understanding by members of their social network in response to disclosure.
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4.5 CONCLUSIONS

The aim of the systematic review described in this chapter was to determine the outcome (on
physical and mental health, and psychosocial adjustment) of child maltreatment (including physical,
sexual, and emotional abuse, and neglect) across the life span (including childhood (up to 18 years)
and adulthood (over 18 years)) in individuals who had been maltreated in long-term child care.
There are significant associations between the experience of child abuse in long-term residential
care and adjustment across the lifespan in the domains of mental health, physical health, and
psychosocial adjustment. It is probable that child maltreatment in residential care partly accounts
for these adverse outcomes. The severity of adverse outcomes may be partly influenced by the
constellation of risk and protective factors. Prevention and treatment policies, programmes, and
practices should aim to reduce or eliminate risk factors and enhance protective factors.
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Figure 4.2. Rates of adverse mental health outcomes in studies of survivors of child abuse in long-term care and international community surveys
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Figure 4.3. Rates of adverse physical health and psychosocial outcomes is studies of survivors of child abuse in

long-term care
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Table 4.1. Assessment of study quality and risk of bias in quantitative studies of the physical and mental health and psychosocial outcomes for survivors of child abuse

in long-term care
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Netherlands

Deetman 2013 9 1 1 1 1 1 1 1 1 0 0 1
Germany

Sprober 2014 5 0 1 1 1 0 1 0 0 0 0 1
Austria

Lueger-Schuster, Kantor 2014 6 0 1 1 1 1 0 1 0 0 0 1
Lueger-Schuster, Weindl¢ 2014 6 0 1 1 1 1 0 1 0 0 0 1
Lueger-Schuster, Butollo® 2015 6 0 1 1 1 1 0 1 0 0 0 1
Lueger-Schuster 2013 5 0 0 1 1 1 0 1 0 0 0 1
Lueger-Schuster 2018 7 0 1 1 1 1 0 1 1 0 0 1
Kantord 2017a 6 0 1 1 1 1 0 1 0 0 0 1
Weindld 2017 7 0 1 1 1 1 0 1 1 0 0 1
Glickd 2017 6 0 1 1 1 1 0 1 0 0 0 1
Knefele 2013 6 0 1 1 1 1 0 1 0 0 0 1
Knefele 2015 6 0 1 1 1 1 0 1 0 0 0 1
Knefeld 2016 6 0 1 1 1 1 0 1 0 0 0 1
Switzerland

Kuhiman 2013 7 0 1 1 1 1 1 1 0 0 0 1
Krammer! 2016 7 0 1 1 1 1 1 1 0 0 0 1
Burrif 2013 6 0 0 1 1 1 1 1 0 0 0 1
Simmen-Janevska' 2014 7 0 1 1 1 1 1 1 0 0 0 1
Simmen-Janevska' 2015 8 0 1 1 1 1 1 1 1 0 0 1
Rechsteinerf 2015 6 0 0 1 1 1 1 1 0 0 0 1
Kuffer, Thoma' 2016 7 0 0 1 1 1 1 1 1 0 0 1
Kuffer, O’'Donovan' 2016 7 0 0 1 1 1 1 1 1 0 0 1
Maerckerf 2016 7 0 0 1 1 1 1 1 0 0 0 1
Totals 6/40 26/40 39/40 39/40 36/40 26/40 38/40 11/40 1/40 4/40 40/40
% 15 65 98 98 90 65 95 28 3 10 100

Note: Items 1,3,4,5, and 7 are from the risk of bias scale developed by Hoy et al., (2012). Items 2,6, 8, 9, 10, and 11 were developed for this review. a = Participants were those described in Sigal et al., 2002. Sigal et al., 2002 and 2003
are entered as a single study because the report by Sigal et al (2002) and journal article by Sigal et al. (2003) each present the principal findings of a single study. b = Participants were those described in Carr, 2009. Carr, 2009 and Carr
et al., 2010 are entered as a single study because the report by Carr (2009) and journal article by Carr et al. (2010) each present the principal findings of a single study. ¢ = Participants were subsamples of those in Lueger-Schuster,
Kantor et al., 2014. d = Participants were the same as the survivor group in Lueger-Schuster et al., 2017. e = Participants were those in Lueger-Schuster, Kantor et al., 2014 combined with those in Lueger-Schuster et al., 2013. f =
Abuse survivor participants were subsamples of those in Kuhiman et al., 2013.
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Table 4.2. Assessment of study quality and risk of bias in qualitative studies of the physical and mental health and psychosocial outcomes for survivors of child abuse in

long-term care
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Table 4.3. Percentage agreement between two raters and Krippendorff’s Alpha for record and full text screening,
and data extraction in studies of the physical and mental health and psychosocial outcomes for survivors of
child abuse in long-term care

% Krippendorff’'s
Agreement Alpha
Record screening
Screening records (by title, abstract) 95.11 -
Screening full texts 94.57 -
Quality of quantitative studies (Risk of Bias)
1. Was the sample representative of the target population 100.00 1.00
2. Were there at least 100 cases in the sample? 100.00 1.00
3. Were data collected directly from participants)? 100.00 1.00
4. Was an acceptable case definition used in the study? 100.00 1.00
5. Were most of the study instruments that measured the effects of child 100.00 1.00
abuse reliable and valid?
6. Were there no financial incentives for over-reporting child abuse or adult 100.00 1.00
adjustment problems?
7. Was the same mode of data collection used for all participants? 97.50 0.66
8. Was there a control group? 100.00 1.00
9. Were data collected prospectively? 100.00 1.00
10. Was there evidence that the sample had not been maltreated prior to, or 100.00 1.00
since institutional abuse?
11. Were appropriate data analysis methods used? 100.00 1,00
Total Risk of Bias study quality score 99.54 0.99
Quality of qualitative studies (NICE-QAC) 100.00 1.00
1. Is a qualitative approach appropriate? 100.00 1.00
2. Is the study clear in what it seeks to do? 100.00 1.00
3. Is the research design / methodology defensible /rigorous? 100.00 1.00
4. Was the data collection carried out well? 100.00 1.00
5. Is the role of the researcher clearly described? 100.00 1.00
6. Is the context clearly described? 100.00 1.00
7. Were the methods reliable? 100.00 1.00
8. Is the data analysis sufficiently rigorous? 100.00 1.00
9. Is the data 'rich'? 100.00 1.00
10. Is the analysis reliable? 100.00 1.00
11. Are the findings convincing? 100.00 1.00
12. Are the findings relevant to the aims of the study? 100.00 1.00
13. Are the conclusions supported by the results of data analysis and 100.00 1.00
interpretation?
14. Is the reporting of ethics clear and coherent? 100.00 1.00
Total NICE-QAC study quality score 100.00 1.00
Study design features
Years when data were collected 95.56 1.00
Type of design 93.33 0.91
Number of cases in abuse survivors group 97.78 0.98
Number of cases in control group 97.78 0.99
Demographic characteristics
Mean age of survivor participants (when adjustment was assessed) 93.33 0.93
Age range of survivor participants (when adjustment was assessed) 91.11 0.86
% female survivor participants 93.33 0.99
Child Care experiences
% mainly in religious institutional care 89.47 0.99
% mainly in non-religious institutional care 100.00 1.00
% mainly in foster care 100.00 1.00
Average age when entered care 89.47 0.86
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Age range when entered care
Average duration of care

Range of duration of time in care

Child abuse experiences

% abused within birth family
% abused in care

% sexually abused in care

% physically abused in care
% emotionally abused in care

Mental health outcomes

% or d for any type of general mental health problems

% or d for co-morbid disorders

% or d for PTSD

% or d for complex PTSD

% or d anxiety disorders (including PTSD)

% or d depressive disorders (including MDD and dysthymia)
% or d for drug and alcohol use disorders

% or d for personality disorders

Adverse physical health and social outcomes

% frequent illness

% frequent hospitalization for physical health problems
% homeless

% anger control problems in intimate relationships

% anger control problems with children

% violent crime

% non-violent crime

% imprisoned

% never married, separated or divorced

% children taken into care

% School problems, not finished high-school, learning difficulties

% poverty, unemployed, un-skilled or semi- skilled job
% sexual problems
% self-harm

89.47
89.47

94.73

94.73
94.73
78.95
84.21
84.21

100.00
100.00
100.00
100.00
100.00
100.00

87.50
100.00

93.75
100.00
100.00
100.00
100.00

93.75

93.75
100.00

93.75
100.00

93.75
100.00
100.00
100.00

0.88
0.87
0.88

0.90
1.00
0.99
0.89
0.99

1,00
1.00
1.00
1.00
1.00
1.00
0.99
1.00

0.98
1.00
1.00
1.00
1.00
0.99
0.98
1.00
0.88
1.00
0.99
1.00
1.00
1.00
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Table 4.4. Study design features and participants’ demographic characteristics in studies of the physical and mental health and psychosocial outcomes for survivors of
child abuse in long-term care

First Publication Years when Type of Study Number of cases Number of Mean age in years Age range in years % female
Author Date data were design quality in abuse cases in of survivors (when of survivors (when survivor
collected total score survivors control group adjustment was adjustment was participants
group assessed) assessed)

Young people

Benedict 1996 1984- cC 6/11 78 229 - 1-18 61
1988

Hobbs 1999 1990- SC 5/11 158 - 10 1-18 52
1995

Ellonen 2011 2008 SC 8/11 113 - - 12-16 54

Gavrilovici 2007 - SC 8/11 318 - 13 8-17 50

Hermenau 2014 - GP 6/11 62 - 11 8-15 46

Hermenau 2015 - CcC 7111 89 89 11 6-15 49

Canada

Sigal 1999 - cC 5/11 31 446 55 45-68 19

Perrya 2005a - cC 8/11 81 - 59 43-74 51

Sigal2 2002 - CcC 8/11 81 243 59 43-74 51

2003

Perrya 2005b - CcC 8/11 81 224 59 43-74 51

Perrya 2006 - QL 12/14 7 - 60 51-69 57

Wolfe 2006 1997- SC 5/11 76 - 39 23-54 0
1999

Ireland

Carr 2009 2005- SC 711 247 - 60 40-83 45

2010 2006

Flanagan-Howard® 2009 2005- GP 711 247 - 60 40-83 45
2006

Fitzpatrick® 2010 2005- GP 711 247 - 60 40-83 45
2006

Flanagan® 2009 2005- GP 711 247 - 60 40-83 45
2006

Carr 2009 2005- GP 711 247 - 60 40-83 45
2006

USA

Jackson 2011 2000- SC 8/11 220 - - 20-51 49
2002

Salazar 2011 2002 LG 9/11 201 - 21 17-22 55

Morton 2015 - QL 12/14 7 - - - 57

Australia

Bode 2012 2009 QL 12/14 10 - - 46-66 0

Goldman 2012 2009 QL 12/14 10 - - 44-72 100

Netherlands

Deetman 2013 2010 CcC 9/11 238 565 61 40+ -
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Germany
Spréber

Austria

Lueger-Schuster, Kantor
Lueger-Schuster, Weindl®
Lueger-Schuster, Butollo®

Weind| & Lueger-Schustere

Lueger-Schuster
Lueger-Schuster
Kantord

Weindld

Gluckd

Knefele

Knefele

Knefeld

Switzerland
Kuhiman

Krammer!

Burrif
Simmen-Janevska'
Simmen-Janevska'
Rechsteinerf

Kuffer, Thoma'

Kuffer, O’Donovan'

Maerckerf

2014

2014

2014

2015

2016

2013

2018

2017a

2017

2017

2013

2015

2016

2013

2016

2013

2014

2015

2015

2016

2016

2016

2010-
2011

2011-
2012
2011-
2012
2011-
2012
2011-
2012

2012

2014-
2016
2014-
2016
2014-
2016
2014-
2016
2011-
2012
2011-
2012
2014-
2016

2010-
2012
2010-
2012
2010-
2012
2010-
2012
2010-
2012
2010-
2012
2010-
2012

2010-
2012
2010-
2012

SC

SC

GP

GP

QL

SC
cC
SC
cC
QL
SC
GP
GP

SC

SC

SC

SC

GP

cC

SC

cC

cC

LG

6/11

6/11

6/11

6/11

12114

5/11
711
6/11
711
12114
6/11
6/11
6/11

6/11

711

711

6/11

711

8/11

6/11

711

711

711

1050 -

448 -
185s"

185 -
185 -

58 -
465"

58 -
465
220 234
220 -
220 234
220 -
229 -
229 -

219 -

141 -

116 -

96 -

114 -

103 50

96 -

16 19
290s 2gos

62 58

74 -

52

55

56

56

59

54

58

58

58

58

56

56

58

77

77

78

78

76

78

76

76

80

12-89

25-80

26-80

26-80

38-80

29-87

29-87

29-87

29-87

24-80

24-80

29-87

61-101

59-98

60-95

66-99

60-95

61-101

40

25

24

23

40

40

40

40

23

23

40

4

4

43

39

42

43

38

45

4

Note: - = data were not available. a = Participants were those described in Sigal et al

., 2002 or a subsample of them. Sigal et al., 2002 and 2003 are entered as a single study because the report by Sigal et al (2002) and journal article
by Sigal et al. (2003) each present the principal findings of a single study. b = Participants were those described in Carr, 2009. Carr, 2009 and Carr et al., 2010 are entered as a single study because the report by Carr (2009) and journal

article by Carr et al. (2010) each present the principal findings of a single study. ¢ = Participants were subsamples of those in Lueger-Schuster, Kantor et al., 2014. d = Participants were the same as the survivor group in Lueger-

Schuster et al., 2017. e = Participants those in Lueger-Schuster, Kantor et al., 2014 combined with those in Lueger-Schuster et al., 2013. f = Abuse survivor participants were subsamples of those in Kuhiman et al., 2013. SC = Single
cohort cross-sectional study. GP = Subgroups or process study within a single cohort cross-sectional study. CC = Controlled cross-sectional study. LG = Longitudinal single cohort study. QL= Qualitative study. SR = self-report data were
available for these cases. OS = these cases were offspring of parents from whom data were also collected. + = Survivors were over 40 years. The quality of quantitative studies and risk of bias was assessed with an adapted version of
Hoy et al.’s (2012) scale. The items are listed in Table 4.1. The quality of qualitative studies was assessed with the NICE (2012) Quality appraisal checklist. The items are listed in Table 4.2.



Table 4.5. Child care experiences in studies of the physical and mental health and psychosocial outcomes for survivors of child abuse in long-term care

Category and Author Date % mainly in religious % mainly in % mainly in foster Average age in Age range in Average duration of Range of duration of
Institutional care non-religious care years when years when care in years time in care in years
institutional care entered care entered care

Young people

Bendict 1996 0 0 100 - 0-11+ - -

Hobbs 1999 0 16 84 - - - -

Gavrilovici 2007 0 100 0 7 - 6 0-17

Hermenau 2014 - - - 5 0-14 6 1-15

Canada

Sigal 1999 100 0 0 0 0-3 14 ?-14

Sigal 2002 100 0 0 0 - - -

Wolfe 2006 100 0 0 - - -

Ireland

Carra 2009 100 0 0 5 1-16 10 1-22

2010

USA

Jackson 2011 0 0 100 - - - -

Salazar 2011 0 0 100 - - - -

Morton 2015 0 0 100 8 0-12 12 5-18

Australia

Bode 2012 100 0 0 - - - -

Goldman 2012 100 0 0 - - - -

Netherlands

Deetman 2013 100 0 0 - - - -

Germany

Spréber 2014 51 49 0 - - - -

Austria

Lueger-Schuster, Kantor 2014 82 0 0 - - - -

Lueger-Schuster 2013 0 100 0 - - 6 -

Lueger-Schuster 2018 0 0 100 6 0-16 - -

Switzerland

Kuhiman 2013 0 0 100 6 1-16 11 1-26
Note: - = data were not available. a = Carr, 2009 and Carr et al., 2010 are entered as a single study because this report (Carr, 2009) and journal article (Carr et al., 2010) each present the principal findings of a single study. +

= Some children were over 11 years when they entered care.
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Table 4.6. Child abuse experiences in studies of the physical and mental health and psychosocial
outcomes for survivors of child abuse in long-term care

First Date % abused within % abused in care % sexually % physically % emotionally
Author birth family abused in care abused in care abused in care
before placed in
care
Young people
Benedict 1996 9 - 49 24 -
Hobbs? 1999 80 100 65 34 -
Ellonen 2011 - - - 18 58
Gauvrilovici 2007 - - 29 71 -
Canada
Sigal 1999 0 - - - -
Sigal 2002 0 96 58 91 99
Wolfe 2006 - 100 100 100 -
Ireland
Carr 2009 19 100 47 97 94
2010
USA
Jackson 2011 76 31 - - -
Salazar 2011 66 39 15 14 16
Morton 2015 - 100 57 71 -
Australia
Bode 2012 - 100 100 - -
Goldman 2012 - 100 100 - -
Netherlands
Deetman 2013 - - 100 - -
Germany
Sprober 2014 - 100 100 45 45
Austria
Lueger-Schuster, Kantor 2014 7 83 68 68 83
Lueger-Schuster 2013 48NE 100 60 100 93
4OPA
Lueger-Schuster 2018 75 S>C S>C S>C S>C
Switzerland
Kuhiman 2013 - 100 52 67 79
Mean 38 88 67 63 71

Note: - = data were not available. NE = Neglect. PA = physical abuse. S>C = Level of abuse in survivor group was greater than that in the
control group on the Childhood Trauma Questionnaire (Bernstein & Fink, 1998). a = Hobbs et al (1999) reported rates of 52% for sexual abuse,
35% for physical abuse, and 13% for both. In the table 13% has been added to the rates of 52% and 35% to give overall rates of 65% for sexual
abuse and 48% for physical abuse. b = Carr, 2009 and Carr et al., 2010 are entered as a single study because the report by Carr (2009) and

journal article by Carr et al. (2010) each present the principal findings of a single study.
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Table 4.7. Rates of adverse mental health outcomes in studies of survivors of child abuse in long-term care

First Author Date % with mental % with % with % with % with % with % with drug % with
health co-moribid PTSD Complex anxiety disorders depressive and alcohol personality
problems disorders PTSD (including PTSD) disorders disorders disorders
UK
Benedicte 1996 7207 - - - 52T 48¢cT - -
Hobbsf 1999 4407 - - - - - - -
Ellonens 2011 26 - - - - - - -
Canada
Sigali 1999 SG>CG - - - - - - -
Sigali 2002 72 - - - - 15 0 -
Wolfek 2006 59¢T 22¢T 42¢T - - 25¢CT 21¢t -
88LT 43PT 63LT 37LT 66LT
Ireland
Carrak 2009 82T 34CT8 17¢1 - 45CT 27¢ct 401 34¢T
2010 24L7 797 63LT 39T
Netherlands
Deetman' 2013 33 - - - - - - -
Germany
Spréberm 2014 78T 1088 7 - 1347 1347 - -
Austria
Lueger-Schuster, Kantor" 2014 85CT - 49ct - - - - -
Lueger-Schusterk 2013 >83LT - 747 - 83LT 57\T 54T 65T
Lueger-Schusterk 2018 - - 36CT - >36°T 23cT >10°T >25CT
56T >56LT 52LT >2747
Knefelbo 2013 - - 53CT.IcD-10 21¢t - - - -
3SCT,ICD-11
Knefeler 2016 - - 54CT.ICD-11 17¢7 - - - -
Switzerland
Kuhlmana 2013 - - - - - 23¢ct - -
Burridr 2013 - - 23¢ct - - - - -
Mean 67% 33¢T 19¢T 41¢T7 29cT 9cT 41ct
51 LT 58LT 44LT 37LT

Note: PTSD = Post-traumatic Stress Disorder. - = data were not available. a = Carr, 2009 and Carr et al., 2010 are entered as a single study because this report (Carr, 2009) and journal article (Carr et al., 2010) each present
the principal findings of a single study. b = Participants were those in Lueger-Schuster, Kantor et al., 2014 combined with those in Lueger-Schuster et al., 2013. ¢ = Participants were the same as the survivor group in Lueger-
Schuster et al., 2017. d = Participants were a subsample of those in Kuhiman et al., 2013. e = Diagnoses were abstracted from case files. f = General mental health problems were assessed by paediatricians in unstructured
interviews and described as behavioural problems. g = Mental health status was assessed with the Strengths and Difficulties Questionnaire (Goodman et al., 1998). h = Mental health was assessed with the Trauma Symptom
Checklist for Children (Briere, 1996).i = General mental health with the Strengths and Difficulties Questionnaire (Goodman et al., 1998), PTSD with the UCLA PTSD Reaction Index (Steinberg et al., 2004), depression with the

Children’s Depression Inventory (Sitarenios & Kovacs, 1999). j = Mental health was assessed with the Psychological Symptom Inventory (Kovess, 1982). k = Diagnoses were made with various versions of the SCID | and Il

(First et al., 1996, 1997; Spitzer et al., 1996; Wittchen et al., 1997).| = Mental health was assessed with the Brief Symptom Inventory (Derogatis & Melisaratos, 1983).m = Mental health problem were assessed by professional
helpline staff in unstructured interviews. n = General mental health problems were assessed by elevations on any scale of the Brief Symptom Inventory (Derogatis & Melisaratos, 1983) and PTSD was assessed with the Post-
traumatic Stress Disorder - Civilian version checklist (Weathers et al., 1993). 0 = PTSD and complex PTSD were assessed with the Post-traumatic Stress Disorder - Civilian version checklist (Weathers et al., 1993) and Brief

Symptom Inventory (Derogatis & Melisaratos, 1983). p = PTSD and complex PTSD were assessed with the ICD-11 Trauma Questionnaire (Cloitre, Roberts et al., 2013). q = Depression was assessed with the Geriatric

Depression Scale (Sheikh &Yesavage,1986). r = PTSD was assessed with the Short Screening Scale for PTSD (Breslau et al., 1999). CT= Current diagnosis of the disorder. PT = Past diagnosis of the disorder. LT = Lifetime
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diagnosis of the disorder and includes cases with both current and past diagnoses. § = 4 or more co-morbid diagnoses. §§ = 2 or more co-morbid diagnoses. ICD-10 = PTSD diagnosis based on criteria in the International
Classification of diseases — 10t edition (WHO, 1992). ICD-10 = PTSD diagnosis based on the proposed criteria for the International Classification of diseases — 11t edition (http://www.who.int/classifications/icd/revision/en/)
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Table 4.8. Rates of adverse physical health and psychosocial outcomes in studies of survivors of child abuse in long-term care

5 ° ° ?
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Young people
Benedict 1996 74 - - - 53 17
Hobbs 1999 - - - - 24 -
Ellonen 2011 - 39 39 - - -
Gavrilovici 2007 - 31 - - - _
Canada
Sigal 1999 26 - - 39 -
Sigal 2002 21 - - 46 33
Wolfe 2006 - 39 51 32
Ireland
Carra 2009 30 10 22 35 18
2010
Australia
Bode 2012 - - - - -
Goldman 2012 - - - - -
Netherlands
Deetman 2013 - - - - 14
Germany
Spréber 2014 22 - - 55 -
Austria
Lueger-Schuster, 2014 - - - 38 -
Kantor
Lueger-Schuster 2013 - - - 29 63
Lueger-Schuster 2018 6 - - 50 -
Switzerland
Kuhiman 2013 - - - 30 -
Means 30 30 37 39 29

Note: - = data were not available. a = Carr, 2009 and Carr et al., 2010 are entered as a single study because the report by Carr (2009) and journal article by Carr et al. (2010) each present the principal findings of a single
study. CT= Current problem. PT = Past problem SC = Sexual concerns on the Trauma Symptom Inventory (Briere, 1995). SD = Sexual dysfunction on the Trauma Symptom Inventory (Briere, 1995).



Table 4.9. Key results from studies of the physical and mental health and psychosocial outcomes for survivors of child abuse in long-term care

Category Date Type of study Key Findings
Author
Young people
Benedict 1996 This was US retrospective archival Data were abstracted from case files of all children abused in foster care in Baltimore between 1984 and 1988, and a random sample of 229 non-abused
study of the adjustment of 78 children in foster care.
children abused in foster care in 84% of participants were African American and 53% of children had health problems before entering foster care.
Baltimore Maryland USA These children came from families in which 70% of birth mothers had health problems, 31% had alcohol use problems, 22% had drug use problems, and 24%
between1984 and 1988 compared had psychiatric problems.
with a random sample of 229 non- In foster care 49% of children had been sexually abused, 24% physically abused, and 27% had suffered significant neglect.
abused children in foster care. Being abused while in foster care was significantly more likely for girls than boys, for those with developmental problems prior to foster care, for those with
emotional problems during foster care, and for children placed in non-kinship foster care.
For the sexually abused young people in 2/3 of cases the perpetrator was a foster carer, and in 2/3 of cases sexual abuse involved attempted or actual
penetration.
More girls than boys were sexually abused (79% v 21%), and more sexually abused children had developmental delays in cognitive, language or motor
development than non-abused children (27% v 12%).
Compared with non-abused children, significantly more physical and sexually abused children were over 2 years when first placed in foster care (73% v 51%);
they had been in more residential or foster care settings (7 v 3); and overall had spent less time in care (10 v 6 years).
Sexually abused and neglected children were significantly more likely to be in non-kinship foster care than non-abused children (82% v 61%).
In the physical health domain 74% had significant problems.
In the mental health domain 72% had significant problems.; 48% were depressed and 52% were anxious.
In the psychosocial adjustment domain, 17% were, or had been suicidal.
Compared with non-abused children, significantly more abused children had physical health (74% v 59%), mental health (72% v 43%), and behavioural
problems (78% v 58%), and developmental delays (53% v 28%).
Compared with children who had suffered other forms of maltreatment significantly more sexually abused children had mental health problems (87% v 65%),
especially depression (68% v 38%).
Hobbs 1999 This was a UK retrospective Participants were a convenience sample of 158 children including 133 abused in foster care and 25 abused in residential care, assessed by paediatricians in
archival study of 158 child the 1990s.
survivors of physical and/or sexual The mean age was 10, with arrange from 1-18 years and 52% were female.
abuse from 1990-1995 in foster or 52% had been sexually abused, 34% physically abused and 13% both physically and sexually abused while in care
residential care in Leeds. Abuse was very severe in 39% of cases with 1 death, 8 children with burns, 18 with genital, and 34 with anal penetration.
80% had been maltreated prior to entering care.
39% had been abused by foster parents or residential care staff, 23% by parents during visits, and 31% by peers or others.
44% had significant behavioural problems indicative of mental health problems.
25% had sexualized behaviour problems.
24% had learning difficulties including Down’s syndrome, cerebral palsy, and hearing impairment.
Ellonen 2011 This was a Finnish cohort study of This was a cross-sectional cohort study of a nationally representative probability sample of 13,459 adolescents aged 12 -16 years conducted in 2008, of whom

a national probability sample of
13,459 adolescents, 113 of whom
were in care at the time of the
study

50% were female, and of whom 113 were in care at the time of the survey.

Participants completed online questionnaires which included the CTSPC to assess abuse, the SDQ to assess mental health, and the JVQ to assess
victimization in the community. All of the following results concern the 113 adolescents who were in care.

On the CTSPC 18% had experienced physical abuse and 58% emotional abuse.

On the SDQ 26% had internalizing behaviour problems such as depression or anxiety, 21% had externalizing behaviour problems such as aggression or rule
breaking, and 17% had problems with pro-social peer relationships.

On the JVQ 48% and 43%, respectively, had been victims of violence and stealing in the community, while 39% had engaged in property damage and 39% in
violent delinquency.
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Gauvrilovici

Hermenau

Hermenau

Canada
Sigal

2007

2014

2015

1999

This was a Romanian cross-

sectional study of 448 young

people in state run residential
institutions

This was a Tanzanian cross-
sectional study compared the
adjustment of preadolescent
survivors of institutional
maltreatment who were abused
before and after the age of 4 years,
with 35 in each group

This was a Tanzanian cross-
sectional controlled study of 89
orphans and 89 demographically
matched controls investigated the
association between maltreatment,
stigmatization, and mental health

This was a retrospective controlled
study of 31 adult survivors of
institutional abuse in orphanages
(Duplessis Children).

In the mental health domain, there was no significant association between physical and emotional abuse on the one hand, and mental health problems
(internalizing and externalizing behaviour problems and problems with pro-social behaviour) on the other.

In the psychosocial adjustment domain, there were significant associations between having experienced emotional abuse, and both being violently victimized
and engaging in delinquency (violence and property damage) in the community.

This was a cross-sectional study of 448 children under 18 years in 6 state run residential institutions in lasi County in North eastern Romania.

Participants mean age was 13 years, and 52% were female.

They had been in institutional care for an average of 6 years, with a range from 8-17 years. 35% were from 2 parent families, 37% from single parent families,
and the remainder had no parents.

Data were collected by interview for pre-adolescents and by paper and pencil questionnaire for adolescents. The assessment pack included REVS to assess
abuse and TSCC to assess trauma symptoms.

71 % had been physically abused (slapped, hit, punched or pushed), 41% had been severely physically abused (beaten up), and 29% had been sexually
abused.

In the mental health domain, there were significant associations between exposure to violence (including being abused or witnessing abuse) and depression,
anxiety, post-traumatic stress, anger, and dissociation.

In the psychosocial adjustment domain, 61% had engaged in aggressive behaviour (hitting), 31% in very aggressive behaviour (beating up), and 10% in
extremely aggressive behaviour (attacking with a knife); and 18% had experienced suicidal ideation.

Participants were 62 pre-adolescent children attending a catholic school who were equally divided between those who had been placed in institutions before
and after 4 years of age.

The mean age of participants was 11, with a range from 8-15 years, and 46% were female.

Those placed in institutions before and after 4 years had spent an average of 8 and 3 years in institutions respectively.

80% of those placed in institutions before 4 years and 63% of those placed in institutions after 4 years were still in institutions at the time of data collection.
Participants were assessed by interview which included the pedMACE to assess child abuse, the CDI to assess depression, the RPQ to assess aggression,
and the SDQ to assess mental health-related behaviour problems.

There was a significant association between age when placed in an institution, and both the amount of maltreatment and variety of mental health problems.
Those placed in institutions before 4 years experienced greater maltreatment (on the pedMACE) and a wider variety of mental health problems (on the CDI,
RPQ and SDQ).

For children placed in institutions before 4 years (but nor for those placed after 4 years) there was a significant association between maltreatment and mental
health problems (on the CDI, RPQ and SDQ).

Participants were 89 orphans and 89 demographically matched controls

Participants mean age was 11, with a range of 6-15 years, and 49% were female.

Participants were assessed by interview which included the pedMACE to assess child abuse, the UCLA PTSD-RI to assess PTSD, the CDI to assess
depression, the RPQ to assess aggression, the SDQ to assess mental health-related behaviour problems, and a series of 10 questions to assess perceived
stigma.

97% of orphans and 93% of controls had experienced child abuse, while 56% of orphans and 32% of controls had experienced neglect.

Compared with controls, orphans had significantly more post-traumatic stress symptoms, depressive symptoms, and aggressive behaviour, but not behaviour
problems on the SDQ.

Among orphans there was a significant association between child abuse, neglect and stigmatization on the one hand, and behaviour problems on the SDQ on
the other.

Among orphans there was also a significant association between neglect and stigmatization on the one hand, and depression on the other, and stigmatization
moderated the relationship between neglect and depression. For orphans who perceived a high level of stigma, there was a stronger association between
neglect and depression than for those with low stigma.

Participants were a self-selected convenience sample of 31 adult survivors of institutional maltreatment in Quebec orphanages recruited from a survivors’ self-
help group and a demographically matched comparison group of 446 adults raised within their birth families. The comparison group was drawn from a general
health survey of a representative sample of Quebec residents.

The survivors group are known as ‘Duplessis’ Children’ after the Premier of Quebec, Maurice Duplessis, whose policies led to the institutionalization of orphans
in creches and orphanages run by catholic nuns and brothers.

The mean age of survivors was 55 years, with a range from 45 to 68; 19% were female; and all were of low SES.

Survivors were predominantly illegitimate children, placed in under-resourced créches at birth, in orphanages at 6 years, and in reform schools or on farms as
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Sigal 2002 This report described a
retrospective controlled study of 81
adult survivors of institutional
abuse in orphanages

Perry 2005a This paper detailed the childhood
maltreatment experiences and
protective factors of 81 adult
survivors of institutional abuse in
orphanages

Sigal 2003 This paper detailed the adult
adjustment of 81 adult survivors of
institutional abuse in orphanages

indentured labourers in their teens, if male, or working maids, if female. 75% left institutional care at 14 years.

In créches they were deprived of intellectual stimulation and attachment to a single caretaker; in orphanages many were physically and sexually abused; in
reformatories, on farms and in service this abuse often continued. Maltreatment was mainly perpetrated by lay caretakers (for example monitors in
orphanages) not peers or nuns. In this study rates of physical and sexual abuse were not assessed.

Participants completed an interview which included the PSI and SRS to assess wellbeing, distress and stress-related symptoms, and a checklist of 28 chronic
health problems.

Compared with the control group, survivors had significantly poorer physical health, mental health, psychosocial adjustment.

In the domain of physical health, compared with the control group, significantly more survivors had stress-related illnesses (26% v 7%).

In the domain of mental health, compared with the control group, survivors had significantly higher levels of psychological distress and lower levels of well-
being. Effect sizes for wellbeing and distress ranged from d = 0.57 to 1.73.

In the domain of psychosocial adjustment, compared with the control group, survivors had significantly less education (4 years v 8 years), and significantly
more had never married (39% v 7%).

This second study of ‘Duplessis’ Children’ overcame shortcomings of the Sigal et al., 1999 study by using a larger random sample of survivors containing
approximately equal numbers of males and females.

Participants were 81 adult survivors of institutional maltreatment in Quebec orphanages randomly selected from 185 members of a survivors’ self-help group
and a demographically matched comparison group of 243 adults raised within their birth families. The comparison group was drawn from a general health
survey of a representative sample of Quebec residents.

The mean age of survivors was 59 years, with a range from 43 to 74; 51% were female; and all were of low SES.

Participants completed an interview which included the TPAI to assess maltreatment and protective factors (personal strengths and positive relationships), a
checklist of 28 chronic health problems, a checklist of 12 medications, the PSI to assess psychological distress, the DMRS to assess defence mechanisms, the
SOFAS to assess social and occupational functioning, and survey questions to assess social support, drug and alcohol use.

All survivors had experienced maltreatment, and compared with the control group in adulthood, had significantly poorer mental health, physical health, and
psychosocial adjustment. Key findings from the report by Sigal et al. (2002) were published in a series of 6 journal articles (Boucher et al., 2008, Paré et al.,
2010; Perry et al., 2005a, 2005b, 2006; Sigal et al., 2003) and are summarized below.

This paper presented the following results from Sigal et al. 2002, all of which are based on an analysis of the TPAI which assessed maltreatment, trauma,
positive relationships and personal strengths.

Survivors of institutional abuse in orphanages reported a high prevalence of traumatic childhood experiences (including maltreatment and other adversities),
counterbalanced by modest levels attachment relationships and personal individual strengths.

Most abuse survivors reported multiple early adverse experiences. In descending order of frequency there were: unfair rules and excessive punishment (or
emotional abuse) (99%), physical abuse (96%), emotional neglect (87%), witnessing violence (81%), verbal abuse from carers (67%), physical neglect 63%),
sexual abuse (57%), serious iliness (54%), betrayal (44%), loss (43%), deprivation (40%), separations (33%), verbal abuse from peers (19%), and physical
abuse by people other than carers (17%).

For 98% of survivors, maltreatment and adverse experiences occurred between 7 and 18 years, and for 77% they occurred prior to 6 years. More severe
trauma occurred between 7 and 18 years than prior to 6 years.

Men reported significantly more sexual abuse than women, and women reported more emotional neglect than men.

In the domain of positive childhood relationships, 89% had an identifiable caretaker, 79% had supportive peer relationships, and 51% had at least one
supportive confiding relationship with an adult. The corollary of this is that 49% had never had at least one supportive confiding relationship with an adult, 21%
had never experienced supportive peer relationships, and 11% had never had an identifiable caretaker.

In the domain of personal childhood strengths 94% reported at least one of 10 childhood strengths. In descending order these were: assertive self-
protectiveness (38%), athletic physical competence (37%), empathy (18%), persistence (15%), sociability (15%), attractive personality (11%), intelligence
(8%), self-appraisal (6%), academic interests (5%), and other strengths (4%).

There were significant associations between positive childhood relationships and positive relationships in adulthood; between childhood strengths and
strengths in adulthood; and between childhood trauma and further trauma in adulthood.

This paper presented the following results from Sigal et al. 2002 which indicate that

compared with the control group in adulthood, survivors of maltreatment in orphanages had significantly poorer mental health, physical health, and
psychosocial adjustment.

In the domain of physical health, compared with the control group, in adulthood significantly more survivors had physical illnesses such as back pain (38% v
13%), joint pain (25% v 4%), headaches and migraine (22% v 5%), and respiratory problems (23% v 6%). Compared with male controls, more male survivors
used analgesics (38% v 15%) and tranquillizers (23% v 10%).
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In the domain of mental health, compared with the control group in adulthood, survivors had significantly higher levels of psychological distress (72% v 46%),
and significantly more were depressed (15% v 2%).

In the domain of psychosocial adjustment, compared with the control group in adulthood, survivors had significantly less education (4 years v 9 years), and
significantly more had never married (46% v 18%), had low levels of social support (45% v 21%), suicidal ideation (41% v 13%), and attempted suicide (33% v
3%).

This paper presented the following results from Sigal et al. 2002 based on an analysis of the TPAI which assessed maltreatment and trauma, positive
childhood relationships and personal childhood strengths, the PSI which assessed psychological distress, the DMRS which assessed adaptiveness of defence
mechanisms, and the SOFAS which assessed social and occupational functioning.

In the domain of mental health, compared with the control group, maltreatment survivors showed significantly greater psychological distress, and 82% of
survivors had maladaptive defence mechanisms.

In the domain of psychosocial adjustment, 59% of survivors showed moderate to severe impairment in social and occupational functioning, and the sample as
a whole showed moderate impairment in social and occupational functioning as indicated by a mean SOFAS score of 58 on a 100-point scale.

Childhood trauma and childhood personal strengths jointly predicted 24% of the variance in social and occupational functioning in adulthood.

There were significant associations between childhood trauma and both adult psychological distress and social and occupational functioning in adulthood.

For survivors who had few personal strengths in childhood, there were significant associations between childhood trauma on the one hand, and psychological
distress, adaptiveness of defence mechanisms, and social and occupational functioning in adulthood on the other.

This paper presented qualitative case studies of 7 maltreatment survivors from Sigal et al. (2002).

The case studies included 3 males and 4 females with a mean age of 60 and a range from 51 to 69 years.

All had experienced severe child maltreatment, notably severe long term physical abuse, sexual abuse and neglect.

In adulthood their adjustment which ranged from poor to good, was associated with the constellation of child maltreatment and life adversities that they had
experienced on the one hand, and protective factors, notably positive relationships and personal strengths across the life span on the other.

This French paper summarized results of the report (Sigal et al., 2002) and journal articles (Perry et al., 2005a, 2005b, 2006; Sigal et al., 2003) which were
written in English.

This French paper presented qualitative 2 case studies previously presented in Perry et al 2006 from the quantitative study by Sigal et al. (2002).

Participants were a self-selected convenience sample of 76 survivors of clerical abuse who were recruited through media from 1997 to 1999 for a class action
lawsuit.

Participants were abused between the 1960s and 1980s.

Abuse was not assessed until the1990s.

Two-thirds were survivors of severe and chronic physical and sexual abuse, involving oral or anal sex, digital penetration, and beatings.

One-third were survivors of less severe abuse involving sexual touching/fondling, masturbation, slapping, pushing, or hitting.

The average age was 39 with a range from 23-54 years and all were male.

They were assessed with the TSI which assessed trauma-related symptoms over the past 6 months, the PAI which assessed psychological functioning, and
the SCID-CV.

88% met the DSM-IV diagnostic criteria for a lifetime diagnosis of a psychiatric disorder, and 59% met the criteria for a current disorder.

43% had a history of 2 or more comorbid disorders, and 22% had 2 or more current comorbid disorders.

63% met the DSM-IV diagnostic criteria for a lifetime diagnosis of post-traumatic stress disorder (PTSD), 42% met the criteria for a current PTSD diagnosis,
and 21% met the criteria for a PTSD diagnosis in the past.

66% met the DSM-IV diagnostic criteria for a lifetime diagnosis of an alcohol use disorder, 21% met the criteria for a current alcohol use disorder, and 45% met
the criteria for an alcohol use disorder in the past.

37% met the DSM-IV diagnostic criteria for a lifetime diagnosis of a depressive disorder, 25% met the criteria for a current depressive disorder, and 12% met
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the criteria for a diagnosis of depressive disorder in the past.

On the PAI the sample showed significant problems in the areas of traumatic stress associated with PTSD and negative relationships associated with
borderline personality disorder.

On the TSI the sample showed significant problems indicative of PTSD on the intrusive experiences, defensive avoidance, and dissociation scales.
66% had a history of sexual problems in personal relationships, and 46% were experiencing current sexual difficulties.

28% had a history of confusion concerning their sexual orientation and 22% reported current confusion or uncertainty about this.

For those who had an intimate partner 49% reported verbal and/or physical abuse of their partner.

51% had been arrested for property offenses, 49% for drug-related offenses, and 39% for violent offenses.

32% had never married and 36% were married.

51% had not completed high school.

73% were either unemployed or employed in semi- or un-skilled positions.

Participants were a self-selected 16% (247/1578) convenience sample adult survivors of institutional child abuse which had occurred in religiously affiliated
residential industrial schools and reformatories were recruited through the government initiated Commission to Inquire into Child Abuse.

In 2005 and 2006 they were assessed with a protocol that included a life interview and the CTQ, SCID | and I, TSI, ICAPCI, ECRI, KMS, KPS, WHOQoL and
GAF

They entered institutions for various reasons including their parents being unable to look after them (42%), personal prosecution for petty crime (24%),
illegitimacy (19%), and parental death (14%).

They had spent an average of 10 years living in institutions, having entered at an average age of 5 years.

Institutions in which they lived were managed by nuns in 49% of cases, brothers or priests in 31% of cases, and 20% had been in institutions under both types
of management.

It had been 22-65 years since they had suffered institutional abuse.

Participants had a mean age of 60 with a range from 40-83 years, and 45% were female.

On the CTQ 19% had been maltreated within their birth families, with 13% reporting physical abuse, 4% sexual abuse, 10% emotional abuse, 23% physical
neglect, and 14% emotional neglect.

On the CTQ over 97% had been physically abused, 47% sexually abused, 95% emotionally abused, 98% physically neglected, 94% emotionally neglected,
and over 90% had experienced 4 forms of maltreatment.

For over 90% of survivors the most severe form of physical institutional abuse they experienced involved being assaulted so severely as to leave bruises, cuts
or to require medical attention, with 47% reporting this happened over 100 times.

The most severe forms of sexual institutional abuse were fondling and masturbation (22%) and oral, anal or vaginal penetrative sex (19%), with 10% reporting
this happened over 100 times.

82% met DSM-IV diagnostic criteria for a lifetime diagnosis of an anxiety, mood, substance use, or personality disorder and 34% had 4 or more comorbid
disorders.

51% met the DSM-IV diagnostic criteria for a current anxiety, mood or substance use disorder, and 65% met criteria for these types of disorder in the past.
30% met the DSM-IV criteria for a current personality disorder.

For combined current and past diagnoses, anxiety disorders were the most common (current 45%, past 34%); followed by mood disorders (current 27%, past
36%); followed by alcohol and substance use disorders (current 5%, past 35%).

The three most common anxiety disorders were social phobia (current 20%, past 11%); generalized anxiety disorder (current 17%, past 7%); and post-
traumatic stress disorder (current 17%, past 9%).

For mood disorders the current (27%) and past (36%) prevalence rates for major depression were higher than the rate of current dysthymia (11%). (Only
current and not lifetime diagnoses of dysthymia may be made.)

For alcohol or substance use disorders, 27% had a past diagnosis of alcohol dependence and 8% had a past diagnosis of alcohol abuse. Prevalence rates for
all other current and lifetime substance use diagnoses were below 5%.

For personality disorders, 21% had avoidant personality disorder; 7% had antisocial personality disorder; 6% had borderline personality disorder and 2% had
dependent personality disorder.

The rates of psychological disorders among survivors of institutional child abuse, were far higher than those in major international epidemiological studies of
normal community populations conducted in Europe, the USA, and the UK.

The rates of social adjustment problems were as follows: educational problems including not graduating from high school 80%, unemployed or in unskilled or
semiskilled jobs 51%, never married, separated or divorced 35%, anger control problem in intimate relationships 26%, non-violent crime 22%, homelessness
21%, self-harm or attempted suicide 18%, anger control problems with children 13%, violent crime 10%, and children taken into care 4%.

On the TSI which complex post-traumatic symptoms the following percentages scored in the clinical range: avoidance of reminders of trauma 60%,
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intrusive experiences such as flashbacks

56%, impaired self-reference 46%, dissociation 44%, depression, 42%, anxious arousal 39%, maladaptive tension reduction 35%, anger 32%, sexual concerns
24%, sexual dysfunction 13%.

Recollections of more frequent institutional childhood sexual and emotional abuse on the CTQ were significantly correlated with greater trauma symptoms in
adulthood on the TSI.

Current trauma symptoms on the TSI were greater in those who reported both institutional and intrafamilial childhood maltreatment on the CTQ, compared with
those who reported institutional abuse only.

On the ECRI 17% had a secure adult attachment style and 83% had one of 3 types of insecure adult attachment styles. The rates were 44% for fearful, 27%
for dismissive and 13% for preoccupied insecure attachment styles.

Participants in this study were the same as those in Carr, 2009 and Carr et al., 2010.

In this study the Institutional Child Abuse Processes and Coping Inventory (ICAPCI) was developed.

Exploratory and confirmatory factor analyses were used to derive the 6 factor scales of the ICAPCI

Traumatization is a 14-item scale which assesses truamatization, betrayal and loss of trust, stigmatization, shame and guilt, and disrespect of authority.
Re-enactment is a 9-item scale which assesses re-enactment of abuse; powerlessness, coping by opposing, and coping by using alcohol and drugs.

Spiritual disengagement is a 5-item scale which assesses disengagement from religious practice and not using spiritual coping strategies.

Positive coping is a 9-item scale which assesses coping through planning, skill mastery, and social support.

Coping by complying is a 3-item scale which assesses coping by complying with the wishes of people in authority.

Avoidant coping is a 3-item scale which assesses coping by avoiding thoughts and situations associated with abuse.

The scales had acceptable levels of reliability and there was greatest support for the validity of the traumatization and re-enactment scales.

On ICAPCI scales, from childhood to adulthood, survivors reported a reduction in the psychological processes of traumatization, re-enactment of abuse and an
increase in spiritual disengagement. They also reported an increase in the use of positive coping strategies and a reduction in the use of coping by complying
and avoidant coping strategies.

The psychological processes of traumatization and re-enactment were associated with multiple difficulties in adult life (assessed with the SCID | and I, TSI,
WHOQoL 100 and GAF) and a history of institutional abuse but not family-based child abuse (assessed with the CTQ). Having spent more time living within a
family context in childhood and using positive coping strategies such as planning, developing skills and developing a social support network in adulthood were
associated with a good quality of life in adulthood.

Overall, these findings indicated that the ICAPCI is a reliable and valid instrument for assessing trauma and coping processes in survivors of institutional
abuse. From childhood to adulthood survivors reported a significant reduction in negative trauma process, and an increase in positive coping. The intensity of
trauma processes is probably influenced by the cumulative effect of past trauma and the use of positive coping. The intensity of trauma processes affects
adult adjustment.

Participants in this study were the same as those in Carr, 2009 and Carr et al., 2010.

The 247 cases were classified into three groups that reported the worst thing that had happened to them in an institution was either severe sexual (N=60;
24%), severe physical (N=102, 41%) or severe emotional abuse (N=85, 34%).

Survivors of severe sexual abuse had the most abnormal profile, which was characterised by higher rates of all forms of child maltreatment and higher rates of
post-traumatic stress disorder, alcohol and substance abuse, antisocial personality disorder, trauma symptoms, interpersonal anxiety and life problems.
Survivors of severe emotional abuse were better adjusted than the other two groups.

The profile of survivors of severe physical abuse occupied an intermediate position between the sexual abuse group and the emotional abuse group.
Survivors of severe sexual abuse may require more intensive evidence-based trauma treatment services.

Participants in this study were the same as those in Carr, 2009 and Carr et al., 2010.

The 247 cases were classified into three groups: a resilient group with no DSM |V disorders (N=45, 18%), a poorly adjusted group with 1-3 disorders (N= 119,
48%), and a very poorly adjusted group with 4 or more disorders (N= 83, 34%).

Compared with the very poorly adjusted group, the resilient group was older and of higher socio-economic status; had suffered less sexual and emotional
institutional abuse; experienced less traumatization and re-enactment of institutional abuse; had fewer trauma symptoms and life problems; had a higher
quality of life and global level of functioning; engaged is less avoidant coping; and more resilient survivors had a secure adult attachment style.

The resilient group differed from the poorly adjusted group on a subset of these variables. Compared with the poorly adjusted group (in which participants had
1-3 diagnoses), the resilient group was older; experienced less present traumatization and re-enactment institutional abuse psychological processes; had
fewer trauma symptoms and life problems; had a higher quality of life and global level of functioning; and more resilient survivors had a secure adult
attachment style.

The resilience of the first group in this study may in part be due to experiencing somewhat lower levels of emotional and sexual abuse than their non-resilient
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counterparts, to their development of secure or dismissive adult attachment styles, and to their use of coping strategies for dealing with trauma which are not
avoidant.

Survivors with greater psychopathology may require more intensive services and therapeutic interventions with survivors should focus on facilitating the use of
non-avoidant coping strategies and the development of a secure adult attachment style.

Participants in this study were the same as those in Carr, 2009, and Carr et al., 2010.

Two hundred and forty-seven survivors of institutional abuse in Ireland were classified with the ECRI as having fearful (N=109, 44%), preoccupied (N = 31,
13%), dismissive (N= 66, 27%) or secure (N=41, 17%) adult attachment styles.

The group with the secure adult attachment style had the most positive profile in terms of DSM IV diagnoses, trauma symptoms, quality of life, global
functioning, marital satisfaction, and stability of first marriage.

The most negative profile occurred for the fearful group.

The profile of the preoccupied group was more similar to that of the fearful group.

The profile of the dismissive group was more similar to that of the secure group.

Surprisingly, the positive overall adjustment of the group with the secure adult attachment style was unrelated to the number of years spent in the family of
origin before institutional entry and the number of years spent in an institution.

Secure adult attachment style may be a protective factor in promoting resilience in adult survivors of institutional abuse, while an insecure attachment style
(fearful, preoccupied or dismissive) may be a risk factor for problematic adjustment, with the fearful adult attachment style being associated with greater
adjustment problems.

Participants were 708 adults who had been in the Casey foster care programme, which spanned 13 US states, between 1966 and 1998.

Participants were between 20 and 51 years; there were almost equal numbers of males (51%) and females (49%); and 81% were white and 19% were African
American.

Abuse by an adult carer while in foster care was assessed by interview, and PTSD was assessed with the CIDI. Data on history of child care, foster care, and
developmental history were abstracted from case files.

Prior to foster care 42% had been sexually abused, 55% physically abused, 76% emotionally abused, and 62% neglected. More females than males had been
sexually (62% v 23%) and emotionally (79% v 72%) abused.

In childhood 20% had a physical or learning disability, and 11% had ADHD. More males than females had ADHD (16% v 6%), or physical and learning
disabilities (26% v 13%).

For the whole sample 31% were abused while in foster care.

For the whole sample 21% had a current diagnosis of PTSD. More females than males had PTSD (31% v 11%).

There was a significant association between child abuse in foster care and having a diagnosis of PTSD in adulthood.

There was a significant association between emotional abuse and sexual abuse before entering foster care on the one hand, and having a diagnosis of PTSD
in adulthood on the other.

Participants were 513 young people leaving foster care in 3 US mid-western states.

There were almost equal numbers of females (55%) and males (45%). 55% were African American, 33% were white, and the remainder were mixed race,
Alaskan or Asian. When first interviewed the mean age of participants was 17 years with a range from 17 to 18 years.

Participants were interviewed on three occasions, at 2-year intervals. Maltreatment experiences were assessed with the LEQ, social support with the MOS-
SSS, and depression with the 12-month version of the CIDI.

66% had been maltreated before entering foster care.

39% had been maltreated in foster care.

There was a significant association between maltreatment before and during foster care on the one hand, and depressive symptoms in young adulthood on the
other. Higher levels of child abuse were associated with higher levels of depressive symptoms.

Social support reduced the effect of maltreatment on depression. Where young adults with a maltreatment history had a high level of social support, they
experienced less depression. This buffering effect of social support was diminished for those with more complex maltreatment histories involving multiple types
of abuse before and during foster care.

Participants were 7 survivors of child abuse in foster care and residential care solicited from a statewide advocacy group, who were in higher education.
There were 4 (57%) females and 3 (43%) males, who had spent an average of 12 years in care, with a range from 5-18 years.

They had been in an average of 19 homes, with a range of 6-65.

They had been abused in 1-3 homes,

3 had suffered physical abuse, 2 sexual abuse, and 2 both physical and sexual abuse.
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A thematic analysis of transcripts of semi-structured interviews showed that institutional child abuse in foster care was associated with five main themes which
were barriers to academic achievement.

Disempowerment, marginalization and silencing.

Anger, aggression, self-harm and antisocial behaviour including drug use.

Academic underachievement and behaviour problems at school.

Foster-placement breakdown and movement to secure residential facilities.

Difficulty making the transition from secure residential facilities to mainstream education.

Participants were a purposive sample of 10 male survivors of institutional abuse attending the Queensland sexual abuse recovery centre.

They were aged between 46 and 66 years and had been sexually abused in residential care in Queensland, Australia between 1950 and 1975.

All 10 participants completed a primary school education; only two (20%) attended secondary school; one dropped out at aged 13 years; and the other
progressed at aged 15 to a technical school to learn a trade.

A narrative analysis of transcripts of semi-structured interviews showed that 90% believed that institutional child sexual abuse had a permanent and debilitating
impact on their educational development, opportunities and achievements.

Participants were a purposive sample of 10 female survivors of institutional abuse attending the Queensland sexual abuse recovery centre.

They were aged between 44 and 72 years and had been sexually abused in orphanages in Queensland, Australia between 1940 and 1970.

Only 2 had completed primary school, none had completed more than 2 years of secondary school, and none had undertaken any tertiary education.

A narrative analysis of transcripts of semi-structured interviews showed that all 10 believed that institutional child sexual abuse, and neglect had a permanent
and debilitating impact on their educational development, opportunities and achievements.

The 9 married survivors with children believed that institutional abuse had detrimental intergenerational consequences for their own children, because they
could not help them with school work, they had difficulties with anger management, or they inadvertently married abusive partners who abused their children.

Participants were drawn from a national probability sample. There were 238 survivors of child sexual abuse which occurred within catholic residential
institutions, 836 survivors of sexual abuse who had not been residents in catholic institutions, and a control group of 565 individuals who never lived in a
catholic institution and were not abused.

Participants completed a survey that included the BSI. Clinically significant mental health problems were indexed by scoring above the cut-off score of 11 on
the BSI.

Within the mental health domain, significantly more survivors of institutional child sexual abuse (33%) had mental health problems compared with survivors of
child sexual abuse who did not live in institutions (22%) and normal controls (18%).

Within the psychosocial adjustment domain, significantly more survivors of institutional child sexual abuse (14%) had attempted suicide compared with child
sexual abuse survivors who did not live in institutions (7%) and normal controls (3%).

Participants were 1050 survivors of child sexual abuse of whom 404 (38%) had been in catholic, 130 (12%) in protestant, and 516 (49%) in non-religious
institutions.

In 2010 and 2011 data were collected by phone and hotline staff used a web-based template to record information.

The mean age of participants was 52 with a range from 12 to 89 years and 40% were female.

55% were separated, divorced or had never married, and 42% were married or in a long-term relationship.

91% were living in West Germany and 69% in urban areas.

They had been abused within religious schools and residential care centres and secular state-run residential child care facilities.

The majority had been abused between 1950 and 1980.

53% had experienced penetrative abuse, and this was more frequently reported by older victims and by females

96% were abused in the past and for the remainder the abuse was still occurring.

91% were abused on multiple occasions.

37% had been abused by multiple offenders, and this was less common in protestant institutions.

84% were abused by males.

In 68% of cases survivors mentioned that they had experienced additional physical, psychological or emotional abuse, with physical abuse being the most
common.

A qualitative analysis indicated that for some survivors who experienced both physical and sexual abuse, the physical abuse occurred in institutions where
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corporal punishment was a regular practice. Invariably perpetrators were in positions of power and survivors felt dependent and powerless. They were not
believed or punished when they told other adults about their abusive experiences and did not know that they should have been able to appeal to regulatory
authorities about their situation.

Offenders in religious and secular institutions used grooming strategies such as gaining trust by building a close relationship, creating situations where they
were alone, and framing sexual abuse as educational. Some strategies were specific to religiously affiliated institutions, for example, using religious concepts
to coerce survivors to submit to abuse, or practice in abuse as part of a religious ritual.

78% had been diagnosed with a psychiatric disorder.

Depression was the most common disorder (13%) followed by PTSD (7%), followed by other anxiety disorders (6%).

10% mentioned having 2 or more co-morbid psychiatric disorders.

16% had learning difficulties and had been in special education.

60% reported significant psychosocial adjustment issues.

Health problems were the most common psychosocial adjustment issue (22%), followed by relationship and partner issues (20%), followed by flashbacks and
nightmares (18%).

The patterns of abuse in terms of past or present abuse, type of sexual abuse, frequency of abuse, and the gender of perpetrators was similar in groups from
catholic, protestant and secular institutions.

Similar rates of psychiatric disorders occurred in groups from catholic, protestant and secular institutions.

A 56% self-selected convenience sample (448/795) of adult survivors of institutional abuse in Austrian catholic institutions consented for their redress
evaluation reports to be analysed in a research study to document maltreatment experiences and family risk factors.

A 23% self-selected convenience subsample (185/795) completed the PCL-C and BSI in 2011 and 2012.

Participants average age was 55 with a range from 25 to 80 years, and 25% were female.

59% were married or cohabiting and the remainder were single, widowed or divorced.

38% graduated from high school or university.

Prior to institutional abuse fewer than 7% had experienced the following family-related adversities: neglect, physical violence, poverty in the family, emotional
distance to the family, substance abuse within the family, serious illness of a parent, separation from siblings, and negative experiences in foster homes.
Prior to institutional abuse fewer than 17% had experienced the following adverse living conditions: born to an unmarried mother, parents divorced/stepchild,
lived with foster family, lived in an institution, grew up without biological parents, and felt oppressed by a conservative Catholic family background.

82% had been abused in boarding schools, orphanages, monasteries or convents between 1938 and 1999 and the remainder (18%) were abused in parishes
or churches.

The abuse began on average at 10 with a range of 0 and 19 years.

In the sample of 448 participants the rates of physical, sexual and emotional institutional abuse were 68%, 68% and 83% respectively.

13% reported one type, 54% two types and 33% three types of institutional abuse.

The average duration of contact with perpetrators was 5 years.

As adults 85% reported clinical symptoms indicating significant mental health problems on at least one scale of the BSI or on the PCL-C.

As adults 49% had PTSD.

PTSD was associated with a significantly higher number of family-related adversities, anal or vaginal penetrative sexual abuse, and isolation as a form of
emotional abuse.

38% had never married or were separated or divorced.

Participants in this study were a subsample of those in Lueger-Schuster, Kantor et al., 2014.

A 23% self-selected convenience subsample (185/795) who competed self-report measures (PCL-C, BSI, CISS, DLE, CD-RISC, LOT, RPSS) were divided
into three groups with low, medium or high PTSD symptom scores on the PCL-C, which has a range from 1 to 5.

28 (15%) were resilient and obtained low scores, 51 (28%) obtained moderate scores between 1 and 5, and 105 (57%) obtained high PTSD scores of 6 or
greater.

Compared with the group that had high PTSD scores, the resilient group was significantly more optimistic, better able to cope with stressful situations, used
significantly more task-focused coping and less emotion focused coping, was less reluctant to talk about institutional abuse, and had less intense emotional
reactions when they did so.

The profile of the group with moderate PTSD symptoms fell between the extreme profiles of the resilient and highly traumatized group.

The three groups did not differ on demographic or maltreatment experience variables.

Participants in this study were a subsample of those in Lueger-Schuster, Kantor et al., 2014.
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Austrian survivors of Institutional
abuse, social support, early
disclosure and hostility were
examined.

In a qualitative study of personal
accounts of 46 Austrian survivors
of Institutional abuse, social
adjustment and mental health
difficulties were explored.

This was a cross-sectional study of
58 survivors of institutional child
abuse within federal youth welfare
residential homes in Lower Austria

This was a cross-sectional case-
control study of 220 survivors of
child abuse in federal foster care in
Vienna and a control group of 234
non-abused volunteers.

A 21% self-selected convenience subsample (163/795) who completed the (RPSS, BSI, DLE, PCL-C) participated in this substudy.

Compared to survivors with low levels of social support, those with high levels of perceived social support had fewer mental health problems (assessed with
the BSI) and fewer emotional reactions when speaking about their experiences institutional child abuse (on the DLE).

Compared with survivors who disclosed abuse after 18 years, unexpectedly those who made an early abuse disclosure (before the age of 18), did not have
fewer mental health problems (on the BSI).

Anger management problems (as assessed by the BSI hostility scale) was a clinically prominent problem in this sample of survivors.

A history of institutional physical abuse and current PTSD symptoms were two factors significantly associated with anger management difficulties.

Participants in this study were a subsample of those in Lueger-Schuster, Kantor et al., 2014.

A 6% self-selected convenience subsample (46/795) participated in this substudy.

Participants average age was 59 with a range from 38 to 80 years, and 15% were female.

A thematic content analysis was conducted on transcripts of in-depth semi-structured interviews.

Directly following episodes of institutional abuse in descending order of frequency survivors experienced impaired in social relationships, especially withdrawal
(48%), destructive emotion regulation, especially aggression towards authority (28%), psychological suffering, especially suicidality (26%), anxiety (13%),
shame (9%), overcompensation including sensation seeking and escapism (7%), underachievement in problems (7%) and self-harm (4%).

Survivors noted that if they had not experienced child abuse in care in descending order of frequency they would have had fewer missed opportunities in their
lives (46%); their lives would have been better (33%); their romantic, sexual and family relationships would have been better (31%); they would have had better
self-esteem (22%); they would have been more integrated and less concerned with violence and injustice (20%); they would have been more sociable and
trusted other more (11%); and they would have had a better relationship whit the church (9%).

A self-selected convenience sample of 58 adult survivors of child abuse in federal youth welfare residential homes in Lower Austria consented for their redress
evaluation reports to be analysed in a research study and in 2012 46 completed self-report instruments including the SCID | and I, PCL-C, BSI, TLEQ, DLE,
CISS, CD-RISC, LOT a questionnaire on perceived social support and on disclosure of child abuse.

Participants’ average age was 54 years, and 14% were female.

71% were married or cohabiting, and the remainder were single, widowed or divorced.

The sample had a lower educational level than the general Austrian population.

Many participants had experienced maltreatment or adversity within their birth families including neglect 48%, physical abuse 40%, poverty 26%, and parental
substance misuse 26%.

Participants had been placed in institutions because they were neglected by their parents, had shown significant weight loss, had child-focused behaviour
problems, or came from families with significant difficulties such as parental health problems or domestic violence.

Participants had spent an average of 6 years in institutions.

The rates of physical, sexual and emotional institutional abuse were 100%, 60% and 93% respectively.

7% reported one type, 36% two types, and 56% three types of institutional abuse.

The average duration of contact with perpetrators was 5 years.

There was a very wide range of abusive acts.

Participants in this study were abused by 157 perpetrators, 95% of whom were child care staff, and 65% of whom were male.

On average abuse was first disclosed 20 years after it had first occurred.

On the SCID Il 65% had personality disorders.

On the SCID | 83% had anxiety disorders, 57% had affective disorders, 54% had alcohol and substance use disorders and 2% had psychotic, eating and
adjustment disorders respectively.

On the SCID | the most commonly diagnosed anxiety disorder was PTSD (74%).

On the PCL-C 35% had PTSD.

Compared with survivors without PTSD, those with a PCL-C PTSD diagnosis tended to have more mental health problems on the BSI, be more pessimistic on
the LOT, be less resilient to stress on the CD-RISC, be more affected by cues that remind them of child abuse on the DLE, and make greater use of
maladaptive emotion focused-coping on the CISS.

Of the 27 survivors for whom data were available on self-harm, 63% had attempted suicide.

Participants were a self-selected 11% (220/1984) convenience sample of 220 survivors of abuse in federal foster care in Vienna and a control group of 234
non-abused volunteers.

Data collection occurred between 2014 and 2016, when participants completed the CTQ, LEC, SCID | & Il, BSI, PCL-5, & ICD-TQ.

The survivor and control groups were similar in age and marital status; the average age was 58 with a range from 29 to 87 years and 46% were married or
cohabiting.
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This was a study of help-seeking in
220 adult survivors of child abuse
in federal foster care in Vienna.

This was a quantitative study of
self-esteem in

220 survivors of child abuse in
federal foster care in Vienna and a
control group of 234 non-abused
volunteers, and a qualitative study
of accounts of self-esteem in 28
child abuse survivors.

This was a network analysis study
of psychological flexibility, stressful
life events. PTSD symptoms,
shame, and anger expression in
220 survivors of child abuse in

The control group contained more females (65 v 40%); was better educated with more having graduated from high school or university (62 v 7%); had a higher
employment rate (51 v 21%); and had a greater monthly income.

Participants in the survivors group had been in care from the 1940s to the late 1980s; had experienced child maltreatment within foster care; were first abused
in care at a median age of 5 years; and 75% had experienced maltreatment within their birth families before entering foster care.

Compared with the control group, the survivors group reported higher levels of physical, sexual and emotional abuse and emotional and physical neglect (as
assessed by the CTQ) within foster care and within their birth families.

Survivors experienced between 0 and 16 traumatic events in adulthood (on the LEC) and their average level of traumatic stressful life events across the
lifespan was higher than that of the control group.

In the survivors group the most prevalent lifetime axis | disorders were PTSD (56%), depression (52%), panic disorder (27%), and alcohol dependency (27%).
The most prevalent personality disorders were paranoid (25%), borderline (23%) and avoidant (17%) personality disorders.

Rates of almost all mental health disorders were higher in survivors group than in the control group.

For all 10 DSM-1V axis | lifetime psychiatric disorders that were assessed the prevalence rate in the survivors group was significantly higher than that of the
control group: PTSD (56% v 1%), depression (52 v 28%), panic disorder (27 v 6%), alcohol dependency (27 v 7%), specific phobia (25 v 7%), social phobia 17
v 2%), obsessive compulsive disorder (11 v 1 %), generalized anxiety disorder (10 v 1%), substance dependency (10 v 0%), and dysthymia (9 v 1%).

For five out of six DSM IV axis Il personality disorders assessed in this study, the prevalence rate in the survivors group was significantly higher than that of the
control group: paranoid (25 v 1%), borderline (23 v 0%), avoidant (17 v 2%), compulsive (16 v 5%), and antisocial (8 v 0%).

The rates of schizotypal personality disorder in survivor and control groups were not significantly different (3 v 1%).

Average scores of the survivor group were significantly greater than those of the control group on dimensional measures of mental health problems including
the PCL-C which assessed PTSD symptoms, the ICD-TQ which assessed complex PTSD, and the BSI which assessed a broad spectrum of mental health
problems.

When average scores of the survivors group were compared with those of the 25% of the control group who were most severely abused (as indexed by total
CTQ scores), the average scores of the survivors group were significantly higher on dimensional measures of mental problems (PCL, ICD-DQ and BSlI totals),
indicating the severity of the abuse suffered by survivors in this study.

Mediation analysis showed that child maltreatment (assessed by the CTQ total) predicted PTSD symptoms (assessed with the PCL-5 total) directly, and
mediated by adult life events (assessed with the LEC) in both the survivor group and the control group. This pattern occurred for physical, sexual and
emotional abuse, and physical neglect, but not emotional neglect (assessed by the CTQ).

Emotional child abuse showed the strongest effect on PTSD in adulthood.

50% of abuse survivors were divorced or had never married, compared with 46% of controls

43% of abuse survivors were unemployed or had taken early retirement due to disability, compared with 12% of controls.

6% of abuse survivors were on long-term sick leave, compared with 1% of controls.

3% of abuse survivors had been imprisoned, compared with 0% of controls.

Participants in this study were the same as the survivor group in Lueger-Schuster et al., 2017.

Participants completed the IASMHS and confirmatory factor analysis supported its 3-factor structure of the IASMHS. The three factors were inclination to seek
help, indifference towards stigma, and psychological openness.

The IASMHS inclination to seek help subscale predicted the use of psychotherapy by adult survivors of abuse in foster care.

Participants in the quantitative part of this study were the same as those in Lueger-Schuster et al., 2017 and they completed the MSES.

A subsample of 46 members of the survivors group participated in the qualitative element of the study by completing semi-structured interviews, and a thematic
content analysis was conducted on transcripts of 28 of these interviews.

Average self-esteem scores (on the MSES) of the survivor group were significantly lower than those of the control group.

This pattern occurred on the general, emotional, social, and performance related self-esteem MSES scales.

128 codes emerged from a thematic analysis of interview transcripts of 28 abuse survivors many of which were related to emotional and social self-esteem as
conceptualized in the MSES.

Experiences of low social and emotional self-esteem were linked to institutional abuse, and compromised mental health and social adjustment.

Positive self-evaluation, self-acceptance, and self-satisfaction were associated with life satisfaction and successful aging.

Participants in this study were the same as the survivor group in Lueger-Schuster et al., 2017.

They completed the AAQ-II, CTQ, LEC, ICD-TQ, STAXI, DAQ, DERS, and a brief measure of shame.

Using network analysis, it was shown that psychological flexibility played a central role in the network of variables assessing stressful life events in adulthood,
PTSD symptoms, shame, and anger expression.
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federal foster care in Vienna.

This was a study of complex PTSD
and PTSD in a sample of 229
survivors of institutional abuse in
catholic and federal child care in
Austria

This was a latent profile analysis
study of complex PTSD and PTSD
in a sample of 229 survivors of
institutional abuse in catholic and
federal child care in Austria.

This was a network analysis study
of complex PTSD, PTSD, and
borderline personality disorder in
219 survivors of child abuse in
federal foster care in Vienna.

This was a cross-sectional study of

depression in 141 older adults who
were former indentured child
labourers who had been abused in
state foster care.

Participants in this study were a subsample of those in Lueger-Schuster, Kantor et al., 2014 combined with the sample in Lueger-Schuster et al., 2013.
Participants were a self-selected 25% (229/915) convenience sample 795 of whom had been abused within catholic institutions and 120 of whom had been
abused within federal child care.

Their average age was 56, with a range from 24 to 80 years, and 23% were female.

63% were married or cohabiting and the remainder were single, widowed or divorced.

29% graduated from high school or university.

The rates of physical, sexual and emotional institutional abuse were 68%, 70% and 83% respectively. 14% reported one type, 53% two types, and 34% three
types of institutional abuse.

The average duration of contact with perpetrators was 5 years.

Survivors had experienced a very wide range of abusive acts.

PTSD and complex PTSD symptoms were assessed with the PCL-C and BSI in 2011 and 2012.

53% met the criteria for ICD-10 PTSD.

38% met the more stringent ICD-11 criteria for PTSD (including those who met the criteria for complex PTSD).

21% met the proposed ICD-11 criteria for complex PTSD.

27% had subclinical PTSD or subclinical complex PTSD.

Survivors with complex PTSD had experienced a longer duration of institutional child abuse.

Significantly more women had complex PTSD than men (40% v.16%).

Confirmatory factor analysis showed that the data fit the model of complex PTSD as a unitary construct.

Participants in this study were a subsample of those in Knefel et al., 2013.
A latent profile analysis of PTSD and complex PTSD symptoms identified four classes of survivors of institutional abuse: (1) a group with PTSD, (2) a group
with complex PTSD, (3) a group with subclinical complex PTSD, and (4) a resilient group with low levels of trauma symptoms.

Participants in this study were a subsample of those in Lueger-Schuster et al., 2017.

Participants were a self-selected 11% (219/1984) convenience sample who had sought redress through a government commission.

They were assessed between 2014 and 2016 with the CTQ, LEC, ICD-TQ, and SCID | and II.

54% met the criteria for ICD-11 PTSD.

17% met the criteria for ICD-11 complex PTSD.

23% had borderline personality disorder.

A network analysis of symptoms showed that PTSD and complex PTSD symptoms were strongly connected within disorders and to a lesser degree between
disorders, while BPD symptoms were weakly connected to others.

The most central symptoms were re-experiencing and dissociation (depersonalization and derealisation).

Participants were a self-selected convenience sample of 141 former indentured child labourers who had been abused in state foster care.

They were recruited through media, and assessed between 2010 and 2012 with the CTQ and GDS.

They had a mean age of 77 with a range from 61-101 years, and 41% were female.

They had an average of 10 years of education.

40% were married, 30% were single, separated or divorced, and the remainder were widowed.

The average age when they had entered care was 6 with a range from 1 to 16 years.

They had spent an average of 11 years in care with a range from 1 to 26 years, and had lived with an average of 3 foster families.

On the CTQ 67% had experienced physical abuse, 52% sexual abuse, 79% emotional abuse, 98% physical neglect, and 96% emotional neglect.

On the GDS 23% had major depressive disorder and 15% had subclinical depressive symptoms.

There was a significant association between having experienced child maltreatment and having geriatric depression.

There was a particularly strong association between having experienced emotional abuse in childhood and having geriatric depression in later life among
survivors who had been separated from their birth families between the ages of 3 and 9 years, and who were indentured for 6—-12 years. Survivors who had
medical conditions suffered greater functional impairment if they had geriatric depression.
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This was a cross-sectional study of
PTSD and complex PTSD in 116
older adults who were former
indentured child labourers and who
had been abused in state foster
care.

This was a cross-sectional study of
the effects of PTSD on cognitive
impairment in 96 older adults who
were former indentured child
labourers and who had been
abused in state foster care.

This was a cross-sectional study of
the developmental stage when
child abuse occurred, and
motivational deficits in older
adulthood in 114 former indentured
child labourers who had been
abused in state foster care.

This was a case-control study of
motivational deficits in 103 former
indentured child labourers who had
been abused in state foster care
and 50 non-abused controls.

This was a cross-sectional study of
sexual problems in 96 former
indentured child labourers who had
been abused in state foster care.

This was a case-control, study of
the transgenerational effects of
child abuse on offspring in former

The 116 participants in this study were a subsample of those in Kuhiman et al., 2013.

They were assessed with the CTQ, TSI, DTQ, and SAQ.

Child abuse (assessed with the CTQ) was directly associated with three core PTSD symptoms (anxious arousal, intrusive experiences, and defensive
avoidance) and two of seven additional symptoms assessed by the TSI which occur in complex PTSD (depression and dissociation).

The effects of child abuse on the three core symptoms of PTSD (anxious arousal, intrusive experiences, defensive avoidance) and four of seven additional
symptoms of complex PTSD (depression, dissociation, anger/irritability, and impaired self-reference) was mediated by difficulty in disclosing child maltreatment
(assessed with the DTQ) and the degree of acknowledgment and understanding of surviving child abuse shown by members of the survivor’s social network
(assessed with the SAQ).

The only complex PTSD symptoms assessed by the TSI which were not associated with child abuse were tension reduction, dysfunctional sexual behaviour,
and sexual concerns.

The 96 participants in this study were a subsample of those in Kuhlman et al., 2013.

They were assessed with the SSS, CIDI trauma event list, SIDAM, MMS and GDS.

23% had PTSD, as assessed with the SSS.

On the CIDI trauma event list 43% and 57 % indicated that they had experienced their most severe traumatic events in childhood and adulthood respectively.

The sample was divided into four subgroups based on the presence or absence of PTSD, and whether their most traumatic experience occurred in childhood

or adulthood.

The four groups were those traumatized in childhood with PTSD (N=10, 10%), those traumatized in childhood without PTSD (N = 31, 32%), those traumatized
in adulthood with PTSD (N=12, 13%), and those traumatized in adulthood without PTSD (N = 43, 45%).

Compared to survivors without PTSD, those with PTSD showed significantly greater cognitive impairment on the SIDAM and MMS, and this pattern of results

was partly due to higher depressive symptoms on the GDS in those with PTSD.

The 114 participants in this study were a subsample of those in Kuhiman et al., 2013.

The sample was divided into four groups based on the developmental stage of abuse: infancy (0-2 years, N = 32), preschool (3-5 years, N = 25), early
childhood (6-9 years, N = 29), and early adolescence (10 years and older, N = 28).

They were assessed with the CTQ, GSE, SCS, and BIS.

In each age group correlations were computed between child abuse (as assessed by the CTQ) and three motivational constructs: self-efficacy (assessed with
the GSE), conscientiousness (assessed with the SCS) and impulsivity (assessed with the BIS).

Higher levels of abuse in early adolescence were associated with lower levels of self-efficacy and conscientiousness in older adulthood.

Higher levels of abuse during preschool years were associated with higher levels of impulsivity in older adulthood.

The 103 child abuse survivor participants in this study were a subsample of those in Kuhlman et al. (2013), and they were compared with a non-abused control
group (N=50).

They were assessed with the DDT, SCS, GDS, and GSE.

Compared with the control group, abuse survivors showed a significantly higher preference for immediate smaller rewards (on the DDT), lower
conscientiousness (on the SCS), and higher levels depressive symptoms (on the GDS).

The groups did not differ on self-efficacy (assessed with the GSE).

The 96 participants in this study were a subsample of those in Kuhlman et al., 2013.

They were assessed with the CTQ, CIDI trauma list, and the TSI.

On the TSI sexual concerns and dysfunctional sexual behaviour scales the main sexual concern was dissatisfaction with one’s sex life, and the main
dysfunctional sexual behaviours involved promiscuity.

On these two scales men (N=55) scored significantly higher than women (N=41), and than older men in the TSI standardization sample.

In contrast, female abuse survivors’ scores on the sexual concerns and dysfunctional sexual behaviour scales did not differ significantly from those of older
women in the standardization sample.

There were significant associations between sexual concerns and having experienced (1) physical child abuse (assessed with CTQ), and (2) physical or sexual
interpersonal trauma across the lifespan (assessed with the CIDI trauma list).

There were also significant associations between both sexual concerns and dysfunctional sexual behaviour on the one hand, and certain complex PTSD
symptoms (assessed by the TSI) on the other, including anger/irritability, dissociation and impaired self-reference.

There were four groups in this study: (1) 16 former indentured child labourers with a history of severe child abuse on the CTQ (who were a subsample of those
in Kuhlman et al., 2013), (2) 19 age and gender matched controls with no history of child abuse, (3) 22 offspring of former indentured child labourers, and (4)
29 offspring of parental controls.
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indentured child labourers and who
had been abused in state foster
care and normal controls

The mean age of the parental samples was 74 years, and 40% were women.

The mean age of the offspring samples was 49 years and, 69% were women.

All participants completed the CTQ, and offspring also completed the QRPRB, BSI, LOT-R, & SOC-R.

Compared with the offspring control group, the offspring of abuse survivors reported significantly higher levels of maltreatment, especially physical abuse (on
the CTQ).

Compared with the offspring control group, offspring of abuse survivors described both their fathers and mothers as showing less emotional warmth, and their
mothers as more punitive. They also showed a lower sense of reflection (on the SOC-R).

There were no significant differences between offspring groups’ levels of mental health problems (on the BSI), or optimism and pessimism (on the LOT-R).

Kuffer, 2016 This was a case-control study of a Participants were 62 former indentured child labourer abuse survivors (a subsample of those in Kuhiman et al., 2013) and 58 normal controls who had not
O’Donovan' biological index of accelerated been maltreated
aging (buccal cell telomere length) Participants completed the SSS, GDS and SF-12, and buccal cell telomere length was assessed from buccal swabs analysed using quantitative polymerase
in former indentured child chain reaction.
labourers who had been abused in There was no difference between the buccal cell telomere lengths of the two groups.
state foster care and normal The mean buccal cell telomere length of survivors with partial or full PTSD symptoms (assessed with the SSS) was not shorter than that of the control group.
controls In these analyses the effects of potential confounding variables, including age, gender, education, depression (on the GDS) and functional impairment (on the
SF-12) were controlled for.
Maercker! 2016 This was a longitudinal single The 74 participants in this study were a subsample of those in Kuhlman et al., 2013.

cohort study of predictors of
resilience in 74 former indentured
child labourers who had been
abused in state foster care.

Participants, with a mean age of 80, were assessed at 2 time points 20 months apart, with the CTQ, the CIDI trauma list, a life satisfaction item, the GDS,
SSQ, DTQ, GSE, SAQ and the SF-12.
On the life satisfaction item and the GDS, the difference between scores at the initial and second assessment 20 months later was used as index of resilience

progressing over time.

Path-analysis showed that that the following factors predicted resilience (in order of decreasing statistical significance): (1) physical health, (2) income, (3)
perceived social support (assessed with the SSQ), (4) self-efficacy (assessed with the GSE) and (5) the capacity to disclose trauma without experiencing
undue distress (assessed with the DTQ).

There were two counterintuitive findings. Higher cumulative life trauma (assessed with a combination of the CTQ and the CIDI trauma list) was associated with
increases in life satisfaction from the first to the second assessment occasion. Greater social acknowledgment by others of survivors having experienced
abuse (assessed with SAQ) was associated with an increase, from the first to the second assessment occasion, in depressive symptoms.

Note: a = Carr, 2009 and Carr et al., 2010 are entered as a single study because the report by Carr (2009) and journal article by Carr et al. (2010) each present the principal
findings of a single study. b = Participants were the same as those in Carr, 2009 and Carr et al., 2010. ¢ = Participants were subsamples of those in Lueger-Schuster, Kantor et
al., 2014. d = Participants were the same as the survivor group in Lueger-Schuster et al., 2017. e = Participants those in Lueger-Schuster, Kantor et al., 2014 combined with
those in Lueger-Schuster et al., 2013.f = Abuse survivor participants were subsamples of those in Kuhiman et al., 2013. AAQ-Il = Acceptance and Action Questionnaire-Il (Bond et al.,
2011). BIS = Barratt Impulsiveness Scale (Spinella, 2007). BSI = Brief Symptom Inventory (Derogatis & Melisaratos, 1983). CD-RISC = Connor Davidson Resilience Scale (Campbell-Sills & Stein,
2007). CDI = Children’s Depression Inventory (Sitarenios & Kovacs, 1999). CIDI = Composite International Diagnostic Interview (Wittchen et al., 2001). CIDI = World Health Organization’s
Composite International Diagnostic Interview trauma events list (Wittchen et al., 1998). CISS = Coping Inventory for Stressful Situations (Endler & Parker, 1990). CTQ = Childhood Trauma
Questionnaire (Bernstein & Fink, 1998). CTSPC = Parent-Child Conflict Tactics Scale (Strauss et al., 1998). DAQ = Displaced Aggression Questionnaire (Denson, 2006). DDT = Delay Discounting
Test (Forstmeier & Maercker, 2011). DERS = Difficulties in Emotion Regulation Scale (Gratz & Roemer, 2004). DLE = Disclosure of Loss Experience Scale (Miiller et al., 2011). DMRS = Defence
Mechanism Rating Scales (Perry & Henry, 2001). DTQ = Disclosure of Trauma Questionnaire (Mdller et al., 2000). ECRI = Experiences in Close Relationships Inventory (Brennan, Clark, & Shaver,
1998). GAF = Global Assessment of Functioning Scale (Luborsky, 1962). GDS = Geriatric Depression Scale (Sheikh &Yesavage,1986). GSE = General Self-Efficacy scale (Schwarzer & Jerusalem,
1995). IASMHS = Inventory of Attitudes Toward Seeking Mental Health Services (Mackenzie et al., 2004). ICAPCI = Institutional Child Abuse Processes and Coping Inventory (Flanagan-Howard et
al., 2009). ICD-TQ = ICD-11 Trauma Questionnaire (Cloitre, Roberts et al., 2013). JVQ = Juvenile victimization Questionnaire (Finklehor, 2008). KMS = Kansas Marital Satisfaction scale (Schumm
et al., 1986). KPS = Kansas Parenting Satisfaction Scales (James et al., 1985). LEC = Life Events Checklist (Weathers et al., 2013a). LEQ = Lifetime Experiences Questionnaire (Rose et al., 2000).
LOT = Life Orientation Test (Scheier & Carver, 1985). LOT-R = Revised Life Orientation Test (Scheier et al., 1994). MHVS = German version of the Mill Hill Vocabulary Scale (Raven et al., 1998).
MMSE = Mini-Mental State Exam (Folstein et al., 1975). MOS-SSS = Medical Outcomes Study Social Support Survey (Shelbourne & Stewart, 1991). MSES = Multidimensional Self-esteem Scale
(Schiitz & Sellin, 2006). PAI = Personality Assessment Inventory (1991). PCL-5 = Post-traumatic Stress Disorder Checklist-5 (Weathers et al., 2013b). PCL-C = Post-traumatic Stress Disorder —
Civilian Version Checklist (Weathers et al., 1993). pedMACE = Maltreatment And Abuse Chronology of Exposure- Paediatric Interview (Isele et al., 2013). PSI = Short form of the Psychological
Symptom Inventory (Kovess, 1982). QRPRB = Questionnaire of Recalled Parental Rearing Behaviour (Schumacher et al., 1999). REVS = Recent Exposure to Violence Scale (Singer et al., 1995,
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1888). RPQ = Reactive-Proactive Questionnaire (Raine et al., 2006). RPSSQ = Recalled Perceived Social Support Questionnaire (Lueger-Schuster, Weind| et al., 2014). SAQ = Social
Acknowledgment Questionnaire (Maercker & Mdller, 2004). SCID | = Structured Clinical Interview for Axis | Disorders of DSM IV (First et al., 1996; Wittchen et al., 1997). SCID |l = Structured
Clinical Interview for DSM IV Personality Disorders (First et al., 1997; Wittchen et al., 1997)). SCID-CV = Structured Clinical Interview for DSM-IV, Clinician Version (Spitzer et al., 1996). SCS =
Short Conscientiousness Scale from the short form of the NEO Five Factor Inventory (Kérner et al., 2008). SDQ = Strengths and Difficulties questionnaire (Goodman et al., 1998). SES = Socio-
economic status. SF-12 = Short-Form Health Survey (Ware et al., 1996). SIDAM = Structured Interview for Diagnosis of Dementia of Alzheimer Type or Multi-infarct Dementia and Dementia of other
Aetiology according to ICD-10 and DSM-III-R (Zaudig et al., 1991). SOC-R = Revised Sense of Coherence Scale (Bachem & Maercker, 2016). SOFAS = Social and Occupational Functioning
Assessment Scale (Hilsenroth et al., 2000). SRS = Stress Related Symptoms inventory (llfeld, 1988). SSQ = Social Support Questionnaire (Fydrich et al., 2009). SSS = Short Screening Scale for
PTSD (Breslau et al., 1999). STAXI = State-Trait Anger-Expression Inventory (Spielberger, 1988). TLEQ = Traumatic Life Events Questionnaire (Kubany et al., 2000). TPAI = Traumatic and
Protective Antecedents Interview (Perry et al., 2001). TSCC = Trauma Symptom Checklist for Children (Briere, 1996, Singe et al., 1998). TSI = Trauma Symptom Inventory (Briere, 1995). UCLA
PTSD-RI = UCLA PTSD Reaction Index (Steinberg et al., 2004). WHOQoL 100 = UK version of World Health Organization Quality of Life Scale 100 (Skevington, 2005).
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CHAPTER 5: CONCLUSIONS

Our literature review of research on outcomes for survivors of child maltreatment who were
raised in birth families (chapter 2), who experienced structural neglect in orphanages (chapter
3), and who were abused in long term care (chapter 4) was comprehensive. In literature
searches 5,828 records were identified and screened, and 178 included in the literature
review. Our approach was also scientifically robust. Searches, data extraction, and study
quality assessment were conducted by pairs of researchers. There was good inter-rater
reliability for study selection, data extraction, and assessment of the scientific quality of
studies. The scientific quality of studies included in this project was moderate, so confidence
may be placed in the conclusions drawn from this review.

5.1 Outcomes of child abuse for survivors raised in birth families

The first review, contained in chapter 2, synthesized results of 111 systematic reviews and
meta-analyses covering over 2,500 independent studies which involved over 30 million
participants, of whom more than half a million had been maltreated. It showed that, for
individuals raised in birth families, child maltreatment was associated with very significant
negative outcomes across the lifespan in the domains of physical and mental health and
psychosocial adjustment.

With regard to physical health outcomes, child abuse was associated with
neurological, musculoskeletal, respiratory, cardiovascular, gastrointestinal, gynaecological,
genitourinary, metabolic, sleep, and psychosomatic disorders as well as a variety of pain
conditions; and increased risk of developing diabetes and cancer. Survivors of child
maltreatment also had significant physiological abnormalities, notably abnormalities in the
structure and functioning of the brain and endocrine system associated with mental health
problems, and a pro-inflammatory state associated with reduced immune system efficiency.

With regard to mental health outcomes, child abuse was associated with post-
traumatic stress disorder, anxiety disorders, depression, bipolar disorder, substance use
disorders, eating disorders, psychotic disorders, disruptive behaviour disorders, dissociative
disorders, psychosomatic disorders, and personality disorders. Child maltreatment was also
associated with an unfavourable clinical course for some conditions, notably depression and
bipolar disorder.

With regard to adverse psychosocial outcomes, child maltreatment was associated
with deficits in cognitive functioning, language delay, insecure attachment, school attainment
problems, antisocial behaviour and aggression, sexual aggression, risky sexual behaviour,
parenting problems, self-harm, and suicide. Child abuse was also associated with deficits in
emotion recognition, understanding and knowledge; deficits in perspective taking, theory of
mind, and social competence; hostile attributional bias; low self-esteem; interpersonal
dependency; negative personality traits; gambling problems; poor educational and
occupational adjustment; poor adjustment within family and peer relationships; and a
negative quality of life.

The extent to which child abuse survivors experienced negative outcomes was
associated with a range of personal and contextual risk and protective factors. Poorer
outcomes occurred where survivors were exposed to multiple types of severe abuse over long
periods of time. Factors associated with resilience among survivors included social support
from the family and wider network, positive engagement in education, interpersonal and
emotional competence, active coping, optimism, a belief in the capacity to control one’s life,
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and blaming the perpetrator rather than the self for abuse.

5.2 Outcomes of structural neglect

The second review, contained in chapter 3, synthesized the results of 18 systematic reviews
and meta-analyses covering over 550 independent studies which involved over 160,000
survivors of structural neglect and 1.5 million control group cases. It showed that individuals
whose basic physical, developmental, and emotional needs had not been met in congregate-
care institutions due to inadequate and unstable staffing, and limited physical resources had
adverse outcomes over the course of their development.

With regard to physical health, structural neglect was associated with short stature,
low weight, and smaller head circumference. At about 2 or 3 years of age shortly after the
transition from orphanages to adoptive families, children exposed to structural neglect were 3
kgs lighter and 8 cm shorter than children raised in birth families. Structural neglect was also
associated with abnormal neurobiological development affecting a range of brain structures
and functions, implicated in cognitive and psychosocial difficulties.

Structural neglect was associated with higher rates of mental health problems and
mental health service usage.

Structural neglect was associated with delayed cognitive development as indexed by
lower IQ, school attainment problems, and specific learning disorders. On average the 1Qs of
children raised in institutions were 17-20 IQ points lower than those of children raised in
families. Structural neglect was also associated with insecure attachment, especially insecure
disorganized attachment. Rates of disorganized attachment were about three times higher in
survivors of institutional neglect compared with children raised in birth families.
Disorganized attachment is a risk factor for later difficulties making and maintaining
relationships across the lifespan.

Significant, but incomplete, developmental catch-up occurred when children exposed
to structural neglect were adopted. The degree and rate of catch-up depended on the outcome
domain, the severity and duration of structural neglect, and the presence of a range of
personal and contextual risk and protective factors. A large degree of relatively rapid catch-
up occurred in weight, height, and 1Q. A lesser degree and slower rate of catch-up occurred in
head circumference and attachment security. Exposure to severe deprivation over longer time
periods in understaffed, poorly resourced institutions in underdeveloped countries were risk
factors for poorer outcomes. Early adoption was a protective factor for better outcomes.

5.3 Outcomes for survivors of child abuse in long-term care

The third review, contained in chapter 4, synthesized he results of 46 studies involving 3,856
survivors of child abuse in long term care and 1,577 control group cases. It showed that
individuals physically, sexually and emotionally abused in long-term child care had poor
outcomes across the lifespan, right into older adulthood.

There were significant associations between having experienced child abuse in long-
term residential care and mental health outcomes. Eighty-four percent had lifetime mental
health problems diagnosed with the structured clinical Interviews; 67% had general mental
health problems; 58% had lifetime anxiety disorders; 51% had lifetime post-traumatic stress
disorder; 44% had lifetime depressive disorders; 41% had current personality disorders; 37%
had lifetime drug and alcohol use disorders; and 19% had current complex PTSD. These rates
are far higher than those found in surveys of mental health problems in the general
population.
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There were significant associations between having experienced child abuse in long-
term residential care and physical health and psychosocial outcomes. Fifty-nine percent had
educational problems; 56% lived in poverty; 39% had marital adjustment problems; 37% had
committed non-violent crime; 31% had sexual problems; 30% had committed violent crime;
30% had frequent physical illness; 29% reported suicidality and self-harm; 28% had been
frequently hospitalized for physical health problems; 25% had anger control problems in
intimate relationships; 21% were homeless; 13% had anger control problems with children;
12% had been imprisoned; and 4% had their children taken into care.

The associations between institutional child abuse and physical health, mental health
and psychosocial outcomes were influenced by the constellation of risk and protective factors
experienced across the lifespan. Risk factors included severe prolonged institutional
maltreatment, especially sexual abuse, intrafamilial abuse prior to institutional care,
additional trauma after leaving institutional care, experiencing severe traumatization as a
result of institutional abuse, the use of maladaptive coping strategies, and an insecure adult
attachment style. Protective factors included socially supportive relationships, personal
strengths and competencies, adaptive coping strategies, and a secure adult attachment style.
Survivors exposed to more risk factors and fewer protective factors had poorer outcomes. In
contrast, better outcomes occurred for those with more protective factors and fewer risk
factors.

5.4 Overall conclusions

The result of the three literature reviews contained in chapters 2, 3 and 4 of this report, and
summarized above support the following conclusions. Survivors of child maltreatment have
adverse outcomes across the lifespan in the domains of physical health, mental health, and
psychosocial adjustment. These adverse outcomes occur for survivors who experienced abuse
while living with their birth families, for survivors who experienced structural neglect while
living in under-resourced orphanages, and for survivors of abuse in long-term residential
child care. It is probable that child maltreatment largely accounts for these adverse outcomes.
The severity of adverse outcomes may be partly influenced by the number of different types
of maltreatment experienced as well as the duration and severity of these, and the presence of
protective factors such as supportive relationships and personal strengths. The many adverse
outcomes associated with child maltreatment documented in this review highlight the
importance of implementing evidence-based child protection policies and practices to prevent
maltreatment and treat child abuse survivors.

134



REFERENCES

References are presented below on a chapter-by-chapter basis, and within each chapter are
listed alphabetically. References to papers included in systematic reviews are marked with an
asterisk.

Chapter 1

Corby, B., Shemmings, D., & Wilkins, D. (2014). Child abuse: An evidence base for
confident practice (fourth edition). Maidenhead, UK: Open university Press.

Korbin, J., & Krugman, R. (2013). Handbook of child maltreatment. New Y ork:
Springer.

Moher, D, Liberati, A, Tetzlaff, J, Altman, D.G., The PRISMA Group (2009).
Preferred Reporting Items for Systematic Reviews and Meta- Analyses: The
PRISMA Statement. PLoS Med 6(7): e1000097.
doi:10.1371/journal.pmed.1000097

Myers, J. (2011). The APSAC handbook on child maltreatment (3. ed.). Thousand
Oaks, CA: Sage

Petticrew, M., & Roberts, H. (2006). Systematic reviews in the social sciences: A
practical guide. Malden: Blackwell Publishing.

Smith, V., Devane, D., Begley, C., & Clarke, M. (2011). Methodology in conducting
a systematic review of systematic reviews of healthcare interventions. BMC
Medical Research Methodology, 11,15. doi:10.1186/1471-2288-11-15

United Nations Convention on the Rights of the Child (1992). London: HMSO.

Van lJzendoorn, M. H., Palacios J., Sonuga-Barke, E. J., Gunnar, M. R., Vorria, P.,
MccCall, R. B., ... Juffer, F. (2011). Children in institutional care: I Delayed
development and resilience. Monographs of the Society for Research in Child
Development, 76, 8-30. doi: 10.1111/5.1540-5834.2011.00626.x

Chapter 2

*  Abajobir, A. A., Kisely, S., Maravilla, J. C., Williams, G., & Najman, J. M. (2017).
Gender differences in the association between childhood sexual abuse and
risky sexual behaviours: A systematic review and meta-analysis. Child Abuse
and Neglect, 63, 249-260. doi: 10.1016/j.chiabu.2016.11.023

*  Agnew-Blais, J., & Danese, A. (2016). Childhood maltreatment and unfavourable
clinical outcomes in bipolar disorder: A systematic review and meta-analysis.
The Lancet Psychiatry, 3(4), 342-349. doi: 10.1016/S2215-0366(15)00544-1

*  Ahmed-Leitao, F., Spies, G., van den Heuvel, L., & Seedat, S. (2016). Hippocampal
and amygdala volumes in adults with post-traumatic stress disorder secondary
to childhood abuse or maltreatment: A systematic review. Psychiatry
Research: Neuroimaging, 256, 33-43. doi:10.1016/j.pscychresns.2016.09.008

135



Alvarez-Segura, M., Garcia-Esteve, L., Torres, A., Plaza, A., Imaz, M. L., Hermida-
Barros, L., . . . Burtchen, N. (2014). Are women with a history of abuse more
vulnerable to perinatal depressive symptoms? A systematic review. Archives of
Women's Mental Health. doi: 10.1007/s00737-014-0440-9

Amado, B. G., Arce, R., & Herraiz, A. (2015). Psychological injury in victims of
child sexual abuse: A meta-analytic review. Psychosocial Intervention, 24(1),
49-62. doi: 10.1016/j.psi.2015.03.002

Arriola, K. R., Louden, T., Doldren, M. A., & Fortenberry, R. M. (2005). A meta-
analysis of the relationship of child sexual abuse to HIV risk behaviour among
women. Child Abuse and Neglect, 29(6), 725-746. doi:
10.1016/j.chiabu.2004.10.014

Baer, J. C., & Martinez, C. D. (2006). Child maltreatment and insecure attachment:
A meta-analysis. Journal of Reproductive and Infant Psychology, 24(3), 187-
197. doi:10.1080/02646830600821231

Barbosa Pacheco, J. T., Irigaray, T. Q., Werlan, B., Tiellet Nunes, M. L., & de Lima
Argimon, I. I. (2014). Childhood maltreatment and psychological adjustment:
A systematic review. Psicologia: Reflexdo e Critica, 27(4), 815-824. doi:
10.1590/1678-7153.201427422

Baumeister, D., Akhtar, R., Ciufolini, S., Pariante, C. M., & Mondelli, V. (2016).
Childhood trauma and adulthood inflammation: a meta-analysis of peripheral
C-reactive protein, interleukin-6 and tumour necrosis factor-alpha. Molecular
Psychiatry, 21(5), 642-649. doi: 10.1038/mp.2015.67

Benarous, X., Guile, J. M., Consoli, A., & Cohen, D. (2015). A systematic review of
the evidence for impaired cognitive theory of mind in maltreated children.
Frontiers in Psychiatry, 6. doi: 10.3389/fpsyt.2015.00108

Bendall, S., Jackson, H. J., Hulbert, C. A., & McGorry, P. D. (2008). Childhood
trauma and psychotic disorders: A systematic, critical review of the evidence.
Schizophrenia Bulletin, 34(3), 568-579. doi: 10.1093/schbul/sbm121

Bernard, K., Frost, A., Bennett, C. B., & Lindhiem, O. (2017). Maltreatment and
diurnal cortisol regulation: A meta-analysis. Psychoneuroendocrinology, 78,
57-67. doi: /10.1016/j.psyneuen.2017.01.005

Bicanic, I. A. E., Meijer, M., Sinnema, G., de Putte, E. M. V., OIff, M., DeKloet, E.
R., & Vermetten, E. (2007). Neuroendocrine dysregulations in sexually abused
children and adolescents: a systematic review. Progress in brain research,
167, 303-306. doi: 10.1016/s0079-6123(07)67028-9

Bornstein, R. (2005). Interpersonal dependency in child abuse perpetrators and
victims: A meta-analytic review. Journal of Psychopathology & Behavioural

Assessment, 27(2), 67-76. doi: 10.1007/s10862-005-5381-1

Braga, T., Gongalves, L. C., Basto-Pereira, M., & Maia, A. (2017). Unravelling the

136



link between maltreatment and juvenile antisocial behaviour: A meta-analysis
of prospective longitudinal studies. Aggression and Violent Behaviour, 33, 37-
50. doi: 10.1016/j.avb.2017.01.006

Butt, S., Chou, S., & Browne, K. (2011). A rapid systematic review on the
association between childhood physical and sexual abuse and illicit drug use
among males. Child Abuse Review, 20(1), 6-38. doi: 10.1002/car.1100

Byrd, A. L., & Manuck, S. B. (2014). MAOA, childhood maltreatment, and
antisocial behaviour: Meta-analysis of a gene-environment interaction.
Biological Psychiatry, 75(1), 9-17. doi: 10.1016/j.biopsych.2013.05.004

Carr, C. P., Martins, C. M., Stingel, A. M., Lemgruber, V. B., & Juruena, M. F.
(2013). The role of early life stress in adult psychiatric disorders: a systematic
review according to childhood trauma subtypes. Journal of Nervous and
Mental Disease, 201(12), 1007-1020. doi: 10.1097/nmd.0000000000000049

Caslini, M., Bartoli, F., Crocamo, C., Dakanalis, A., Clerici, M., & Carra, G. (2016).
Disentangling the association between child abuse and eating disorders: A
systematic review and meta-analysis. Psychosomatic medicine, 78(1), 79-90.
doi: 10.1097/psy.0000000000000233

Chen, L. P., Murad, M. H., Paras, M. L., Colbenson, K. M., Sattler, A. L., Goranson,
E. N., ... Zirakzadeh, A. (2010). Sexual abuse and lifetime diagnosis of
psychiatric disorders: systematic review and meta-analysis. Mayo Clinic
Proceedings, 85(7), 618-629. doi: 10.4065/mcp.2009.0583

Choi, K. W., & Sikkema, K. J. (2016). Childhood maltreatment and perinatal mood
and anxiety disorders: A systematic review. Trauma, Violence, & Abuse,
17(5),427-453. doi:10.1177/1524838015584369

Coelho, R., Viola, T. W., Walss-Bass, C., Brietzke, E., & Grassi-Oliveira, R. (2014).
Childhood maltreatment and inflammatory markers: a systematic review. Acta
Psychiatrica Scandinavica, 129(3), 180-192. doi: 10.1111/acps.12217

Cohen, J. (1988). Statistical power analysis for the behavioural sciences (2nd ed.).
Hillsdale, NJ: Lawrence Earlbaum Associates.

Corby, B., Shemmings, D. & Wilkins, D. (2014). Child abuse: An evidence base for
confident practice (fourth edition). Maidenhead, UK: Open university Press.

Cyr, C., Euser, E. M., Bakermans-Kranenburg, M. J., & Van Ijzendoorn, M. H.
(2010). Attachment security and disorganization in maltreating and high-risk
families: A series of meta-analyses. Development and Psychopathology, 22(1),
87-108. doi:10.1017/S0954579409990289

da Silva Ferreira, G. C., Crippa, J. A. S., & de Lima Osorio, F. (2014). Facial
emotion processing and recognition among maltreated children: A systematic
literature review. Frontiers in Psychology, 5, 1460. doi:
10.3389/fpsyg.2014.01460

137



Danese, A. (2014). Childhood maltreatment and obesity: systematic review and
meta-analysis. Molecular Psychiatry, 19(5), 544-554. doi:
10.1038/mp.2013.54

Daruy-Filho, L., Brietzke, E., Lafer, B., & Grassi-Oliveira, R. (2011). Childhood
maltreatment and clinical outcomes of bipolar disorder. Acta Psychiatrica
Scandinavica, 124(6), 427-434. doi: 10.1111/5.1600-0447.2011.01756.x

Davis, D. A., Luecken, L. J., & Zautra, A. J. (2005). Are reports of childhood abuse
related to the experience of chronic pain in adulthood?: A meta-analytic review
of the literature. The Clinical Journal of Pain, 21(5), 398-405. doi:
10.1097/01.ajp.0000149795.08746.31

de Jong, R., Alink, L., Bijleveld, C., Finkenauer, C., & Hendriks, J. (2015).
Transition to adulthood of child sexual abuse victims. Aggression and Violent
Behaviour, 24, 175-187. doi:10.1016/j.avb.2015.04.012

Devries, K. M., Mak, J. Y., Child, J. C., Falder, G., Bacchus, L. J., Astbury, J., &
Watts, C. H. (2014). Childhood sexual abuse and suicidal behaviour: a meta-
analysis. Paediatrics, 133(5), e1331-1344. doi: 10.1542/peds.2013-2166

Dombhardt, M., Munzer, A., Fegert, J. M., & Goldbeck, L. (2015). Resilience in
survivors of child sexual abuse: a systematic review of the literature. Trauma
Violence Abuse, 16(4), 476-493. doi: 10.1177/1524838014557288

Draucker, C. B., & Mazurczyk, J. (2013). Relationships between childhood sexual
abuse and substance use and sexual risk behaviours during adolescence: An
integrative review. Nursing Outlook, 61(5), 291-310. doi:
10.1016/j.outlook.2012.12.003

Evans, E., Hawton, K., & Rodham, K. (2005). Suicidal phenomena and abuse in
adolescents: A review of epidemiological studies. Child Abuse & Neglect,
29(1), 45-58. doi: 10.1016/j.chiabu.2004.06.014

Frodl, T., & O'Keane, V. (2013). How does the brain deal with cumulative stress? A
review with focus on developmental stress, HPA axis function and
hippocampal structure in humans. Neurobiology of Disease, 52, 24-37. doi:
10.1016/j.nbd.2012.03.012

Fry, D., McCoy, A., & Swales, D. (2012). The consequences of maltreatment on
children’s lives: a systematic review of data from the East Asia and Pacific
Region. Trauma Violence Abuse, 13(4), 209-233. doi:
10.1177/1524838012455873

Hanson, R. K., & Slater, S. (1988). Sexual victimization in the history of sexual
abusers: A review. Annals of Sex Research, 1(4), 485-499. doi:
10.1007/BF00854712

Hauser, W., Kosseva, M., Uceyler, N., Klose, P., & Sommer, C. (2011). Emotional,
physical, and sexual abuse in fibromyalgia syndrome: A systematic review

138



with meta-analysis. Arthritis Care & Research, 63(6), 808-820. doi:
10.1002/acr.20328

Hayes, A.F., & Krippendorff, K. (2007). Answering the call for a standard reliability
measure for coding data. Communication Methods and Measures, 1(1), 77-89

Hein, T. C., & Monk, C. S. (2017). Research Review: Neural response to threat in
children, adolescents, and adults after child maltreatment - a quantitative meta-
analysis. Journal of Child Psychology and Psychiatry, 58(3), 222-230. doi:
10.1111/jepp.12651

Hemmingsson, E., Johansson, K., & Reynisdottir, S. (2014). Effects of childhood
abuse on adult obesity: a systematic review and meta-analysis. Obesity
Reviews, 15(11), 882-893. doi: 10.1111/0br.12216

Holman, D. M., Ports, K. A., Buchanan, N. D., Hawkins, N. A., Merrick, M. T., &
Metzler, M. (2016). The association between adverse childhood experiences
and risk of cancer in adulthood: A systematic review of the literature.
Paediatrics, 138, S81-S91. doi: 10.1542/peds.2015-4268L

Homma, Y., Wang, N., Saewyc, E., & Kishor, N. (2012). The relationship between
sexual abuse and risky sexual behaviour among adolescent boys: a meta-
analysis. Journal of Adolescent Health, 51(1), 18-24. doi:
10.1016/j.jadohealth.2011.12.032

Huang, H., Yan, P., Shan, Z., Chen, S., Li, M., Luo, C,, . .. Liu, L. (2015). Adverse
childhood experiences and risk of type 2 diabetes: A systematic review and
meta-analysis. Metabolism, 64(11), 1408-1418. doi:
10.1016/j.metabol.2015.08.019

Hughes, M., & Cossar, J. (2016). The relationship between maternal childhood
emotional abuse/neglect and parenting outcomes: A systematic review. Child
Abuse Review, 25(1), 31-45. doi: 10.1002/car.2393

Hugill, M., Berry, K., & Fletcher, I. (2017). The association between historical
childhood sexual abuse and later parenting stress: A systematic review.
Archives of Women's Mental Health, 20(2), 257-271. doi: 10.1007/s00737-
016-0708-3

Hulme, P. A. (2011). Childhood sexual abuse, HPA axis regulation, and mental
health: An integrative review. Western Journal of Nursing Research, 33(8),
1069-1097. doi: 10.1177/0193945910388949

Ip, P., Wong, R. S., Li, S. L., Chan, K. L., Ho, F. K., & Chow, C.-b. (2016). Mental
health consequences of childhood physical abuse in Chinese populations: A
meta-analysis. Trauma, Violence, & Abuse, 17(5), 571-584. doi:
10.1177/1524838015585317

Irigaray, T. Q., Pacheco, J. B., Grassi-Oliveira, R., Fonseca, R. P., de Carvalho Leite,
J. C., & Kristensen, C. H. (2013). Child maltreatment and later cognitive
functioning: A systematic review. Psicologia: Reflexdo e Critica, 26(2), 376-

139



387. doi:10.1590/S0102-79722013000200018

Irish, L., Kobayashi, 1., & Delahanty, D. L. (2010). Long-term physical health
consequences of childhood sexual abuse: A meta-analytic review. Journal of
Paediatric Psychology, 35(5), 450-461. doi: 10.1093/jpepsy/jsp118

Jespersen, A. F., Lalumiere, M. L., & Seto, M. C. (2009). Sexual abuse history
among adult sex offenders and non-sex offenders: a meta-analysis. Child
Abuse and Neglect, 33(3), 179-192. doi: 10.1016/j.chiabu.2008.07.004

Jumper, S. A. (1995). A meta-analysis of the relationship of child sexual abuse to
adult psychological adjustment. Child Abuse & Neglect, 19(6), 715-728. doi:
10.1016/0145-2134(95)00029-8

Khaleque, A. (2015). Perceived parental neglect, and children’s psychological
maladjustment, and negative personality dispositions: A meta-analysis of
multi-cultural studies. Journal of Child and Family Studies, 24(5), 1419-1428.

Klonsky, E. D., & Moyer, A. (2008). Childhood sexual abuse and non-suicidal self-
injury: meta-analysis. The British Journal of Psychiatry, 192(3), 166-170. doi:
10.1192/bjp.bp.106.030650

Korbin, J. & Krugman, R. (2013). Handbook of child maltreatment. New Y ork:
Springer.

Kristman-Valente, A., & Wells, E. A. (2014). The role of gender in the association
between child maltreatment and substance use behaviour: A systematic review
of longitudinal research from 1995 to 2011. Drug & Alcohol Dependence, 140,
elll-el12. doi: 10.1016/j.drugalcdep.2014.02.320

Lane, W., Sacco, P., Downton, K., Ludeman, E., Levy, L., & Tracy, J. K. (2016).
Child maltreatment and problem gambling: A systematic review. Child Abuse
& Neglect, 58, 24-38. doi: 10.1016/j.chiabu.2016.06.003

Langeland, W., & Hartgers, C. (1998). Child sexual and physical abuse and
alcoholism: a review. Journal of Studies on Alcohol, 59(3), 336-348.

Li, M., D'Arcy, C., & Meng, X. (2016). Maltreatment in childhood substantially
increases the risk of adult depression and anxiety in prospective cohort studies:
Systematic review, meta-analysis, and proportional attributable fractions.
Psychological Medicine, 46(4), 717-730. doi: 10.1017/S0033291715002743

Lim, L., Radua, J., & Rubia, K. (2014). Gray matter abnormalities in childhood
maltreatment: A voxel-wise meta-analysis. The American Journal of
Psychiatry, 171(8), 854-863. doi: 10.1176/appi.ajp.2014.13101427

Lindert, J., von Ehrenstein, O. S., Grashow, R., Gal, G., Braehler, E., & Weisskopf,
M. G. (2014). Sexual and physical abuse in childhood is associated with
depression and anxiety over the life course: Systematic review and meta-
analysis. International Journal of Public Health, 59(2), 359-372. doi:

140



10.1007/s00038-013-0519-5

Lloyd, S., & Operario, D. (2012). HIV risk among men who have sex with men who
have experienced childhood sexual abuse: systematic review and meta-
analysis. AIDS Education and Prevention, 24(3), 228-241. doi:
10.1521/aeap.2012.24.3.228

Luke, N., & Banerjee, R. (2013). Differentiated associations between childhood
maltreatment experiences and social understanding: A meta-analysis and

systematic review. Developmental Review, 33(1), 1-28. doi:
10.1016/5.dr.2012.10.001

Lum, J. A., Powell, M., Timms, L., & Snow, P. (2015). A meta-analysis of cross
sectional studies investigating language in maltreated children. Journal of
Speech, Language, and Hearing Research, 58(3), 961-976. doi:
10.1044/2015 JSLHR-L-14-0056

Maas, C., Herrenkohl, T. I., & Sousa, C. (2008). Review of research on child
maltreatment and violence in youth. Trauma, Violence, & Abuse, 9(1), 56-67.
doi: 10.1177/1524838007311105.

Madigan, S., Wade, M., Tarabulsy, G., Jenkins, J. M., & Shouldice, M. (2014).
Association between abuse history and adolescent pregnancy: a meta-analysis.
Journal of Adolescent Health, 55(2), 151-159. doi:
10.1016/j.jadohealth.2014.05.002

Maguire, S. A., Williams, B., Naughton, A. M., Cowley, L. E., Tempest, V., Mann,
M. K., ... Kemp, A. M. (2015). A systematic review of the emotional,
behavioural and cognitive features exhibited by school-aged children
experiencing neglect or emotional abuse. Child Care Health and Development,
41(5), 641-653. doi: 10.1111/cch.12227

Mallie, A., Viljoen, J., Mordell, S., Spice, A., & Roesch, R. (2011). Childhood abuse
and adolescent sexual re-offending: A meta-analysis. Child & Youth Care
Forum, 40(5), 401-417. doi: 10.1007/s10566-010-9136-0

Mandelli, L., Petrelli, C., & Serretti, A. (2015). The role of specific early trauma in
adult depression: A meta-analysis of published literature. Childhood trauma
and adult depression. European Psychiatry, 30(6), 665-680. doi:
10.1016/j.eurpsy.2015.04.007

Maniglio, R. (2013a). Prevalence of child sexual abuse among adults and youths with
bipolar disorder: A systematic review. Clinical Psychology Review, 33(4), 561-
573. doi:10.1016/j.cpr.2013.03.002

Maniglio, R. (2013b). The impact of child sexual abuse on the course of bipolar
disorder: A systematic review. Bipolar Disorders, 15(4), 341-358. doi:
10.1111/bdi.12050

Maniglio, R. (2014). Prevalence of sexual abuse among children with conduct
disorder: A systematic review. Clinical Child and Family Psychology Review,

141



17(3), 268-282. doi: 10.1007/s10567-013-0161-z

Maniglio, R. (2015). Significance, nature, and direction of the association between
child sexual abuse and conduct disorder: A systematic review. Trauma,
Violence, & Abuse, 16(3), 241-257. doi: 10.1177/1524838014526068

Martins, C. M. S., de Carvalho Tofoli, S. M., Von Werne Baes, C., & Juruena, M.
(2011). Analysis of the occurrence of early life stress in adult psychiatric
patients: A systematic review. Psychology & Neuroscience, 4(2), 219-227. doi:
10.3922/j.psns.2011.2.007

Masson, M., East-Richard, C., & Cellard, C. (2016). A meta-analysis on the impact
of psychiatric disorders and maltreatment on cognition. Neuropsychology,
30(2), 143-156. doi: 10.1037/neu0000228

Matheson, S. L., Shepherd, A. M., Pinchbeck, R. M., Laurens, K. R., & Carr, V. J.
(2013). Childhood adversity in schizophrenia: A systematic meta-analysis.
Psychological Medicine, 43(2), 225-238. doi: 10.1017/S0033291712000785

Midei, A. J., & Matthews, K. A. (2011). Interpersonal violence in childhood as a risk
factor for obesity: a systematic review of the literature and proposed pathways.
Obesity Reviews, 12(5), €159-172. doi: 10.1111/j.1467-789X.2010.00823.x

Miller, A., Esposito-Smythers, C., Weismoore, J., & Renshaw, K. (2013). The
relation between child maltreatment and adolescent suicidal behaviour: a
systematic review and critical examination of the literature. Clinical Child &
Family Psychology Review, 16(2), 146-172. doi: 10.1007/s10567-013-0131-5

Mironova, P., Rhodes, A. E., Bethell, J. M., Tonmyr, L., Boyle, M. H., Wekerle, C., .
.. Leslie, B. (2011). Childhood physical abuse and suicide-related behaviour:
A systematic review. Vulnerable Children and Youth Studies, 6(1), 1-7. doi:
10.1080/17450128.2010.542301

Moher D, Liberati A, Tetzlaff J, Altman DG, The PRISMA Group (2009) Preferred
Reporting Items for Systematic Reviews and Meta- Analyses: The PRISMA
Statement. PLoS Med 6(7): ¢1000097. doi:10.1371/journal.pmed.1000097

Myers, J. (2011). The APSAC handbook on child maltreatment (3. ed.). Thousand
Oaks, CA: Sage

Nanni, V., Uher, R., & Danese, A. (2012). Childhood maltreatment predicts
unfavourable course of illness and treatment outcome in depression: A meta-
analysis. American Journal of Psychiatry, 169(2), 9-9. doi:
10.1176/appi.ajp.2011.11020335

Naughton, A. M., Maguire, S. A., Mann, M. K., Lumb, R. C., Tempest, V., Gracias,
S., & Kemp, A. M. (2013). Emotional, behavioural, and developmental
features indicative of neglect or emotional abuse in preschool children: a
systematic review. JAMA Paediatrics, 167(8), 769-775. doi:
10.1001/jamapediatrics.2013.192

142



Nelson, J., Klumparendt, A., Doebler, P., & Ehring, T. (2017). Childhood
maltreatment and characteristics of adult depression: meta-analysis. The
British Journal of Psychiatry, 210(2), 96-104. doi: 10.1192/bjp.bp.115.180752

Noll, J. G., Shenk, C. E., & Putnam, K. T. (2009). Childhood sexual abuse and
adolescent pregnancy: A meta-analytic update. Journal of Paediatric
Psychology, 34(4), 366-378. doi: 10.1093/jpepsy/jsn098

Norman, R. E., Byambaa, M., De, R., Butchart, A., Scott, J., & Vos, T. (2012). The
long-term health consequences of child physical abuse, emotional abuse, and
neglect: a systematic review and meta-analysis. PLoS Medicine, 9(11),
€1001349. doi: 10.1371/journal.pmed.1001349

Palmier-Claus, J. E., Berry, K., Bucci, S., Mansell, W., & Varese, F. (2016).
Relationship between childhood adversity and bipolar affective disorder:
systematic review and meta-analysis. The British Journal of Psychiatry,
209(6), 454-459. doi: 10.1192/bjp.bp.115.179655

Paolucci, E. O., Genuis, M. L., & Violato, C. (2001). A meta-analysis of the
published research on the effects of child sexual abuse. Journal of Psychology,
135(1), 17-36. doi: 10.1080/00223980109603677

Paquola, C., Bennett, M. R., & Lagopoulos, J. (2016). Understanding heterogeneity
in grey matter research of adults with childhood maltreatment—A meta-
analysis and review. Neuroscience and Biobehavioural Reviews, 69, 299-312.
doi: 10.1016/j.neubiorev.2016.08.011

Paras, M. L., Murad, M. H., Chen, L. P., Goranson, E. N., Sattler, A. L., Colbenson,
K. M., ... Zirakzadeh, A. (2009). Sexual abuse and lifetime diagnosis of
somatic disorders: a systematic review and meta-analysis. JAMA, 302(5), 550-
561. doi: 10.1001/jama.2009.1091.

Pignatelli, A. M., Wampers, M., Loriedo, C., Biondi, M., & Vanderlinden, J. (2017).
Childhood neglect in eating disorders: A systematic review and meta-analysis.
Journal of Trauma & Dissociation, 18(1), 100-115. doi:
10.1080/15299732.2016.1198951

Rhodes, A. E., Boyle, M. H., Tonmyr, L., Wekerle, C., Goodman, D., Leslie, B., . . .
Manion, I. (2011). Sex differences in childhood sexual abuse and suicide-
related behaviours. Suicide and Life-Threatening Behaviour, 41(3), 235-254.
doi: 10.1111/5.1943-278X.2011.00025.x

Rind, B., & Tromovitch, P. (1997). A meta-analytic review of findings from national
samples on psychological correlates of child sexual abuse. Journal of Sex
Research, 34(3), 237-255. doi:10.1080/00224499709551891

Rind, B., Tromovitch, P., & Bauserman, R. (1998). A meta-analytic examination of

assumed properties of child sexual abuse using college samples. Psychological
Bulletin, 124(1), 22-53. doi: 10.1037/0033-2909.124.1.22

143



Schneeberger, A. R., Dietl, M. F., Muenzenmaier, K. H., Huber, C. G., & Lang, U. E.
(2014). Stressful childhood experiences and health outcomes in sexual
minority populations: A systematic review. Social Psychiatry and Psychiatric
Epidemiology, 49(9), 1427-1445. doi: 10.1007/s00127-014-0854-8

Senn, T. E., Carey, M. P., & Vanable, P. A. (2008). Childhood and adolescent sexual
abuse and subsequent sexual risk behaviour: Evidence from controlled studies,
methodological critique, and suggestions for research. Clinical Psychology
Review, 28(5), 711-735.

Sharpe, D., & Faye, C. (2006). Non-epileptic seizures and child sexual abuse: A
critical review of the literature. Clinical Psychology Review, 26(8), 1020-1040.
doi: 10.1016/j.cpr.2005.11.011

Shea, B. J. Hamel, C., Wells, G.A., ,. Bouter, L.M., Kristjansson, E., Grimshaw, J.,
Henry, D.A., Boers, M. (2009). AMSTAR is a reliable and valid measurement
tool to assess the methodological quality of systematic reviews. Journal of
Clinical Epidemiology, 62, 1013—1020. doi: 10.1016/j.jclinepi.2008.10.009.

Smith-Marek, E. N., Cafferky, B., Dharnidharka, P., Mallory, A. B., Dominguez, M.,
High, J., . .. Mendez, M. (2015). Effects of childhood experiences of family
violence on adult partner violence: A meta-analytic review. Journal of Family
Theory & Review, 7(4), 498-519. doi: 10.1111/jftr.12113

Smith, V., Devane, D., Begley, C, & Clarke, M. (2011). Methodology in conducting
a systematic review of systematic reviews of healthcare interventions. BMC
Medical Research Methodology, 11,15. doi:10.1186/1471-2288-11-15

Smolak, L., & Murnen, S. K. (2002). A meta-analytic examination of the relationship
between child sexual abuse and eating disorders. International Journal of
Eating Disorders, 31(2), 136-150. doi: 10.1002/eat.10008

Spies, G., Afifi, T. O., Archibald, S. L., Fennema-Notestine, C., Sareen, J., & Seedat,
S. (2012). Mental health outcomes in HIV and childhood maltreatment: a
systematic review. Systematic Reviews, 1, 30. doi: 10.1186/2046-4053-1-30

Steine, I. M., Harvey, A. G., Krystal, J. H., Milde, A. M., Gronli, J., Bjorvatn, B., . ..
Pallesen, S. (2012). Sleep disturbances in sexual abuse victims: a systematic
review. Sleep Medicine Reviews, 16(1), 15-25. doi:
10.1016/5.smrv.2011.01.006

Stith, S. M., Liu, T., Davies, L. C., Boykin, E. L., Alder, M. C., Harris, J. M., . ..
Dees, J. E. M. E. G. (2009). Risk factors in child maltreatment: A meta-

analytic review of the literature. Aggression and Violent Behaviour, 14(1), 13-
29. doi: 10.1016/j.avb.2006.03.006

Stoltenborgh, M., Bakermans-Kranenburg, M., & van [Jzendoorn, M. (2013b). The
neglect of child neglect: A meta-analytic review of the prevalence of neglect.
Social Psychiatry and Psychiatric Epidemiology, 48, 345-355. doi:
10.1007/s00127-012-0549-y.

144



Stoltenborgh, M., Bakermans-Kranenburg, M., Alink, L., & van Ijzendoorn, M.
(2012). The universality of childhood emotional abuse: A meta-analysis of
worldwide prevalence. Journal of Aggression, Maltreatment & Trauma, 21,
870-890. doi: 10.1080/10926771.2012.708014

Stoltenborgh, M., Bakermans-Kranenburg, M., van [Jzendoorn, M., & Alink, L.
(2013a). Cultural-geographical differences in the occurrence of child physical
abuse? A meta-analysis of global prevalence. International Journal of
Psychology, 48, 81-94. doi:10.1080/00207594.2012.697165.

Stoltenborgh, M., Bakermans-Kranenburg, M. J., Alink, L. R. A., & van [Jzendoorn,
M. H. (2015). The prevalence of child maltreatment across the globe: Review
of a series of meta-analyses. Child Abuse Review, 24(1), 37-50.
doi:10.1002/car.2353

Stoltenborgh, M., van lJzendoorn, M., Euser, E., & Bakermans-Kranenburg, M.
(2011). A global perspective on child sexual abuse: Meta-analysis of
prevalence around the world. Child Maltreatment, 16, 79-101. doi:
10.1177/1077559511403920.

Sylvestre, A., Bussieres, E. L., & Bouchard, C. (2016). Language problems among
abused and neglected children: A meta-analytic review. Child Maltreatment,
21(1),47-58. doi: 10.1177/1077559515616703

Thornberry, T. P., Knight, K. E., & Lovegrove, P. J. (2012). Does maltreatment
beget maltreatment? A systematic review of the intergenerational
literature. Trauma, Violence, & Abuse, 13(3), 135-152. doi:
10.1177/1524838012447697.

Tonmyr, L., Thornton, T., Draca, J., & Wekerle, C. (2010). A review of childhood
maltreatment and adolescent substance use relationship. Current Psychiatry
Reviews, 6(3), 223-234. doi: 10.2174/157340010791792581

Trotta, A., Murray, R. M., & Fisher, H. L. (2015). The impact of childhood adversity
on the persistence of psychotic symptoms: A systematic review and meta-
analysis. Psychological Medicine, 45(12), 2481-2498. doi:
10.1017/S0033291715000574

United Nations Convention on the Rights of the Child (1992). London: HMSO

Vaillancourt, K., Pawlby, S., & Fearon, R. M. (2017). History of childhood abuse
and mother-infant interaction: A systematic review of observational studies.
Infant Mental Health Journal, 38(2), 226-248. doi: 10.1002/imhj.21634.

Varese, F., Smeets, F., Drukker, M., Lieverse, R., Lataster, T., Viechtbauer, W., ... &
Bentall, R. P. (2012). Childhood adversities increase the risk of psychosis: a
meta-analysis of patient-control, prospective-and cross-sectional cohort

studies. Schizophrenia bulletin, 38 (4): 661-671. doi: 10.1093/schbul/sbs050

Velikonja, T., Fisher, H. L., Mason, O., & Johnson, S. (2015). Childhood trauma and

145



schizotypy: a systematic literature review. Psychological Medicine, 45(05),
947-963. doi: 10.1093/schbul/sbs050

Veltman, M. W., & Browne, K. D. (2001). Three decades of child maltreatment
research Implications for the school Years. Trauma, Violence, & Abuse, 2(3),
215-239. doi: 10.1177/1524838001002003002

Wang, Y., Wu, B., Yang, H., & Song, X. (2015). The effect of childhood abuse on
the risk of adult obesity. Annals of Clinical Psychiatry, 27(3), 175-184.

Weber, S., Jud, A., & Landolt, M. A. (2016). Quality of life in maltreated children
and adult survivors of child maltreatment: a systematic review. Quality of Life
Research, 25(2), 237-255. doi: 10.1007/s11136-015-1085-5

Wegman, H., & Steltler, C. (2009). A meta-analytic review of the effects of
childhood abuse on medical outcomes in adulthood. Psychosomatic Medicine,
71, 805-812. doi: 10.1097/PSY.0b013e3181bb2b46.

Weich, S., Patterson, J., Shaw, R., & Stewart-Brown, S. (2009). Family relationships
in childhood and common psychiatric disorders in later life: systematic review
of prospective studies. The British Journal of Psychiatry, 194(5), 392-398. doi:
10.1192/bjp.bp.107.042515.

Wilson, H. W., Stover, C. S., & Berkowitz, S. J. (2009). Research Review: The
relationship between childhood violence exposure and juvenile antisocial
behaviour: a meta-analytic review. Journal of Child Psychology and
Psychiatry, 50(7), 769-779. doi: 10.1111/5.1469-7610.2008.01974 x.

Winsper, C., Lereya, S. T., Marwaha, S., Thompson, A., Eyden, J., & Singh, S. P.
(2016). The aetiological and psychopathological validity of borderline
personality disorder in youth: A systematic review and meta-analysis. Clinical
Psychology Review, 44, 13-24. doi: 10.1016/j.cpr.2015.12.001

Woon, F. L., & Hedges, D. W. (2008). Hippocampal and amygdala volumes in
children and adults with childhood maltreatment-related post-traumatic stress
disorder: A meta-analysis. Hippocampus, 18(8), 729-736. doi:
10.1002/hipo.20437.

Wosu, A. C., Gelaye, B., & Williams, M. A. (2015). History of childhood sexual
abuse and risk of prenatal and postpartum depression or depressive symptoms:
an epidemiologic review. Archives of Women's Mental Health, 18(5), 659-671.
doi: 10.1007/s00737-015-0533-0

Zielinski, D. S. (2009). Child maltreatment and adult socioeconomic well-being.
Child Abuse & Neglect, 33(10), 666-678. doi: 10.1016/j.chiabu.2009.09.001.

Chapter 3
Bakermans-Kranenburg, M. J., Steele, H., Zeanah, C. H., Muhamedrahimov, R. J.,
Vorria, P., Dobrova-Krol, N. A., . . . Gunnar, M. R. (2011). Children without

permanent parents: Research, practice, and policy: III. Attachment and

146



emotional development in institutional care: Characteristics and catch up.
Monographs of the Society for Research in Child Development, 76(4), 62-91.
doi: 10.1111/5.1540-5834.2011.00628.x

Bowlby, J. (1951). Maternal care and mental health. Geneva, Switzerland: World
Health Organisation.

Browne, K., Hamilton-Giachritsis, C., Johnson, R., & Ostergren, M. (2006). Overuse
of institutional care for children in Europe. British Medical Journal,
332(7539), 485. doi: 10.1136/bm;j.332.7539.485

Christoffersen, M. N. (2012). A study of adopted children, their environment, and
development: A systematic review. Adoption Quarterly, 15(3), 220-237. doi:
10.1080/10926755.2012.700002

Cohen, J. (1988). Statistical power analysis for the behavioural sciences (2nd ed.).
Hillsdale, NJ: Lawrence Earlbaum Associates.

Dumais, M., Cyr, C., & Michel, G. (2014). Attachment among institutionalized
children: A narrative and meta-analytic review of risk factors. European
Review of Applied Psychology- Revue Europeenne de Psychologie Applique,
64(4), 181-194. doi: 10.1016/j.erap.2014.03.001

Fensbo, C. (2004). Mental and behavioural outcome of inter-ethnic adoptees: A
review of the literature. European Child and Adolescent Psychiatry, 13(2), 55-
63. doi:10.1007/s00787-004-0358-2

Garcia Quiroga, M., & Hamilton-giachritsis, C. (2016). Attachment styles in children
living in alternative care: A systematic review of the literature. Child & Youth
Care Forum, 45(4), 625-653. doi: 10.1007/s10566-015-9342-x

Grant, M., Rushton, A., & Simmonds, J. (2016). Is early experience destiny? Review
of research on long-term outcomes following international adoption with
special reference to the British Chinese Adoption Study. The Scientific World
Journal, 2016. doi: 10.1155/2016/6303490

Gunnar, M. R., Bruce, J., & Grotevant, H. D. (2000). International adoption of
institutionally reared children: Research and policy. Development and
Psychopathology, 12, 677-693. doi: 10.1017/S0954579400004077

Hamilton-Giachritsis, C., & Browne, K. (2012). Forgotten children? An update on
young children in institutions across Europe. Early Human Development,

88(12), 911-914. doi: 10.1016/j.earlhumdev.2012.09.018

Hayes, A.F., & Krippendorff, K. (2007). Answering the call for a standard reliability
measure for coding data. Communication Methods and Measures, 1(1), 77-89

Johnson, R., Browne, K., & Hamilton-Giachritsis, C. (2006). Young children in
institutional care at risk of harm. Trauma, Violence, & Abuse, 7(1), 34-60. doi:
10.1177/1524838005283696

147



*

*

*

Juffer, F., & Ijzendoorn, M. H. v. (2007). Adoptees do not lack self-esteem: A meta-
analysis of studies on self-esteem of transracial, international, and domestic
adoptees. Psychological bulletin, 133(6), 1067-1083. doi: 10.1037/0033-
2909.133.6.1067

Juffer, F., & van Ijzendoorn, M. H. (2005). Behaviour problems and mental health
referrals of international adoptees: A meta-analysis. JAMA, 293(20), 2501-
2515. doi: 10.1001/jama.293.20.2501

Juffer, F., & van IJzendoorn, M. H. (2012). Review of meta-analytical studies on the
physical, emotional, and cognitive outcomes of intercountry adoptees. In J. L.
Gibbons, & K. Smith Rotabi (Eds.), Intercountry adoption: Policies, practices,
and outcomes, intercountry adoption: Policies, practices, and outcomes (pp.
175-186, Chapter xxvi, 389 Pages) Ashgate Publishing Co, Burlington, VT.

Juffer, F., Finet, C., Vermeer, H., & van den Dries, L. (2014). Attachment and
cognitive and motor development in the first years after adoption: a review of
studies on internationally adopted children from China. Praxis der
Kinderpsychologie und Kinderpsychiatrie, 64(10), 774-792. doi:
10.13109/prkk.2015.64.10.774

Latimer, K., Wilson, P., Kemp, J., Thompson, L., Sim, F., Gillberg, C., . . . Minnis,
H. (2012). Disruptive behaviour disorders: a systematic review of
environmental antenatal and early years risk factors. Child: Care, Health and
Development, 38(5), 611-628. doi: 10.1111/j.1365-2214.2012.01366.x

Lionetti, F., Pastore, M., & Barone, L. (2015). Attachment in institutionalized
children: a review and meta-analysis. Child Abuse & Neglect, 42, 135-145.
doi: 10.1016/j.chiabu.2015.02.013

McCall, R. B. (2013). The consequences of early institutionalization: Can institutions
be improved? - should they? Child and Adolescent Mental Health, 18(4) doi:
10.1111/camh.12025

MccCall, R. B., & Groark, C. J. (2015). Research on institutionalized children:
Implications for international child welfare practitioners and policymakers.

International Perspectives in Psychology: Research, Practice, Consultation,
4(2), 142-159. doi: 10.1037/ipp0000033

Moher D, Liberati A, Tetzlaff J, Altman DG, The PRISMA Group (2009) Preferred
Reporting Items for Systematic Reviews and Meta-Analyses: The PRISMA

statement. PLoS Med 6(7): ¢1000097. doi:10.1371/journal.pmed.1000097

Nelson, C. A. III., Bos, K., Gunnar, M. R., & Sonuga-Barke, E. J. S. (2011). Children
without permanent parents: Research, practice, and policy: V. the
neurobiological toll of early human deprivation. Monographs of the Society for
Research in Child Development, 76(4), 127-146. doi: 10.1111/j.1540-
5834.2011.00630.x

148



Perego, G., Caputi, M., & Ogliari, A. (2016). Neurobiological correlates of
psychosocial deprivation in children: A systematic review of neuroscientific
contributions. Child & Youth Care Forum, 45(3), 329-352.
do0i:10.1007/s10566-015-9340-z

Scott, K. A. (2009). Language outcomes of school-aged internationally adopted
children: a systematic review of the literature. Topics in Language Disorders,
29(1), 65-81. doi: 10.1097/TLD.0b013e3181977b4c

Shea, B. J. Hamel, C., Wells, G.A., ,. Bouter, L.M., Kristjansson, E., Grimshaw, J.,
Henry, D.A., Boers, M. (2009). AMSTAR is a reliable and valid measurement
tool to assess the methodological quality of systematic reviews. Journal of
Clinical Epidemiology, 62, 1013—1020. doi: 10.1016/j.jclinepi.2008.10.009.

Sherr, L., Roberts, K. J., & Gandhi, N. (2017). Child violence experiences in
institutionalised/orphanage care. Psychology, Health & Medicine, 22, 31-57.
doi: 10.1080/13548506.2016.1271951

Smith, V., Devane, D., Begley, C, & Clarke, M. (2011). Methodology in conducting
a systematic review of systematic reviews of healthcare interventions. BMC
Medical Research Methodology, 11,15. doi: 10.1186/1471-2288-11-15

van den Dries, L., Juffer, F., van [jzendoorn, M. H., & Bakermans-Kranenburg, M. J.
(2009). Fostering security? A meta-analysis of attachment in adopted children.
Children and Youth Services Review, 31(3), 410-421. doi:
10.1016/j.childyouth.2008.09.008

van ljzendoorn, M. H., Bakermans-Kranenburg, M. J., & Juffer, F. (2007). Plasticity
of growth in height, weight, and head circumference: Meta-analytic evidence
of massive catch-up after international adoption. Journal of Developmental
and Behavioural Paediatrics, 28(4), 334-343. doi:
10.1097/DBP.0b013e31811320aa

van [Jzendoorn, M. H., Juffer, F., & Poelhuis, C. W. K. (2005). Adoption and
cognitive development: A meta-analytic comparison of adopted and non-
adopted children's 1Q and school performance. Psychological Bulletin, 131(2),
301-316. doi: 10.1037/0033-2909.131.2.301

van [jzendoorn, M. H., Luijk, M. P. C. M., & Juffer, F. (2008). IQ of children
growing up in children's homes: A meta-analysis on IQ delays in orphanages.
Merrill-Palmer Quarterly, 54(3), 341-366. doi: 10.1353/mpq.0.0002

Van lJzendoorn, M. H., Palacios J., Sonuga-Barke, E. J., Gunnar, M. R., Vorria, P.,
MccCall, R. B., ... Juffer, F. (2011). Children in institutional care: I Delayed
development and resilience. Monographs of the Society for Research in Child
Development, 76, 8-30. doi: 10.1111/5.1540-5834.2011.00626.x

Chapter 4

149



%

American Psychiatric Association (APA) (1994). Diagnostic and Statistical Manual
of the Mental Disorders, fourth edition (DSM-1V). Arlington, VA: American
Psychiatric Association.

Bachem, R., & Maercker, A. (2016). Development and psychometric evaluation of a
revised sense of coherence scale. European Journal of Psychological
Assessment. doi: 10.1027/1015-5759/a000323

Baumeister, H., & Harter, M. (2007). Prevalence of mental disorders based on

general population surveys. Social Psychiatry and Psychiatric Epidemiology,
42, 537-546. doi: 10.1007/s00127-007-0204-1

Baxter, A. J., Scott, K. M., Vos, T., & Whiteford, H. A. (2013). Global prevalence of
anxiety disorders: A systematic review and meta-regression. Psychological
Medicine, 43, 897-910. doi: 10.1017/S003329171200147X

Benedict, M. 1. (1996). The reported health and functioning of children maltreated
while in family foster care. Child Abuse & Neglect, 20(7), 561-571. doi:
10.1016/0145-2134(96)00044-0

Bernstein, D. P., Stein, J. A., Newcomb, M. D., Walker, E., Pogge, D., Ahluvalia, T.,
et al. (2003). Development and validation of a brief screening version of the
Childhood Trauma Questionnaire. Child Abuse & Neglect, 27, 169—190. doi:
10.1016/s0145-2134(02)00541-0

Bernstein, D., & Fink, L. (1998). Childhood Trauma Questionnaire: A retrospective
self-report manual. The Psychological Cooperation.

Biehal, N. (2014). Maltreatment in foster care: A review of the evidence. Child
Abuse Review, 23(1), 48-60. doi: 10.1002/car.2249

Biehal, N., Cusworth, L., Wade, J., & Clarke, S. (2014). Keeping children safe:
allegations concerning the abuse or neglect of children in care. Final report.
University of York & NSPCC.

Bode, A., & Goldman, J. D. G. (2012). The impact of child sexual abuse on the
education of boys in residential care between 1950 and 1975. Pastoral Care in
Education, 30(4), 331-344. doi:10.1080/02643944.2012.702780

Bond, F. W., Hayes, S. C., Baer, R. A., Carpenter, K. M., Guenole, N., Orcutt, H. K.,
et al. (2011). Preliminary psychometric properties of the acceptance and action
questionnaire-II: A revised measure of psychological inflexibility and
experiential avoidance. Behaviour Therapy, 42(4), 676—688.

doi:10.1016/j.beth.2011.03.007
Boucher, S., Paré, N., Perry, J.C., Sigal, J.J., & Marie-Claude Ouimet, M. (2008).

Répercussions d’une enfance vécue en institution: le cas des Enfants de
Duplessis, Santé Mentale au Québec, 33, 2,271-291.

150



Brennan, K., Clark, C., & Shaver, P. (1998). Self-report measure of adult attachment:

An integrative overview. In J. Simpson, &W. Rholes (Eds.), Attachment theory
and close relationships (pp. 46—76). New York: Guilford Press.

Breslau, N., Peterson, E.L., Kessler, R.C., & Schultz, L.R. (1999). Short screening
scale for DSM-IV post-traumatic stress disorder. American Journal of
Psychiatry, 156, 908-911. doi: 10.1176/ajp.156.6.908

Briere, J. (1995). Trauma Symptom Inventory: Professional manual. Lutz, FL:
Psychological Assessment Resources.

Briere, J. (1996). Trauma Symptom Checklist for Children. Odessa, FL:
Psychological Assessment Resources.

*  Burri, A., Maercker, A., Krammer, S., & Simmen-Janevska, K. (2013). Childhood
trauma and PTSD symptoms increase the risk of cognitive impairment in a

sample of former indentured child labourers in old age. PLoS ONE, 8(2), 8.
doi: 10.1371/journal.pone.0057826

Campbell-Sills, L., & Stein, M. B. (2007). Psychometric analysis and refinement of

the Connor-Davidson Resilience Scale (CD-RISC): Validation of a 10-item

measure of resilience. Journal of Traumatic Stress, 20, 1019-1028.
doi:10.1002/Jts.20271

Campbell, A., Converse, P.E., & Rodgers, W.L. (1976). The quality of American life:
Perceptions, evaluations, and satisfactions (Vol. 3508). New York, NY:
Russell Sage.

%

Carr, A. (2009). The psychological effects in adulthood of institutional living. Report

prepared for the Commission to Inquire into Child Abuse (CICA). In volume 5
of: S. Ryan (2009). Report of the Commission to Inquire into Child Abuse.
Dublin: Stationary Office. http://www.childabusecommission.com/rpt/pdfs/

* Carr, A., Dooley, B., Fitzpatrick, M., Flanagan, E., Flanagan-Howard, R., Tierney,

K., White, M., Daly, M., & Egan, J. (2010). Adult adjustment of survivors of

institutional child abuse in Ireland. Child Abuse & Neglect, 34(7), 477-489.
do0i:10.1016/j.chiabu.2009.11.003

* Carr, A., Flanagan, E., Dooley, B., Fitzpatrick, M., Flanagan-Howard, R., Shevlin,
M., ... Egan, J. (2009). Profiles of Irish survivors of institutional abuse with

different adult attachment styles. Attachment & Human Development, 11(2),
183-201. doi:10.1080/14616730802638741

Carr, C. P., Martins, C. M. S., Stingel, A. M., Lemgruber, V. B., & Juruena, M. F.
(2013). The role of early life stress in adult psychiatric disorders: A

systematic review according to childhood trauma subtypes. The Journal of
nervous and mental disease, 201(12), 1007-1020. doi:
10.1097/NMD.0000000000000049

Cloitre, M., Courtois, C.A., Ford, J.D., Green, B.L., Alexander, P., Briere, J.,

151



Herman, J.L., Lanius, R., Stolbach, B.C., Spinazzola, J., Van der Kolk, B.A.,
Van der Hart, O. (2012). The ISTSS Expert Consensus Treatment Guidelines
for Complex PTSD in Adults. . Retrieved from
https://www.istss.org/ISTSSMain/media/Documents/ISTSS-Expert-

Concesnsus-Guidelines-for-Complex-PTSD-Updated-060315.pdf

Cloitre, M., Garvert, D. W., Brewin, C. R., Bryant, R. A., & Maercker, A. (2013).
Evidence for proposed ICD-11 PTSD and complex PTSD: A latent profile
analysis. European Journal of Psychotraumatology, 4, 20706, doi:
10.3402/ejpt.v4i0.20706

Cloitre, M., Garvert, D. W., Brewin, C. R., Bryant, R. A., & Maercker, A. (2013).
Evidence for proposed ICD-11 PTSD and complex PTSD: A latent profile
analysis. European Journal of Psychotraumatology, 4, 20706, doi:
10.3402/ejpt.v4i0.20706

Cloitre, M., Roberts, N., Bisson, J., & Brewin, C. R. (2013). ICD-11 PTSD and
CPTSD self-report questionnaire: Research version.

Connor, K. M., & Davidson, J. R. (2003). Development of a new resilience scale: the
Connor-Davidson Resilience Scale (CD-RISC). [Clinical Trial Comparative
Study Validation Studies]. Depression and Anxiety, 18(2), 76-82. doi:
10.1002/da.10113

Deetman, W., Draijer, N., Kalbfleisch, P., Merckelbach, H., Monteiro, M., & de
Vries, G. (2013). Sexual abuse of minors in the Roman Catholic Church.
Extended version. Part 1: The inquiry. Netherlands

Denson, T. F., Pedersen, W. C., & Miller, N. (2006). The displaced aggression
questionnaire. Journal of Personality and Social Psychology, 90(6), 1032-
1051. doi: 10.1037/0022-3514.90.6.1032

Derogatis, L. R., & Melisaratos, N. (1983). The brief symptom inventory: An
introductory report. Psychological Medicine, 3, 595—605. doi:
10.1017/S0033291700048017

Derogatis, L.R., & Spencer, P. (1993). Brief symptom inventory: BSI. Upper Saddle
River, NJ: Pearson.

Ellonen, N., & P6s0, T. (2011). Violence experiences in care: Some methodological
remarks based on the Finnish child victim survey. Child Abuse Review, 20(3),
197-212. doi:10.1002/car.1181

Endler, N. S., & Parker, J. D. A. (1990). Coping Inventory for Stressful Situations
(CISS): Manual. Toronto, Canada: Multi-Health Systems.

Ferrari, A. J., Somerville, A. J., Baxter, A. J., Norman, R., Patten, S. B., Vos, T., &

Whiteford, H. A. (2013). Global variation in the prevalence and incidence of
major depressive disorder: A systematic review of the epidemiological

152



literature. Psychological Medicine, 43, 471-481. doi:
10.1017/S0033291712001511

Finkelhor, D. (2008). Childhood victimization. Violence, crime and abuse in the lives
of young people. Oxford, UK: Oxford University Press:

First, M., Spitzer, R., Gibbon, M., & Williams, J. (1996). Structured Clinical
Interview for DSM-1V Axis I Disorders, Clinician Version (SCID-CV).
Washington, DC: American Psychiatric Press.

First, M., Spitzer, R., Gibbon, M., & Williams, J. (1997). Structured Clinical
Interview for DSM-1V Personality Disorders (SCID-I1I). Washington, DC:
American Psychiatric Press.

Fitzpatrick, M., Carr, A., Dooley, B., Flanagan-Howard, R., Flanagan, E., Tierney,
K., ...Egan,J. (2010). Profiles of adult survivors of severe sexual, physical
and emotional institutional abuse in Ireland. Child Abuse Review, 19(6), 387-
404. doi:10.1002/car.1083

Flanagan, E., Carr, A., Dooley, B. A., Fitzpatrick, M., Flanagan-Howard, R., Shevlin,
M., ... & Egan, J. (2009). Profiles of resilient survivors of institutional abuse in
Ireland. International Journal of Child & Family Welfare, 12 (2-3), 56-73.
http://hdl.handle.net/10197/5273

Flanagan-Howard, R., Carr, A., Shevlin, M., Dooley, B., Fitzpatrick, M., Flanagan,
E.,...Egan,J. (2009). Development and initial validation of the institutional
child abuse processes and coping inventory among a sample of Irish adult
survivors of institutional abuse. Child Abuse & Neglect, 33(9), 586-597. doi:
10.1016/j.chiabu.2008.10.006

Folstein, M.F., Folstein, S.E., & McHugh, P.R. (1975). Mini-mental state. A practical
method for grading the cognitive state of patients for the clinician. Journal of
Psychiatric Research, 12, 189-98. doi: 10.1016/0022-3956(75)90026-6

Font, S. A. (2015). Are children safer with kin? A comparison of maltreatment risk in
out-of-home care. Children and Youth Services Review, 54, 20-29. doi:
10.1016/j.childyouth.2015.04.012

Forstmeier, S., & Maercker, A. (2011). Selbstkontrolle im héheren
Erwachsenenalter: Eine Deutsche version des Delay Discounting Tests von
Kirby [Self-control in older adulthood: A German version of the Delay
Discounting Test by Kirby]. Psychotherapie Psychosomatik Medizinische
Psychologie, 61, 19-33. doi: 10.1055/s-0031-1277169

Fydrich, T., Sommer, G., Tydecks, S., & Braiihler, E. (2009). Fragebogen zur
sozialen Unterstiitzung (F-SozU): Normierung der Kurzform (K-14) [Social
Support Questionnaire (FSozU): Standardization of short form (K-14)].
Zeitschrift fiir Medizinische Psychologie, 18(1), 43-48.

153



Gallagher, B. (1999). The abuse of children in public care. Child Abuse Review, 8(6),
357-365. doi: 10.1002/(SICI)1099-0852(199911/12)8:6<357::AID-
CARS580>3.0.CO;2-K

Gavrilovici, O., & Groza, V. (2007). Incidence, prevalence and trauma associated
with exposure to violence in Romanian institutionalized children. International
Journal of Child & Family Welfare, 10(3-4), 125-138.

Gill, P. (1991). Les enfants de Duplessis [Duplessis’ children]. Montreal, Quebec,
Canada: Libre Expression.

Gliick, T., Knefel, M., & Lueger-Schuster, B. (2017). Die rolle psychologischer
flexibilitdt bei posttraumatischen symptomen und arger aus
netzwerkperspektive. [The role of psychological flexibility in post-traumatic
symptoms and anger from network perspective.] Zurich Psychotraumatology
Conference of the German-speaking Society for Psychotraumatology. Trauma
memories: Understanding and treatment. Zurich , 9"-11" February 2017.

Goldman, J. D., & Bode, A. (2012). Female survivors' perceptions of lifelong impact
on their education of child abuse suffered in orphanages. International Journal
of Lifelong Education, 31(2), 203-221. doi:10.1080/02601370.2012.663799

Goodman. R., Meltzer, H., & Bailey, V. (1998). The Strengths and Difficulties
Questionnaire: A pilot study on the validity of the self-report version.
European Child and Adolescent Psychiatry, 7, 125-130. doi:
10.1007/s007870050057

Gratz, K. L., & Roemer, L. (2004). Multidimensional assessment of emotion
regulation and dysregulation: Development, factor structure, and initial
validation of the difficulties in emotion regulation scale. Journal of
Psychopathology and Behavioural Assessment, 26(1), 41-54. doi:
10.1023/B:JOBA.0000007455.08539.94

Hayes, A.F., & Krippendorff, K. (2007). Answering the call for a standard reliability
measure for coding data. Communication Methods and Measures, 1(1), 77-89

Hayes, S. Luoma, J., Bond, F., Masuda, A., & Lillis, J. (2006). Acceptance and
commitment therapy: Model, processes and outcomes. Behaviour Research
and Therapy, 44, 1-25. doi: 10.1016/j.brat.2005.06.006

Hermenau, K., Eggert, 1., Landolt, M. A., & Hecker, T. (2015). Neglect and
perceived stigmatization impact psychological distress of orphans in Tanzania.
European Journal of Psychotraumatology, 6, 9. doi: 10.3402/ejpt.v6.28617

Hermenau, K., Hecker, T., Elbert, T., & Ruf-Leuschner, M. (2014). Maltreatment
and mental health in institutional care-comparing early and late
institutionalized children in Tanzania. Infant mental health journal, 35(2), 102-
110. doi:10.1002/imh;j.21440

Hilsenroth, M.A., Ackerman, S.J., Blagys, M.D., Baumann, B.D., Baity, M.R.,

154



Smith, S.R., Price, J.L., Smith, C.L., Heindselman, T.L., Mount, M.K.,
Holdwick, D.J. Jr. (2000). Reliability and validity of DSM-IV Axis V.
American Journal of Psychiatry, 157, 1858 —1863. doi:
10.1176/appi.ajp.157.11.1858

Hobbs, C. J, Hanks, H. G. 1., & Wynne, J. M. (1993). Child abuse and neglect—A
clinician’s handbook. London and Edinburgh: Churchill Livingstone.

Hobbs, G. F., Hobbs, C. J., & Wynne, J. M. (1999). Abuse of children in foster and
residential care. Child Abuse & Neglect, 23(12), 1239-1252. doi:
10.1016/S0145-2134(99)00096-4

Hoya, D., Brooks, P., Woolf, A., Blyth, F., March, L., Bain, C., Baker, P., Smith, E.,
Buchbinder, R. (2012). Assessing risk of bias in prevalence studies:
modification of an existing tool and evidence of interrater agreement. Journal
of Clinical Epidemiology, 65, 934¢939. doi: 10.1016/j.jclinepi.2011.11.014

Iifeld, F.W. (1988). Psychologic status of community residents along major
demographic dimensions. Archives of General Psychiatry, 25, 716-724. doi:
10.1001/archpsyc.1978.01770300058006

Irish, L., Kobayashi, 1., & Delahanty, D. L. (2010). Long-term physical health
consequences of childhood sexual abuse: A meta-analytic review. Journal of
Paediatric Psychology, 35(5), 450-461. doi: 10.1093/jpepsy/jsp118

Isele, D., Hecker, T., Hermenau, K., Ruf-Leuschner, M., Schauer, M., & Elbert, T.
(2013). The paediatric MACE scale. Assessing adverse childhood experiences
in minors. Unpublished Manuscript. University of Konstanz, Germany.

Jackson, L. J., O'Brien, K., & Pecora, P. J. (2011). Post-traumatic stress disorder
among foster care alumni: The role of race, gender, and foster care context.
Child welfare, 90(5), 71-93.

James, D. E., Schumm, W. R., Kennedy, C. E., Grigsby, C. C., Shectman, K. L.,
Nichols, C. W. (1985). Characteristics of the Kansas Parental Satisfaction

Scale among two samples of married parents. Psychological Reports, 57, 163-
169. doi: 10.2466/pr0.1985.57.1.163

Kantor, V., Knefel, M., Lueger-Schuster, B. (2017a). Untersuchung der Einstellung
zur Inanspruchnahme von professioneller Hilfe bei Uberlebenden
institutioneller Gewalt. [Examination of the attitude to the use of professional
assistance of survivors of institutional violence]. Zurich Psychotraumatology
Conference of the German-speaking Society for Psychotraumatology. Trauma
memories: Understanding and treatment. Zurich, 9"-11" February 2017.

Kantor, V., Knefel, M., & Lueger-Schuster, B. (2017b). Perceived barriers and
facilitators of mental health service utilization in adult trauma survivors: A
systematic review. Clinical Psychology Review, 52, 52-68. doi:
10.1016/5.cpr.2016.12.001

155



Kessler, R. C., & Wang, P. S. (2008). The descriptive epidemiology of commonly
occurring mental disorders in the united states. Annual Review of Public
Health, 29, 115-129. doi: 10.1146/annurev.publhealth.29.020907.090847

Knefel, M., Garvert, D. W., Cloitre, M., & Lueger-Schuster, B. (2015). Update to an
evaluation of ICD-11 PTSD and complex PTSD criteria in a sample of adult
survivors of childhood institutional abuse by Knefel & Lueger-Schuster
(2013): A latent profile analysis. European Journal of Psychotraumatology, 6.
doi:10.3402/ejpt.v6.25290

Knefel, M., & Lueger-Schuster, B. (2013). An evaluation of ICD-11 PTSD and
complex PTSD criteria in a sample of adult survivors of childhood institutional

abuse. European Journal of Psychotraumatology, 4, doi:
10.3402/ejpt.v4i0.22608

Knefel, M., Tran, U. S., & Lueger-Schuster, B. (2016). The association of post-
traumatic stress disorder, complex post-traumatic stress disorder, and

borderline personality disorder from a network analytical perspective. Journal
of Anxiety Disorders, 43, 70-78. doi: 10.1016/j.janxdis.2016.09.002

Koenen, K. C., Ratanatharathorn, A., Ng, L., McLaughlin, K. A., Bromet, E. J.,
Stein, D. J., . . . Kessler, R. C. (2017). Post-traumatic stress disorder in the

world mental health surveys. Psychological Medicine, doi:
10.1017/S0033291717000708

Korner, A., Geyer, M.,Roth, M., Drapeau, M., Schmutzer, G., Albani, C., Schumann,
S.,Bréhler, E. (2008). Personlichkeitsdiagnostik mit NEO-Funk-Faktoren-
Inventar: Die 30-Item-Kurzversion (NEO-FFI-30)[Personality Diagnosis with
NEO Five-Factor Inventory: The 30-item short version (NEO-FFI-30).]
Psychotherapy, Psychosomatic Medicine and Psychology, 58, 238-245.

Kovess, V. (1982). Les indicateurs de santé [Health indicators]. Verdun, Quebec,
Canada: Psychosocial Research Unit.

Krammer, S., Kleim, B., Simmen-Janevska, K., & Maercker, A. (2016). Childhood
trauma and complex post-traumatic stress disorder symptoms in older adults: A
study of direct effects and social-interpersonal factors as potential mediators.
Journal of Trauma & Dissociation, 17(5), 593-607. doi:
10.1080/15299732.2014.991861

Kubany, E. S., Haynes, S. N., Leisen, M. B., Owens, J. A., Kaplan, A. S., Watson, S.
B., & Burns, K. (2000). Development and preliminary validation of a brief
broad-spectrum measure of trauma exposure: the Traumatic Life Events
Questionnaire. Psychological Assessment, 12(2), 210-224. doi: 10.1037//1040-
3590.12.2.210

Kiiffer, A. L., O'Donovan, A., Burri, A., & Maercker, A. (2016). Post-traumatic
stress disorder, adverse childhood events, and buccal cell telomere length in

elderly Swiss former indentured child labourers. Frontiers in Psychiatry, 7, 9.
doi: 10.3389/fpsyt.2016.00147

156



Kiiffer, A. L., Thoma, M. V., & Maercker, A. (2016). Transgenerational aspects of
former Swiss child labourers: Do second generations suffer from their parents’

adverse early-life experiences? European Journal of Psychotraumatology, 7,
12. doi: 10.3402/ejpt.v7.30804

Kuhlman, K. R., Maercker, A., Bachem, R., Simmen, K., & Burri, A. (2013).
Developmental and contextual factors in the role of severe childhood trauma in
geriatric depression: The sample case of former indentured child labourers.
Child Abuse and Neglect, 37(11), 969-978. doi: 10.1016/j.chiabu.2013.04.013

Leuenberger, M., & Seglias, L. (Eds.). (2008). Versorgt und vergessen: Ehemalige
Verdingkinder erzahlen. [Supplied and forgotten: Former indentured child
labourers tell.]: Zurich: Rotpunkt

Lohr, J. B., Palmer, B. W, Eidt, C. A., Aailaboyina, S., Mausbach, B. T., Wolkowitz,
0. M., ... Jeste, D. V. (2015). Is post-traumatic stress disorder associated with
premature senescence? A review of the literature. The American Journal of
Geriatric Psychiatry, 23(7), 709-725. doi:10.1016/j.jagp.2015.04.001

Luborsky, L. (1962). Clinicians' judgements of mental health. Archives of General
Psychiatry, 7, 407-417. doi: 10.1001/archpsyc.1962.01720060019002

Lueger-Schuster, B., Butollo, A., Moy, Y., Jagsch, R., Gliick, T., Kantor, V., . ..
Weindl, D. (2015). Aspects of social support and disclosure in the context of
institutional abuse - long-term impact on mental health. BMC Psychology,
3(1), 19. doi:10.1186/s40359-015-0077-0

Lueger-Schuster, B., Kantor, V., Weindl, D., Knefel, M., Moy, Y., Butollo, A, . ..
Glick, T. (2014). Institutional abuse of children in the Austrian catholic

church: Types of abuse and impact on adult survivors’ current mental health.
Child Abuse & Neglect, 38(1), 52-64. doi: 10.1016/j.chiabu.2013.07.013

Lueger-Schuster, B., Knefel, M., Gluck, T., Jagsch, R., Kantor, V., & Weindl, D.
(2017). Child abuse and neglect in institutional settings, cumulative lifetime
traumatization, and psychopathological long-term correlates in adult survivors:
The Vienna Institutional Abuse Study. Child Abuse and Neglect, 76, 488-501.
doi: 10.1016/j.chiabu.2017.12.009

Lueger-Schuster, B., Weindl, D., Kantor, V., Knefel, M., Gliick, T., Moy, Y., . ..
Jagsch, R. (2014). Resilience and mental health in adult survivors of child
abuse associated with the institution of the Austrian Catholic church. Journal
of Traumatic Stress, 27(5), 568-575. doi: 10.1002/jts.21958

Lueger-Schuster, B., Weindl, D., Kantor, V., Knefel, M., Jagsch, R., & Butollo, A.
(2013). Psychotraumatologische Fragestellungen zu sexuellem Missbrauch
und Gewalt in Einrichtungen des Landes Niederosterreich.
[Psychotraumatological questions about sexual abuse and violence in
institutions in Lower Austria]. Wien. Retrieved from
http://ppcms.univie.ac.at/index.php?id=2858

157



Mackenzie, C. S., Knox, V. J., Gekoski, W. L., & Macaulay, H. L. (2004). An
adaptation and extension of the Attitudes Toward Seeking Professional
Psychological Help Scale. Journal of Applied Social Psychology, 34, 2410—
2433. doi: 10.1111/j.1559-1816.2004.tb01984.x

Maercker, A., Hilpert, P., & Burri, A. (2016). Childhood trauma and resilience in old
age: Applying a context model of resilience to a sample of former indentured
child labourers. Aging & Mental Health, 20(6), 616-626. doi:
10.1080/13607863.2015.1033677

Maercker, A., & Miiller, J. (2004). Social acknowledgment as a victim or survivor: A
scale to measure a recovery factor of PTSD. Journal of Traumatic Stress,
17(4), 345-351. doi:10.1023/B:JOTS.0000038484.15488.3d

Miller, W.,& Rollnick, S. (2013). Motivational interviewing: Helping people change
(3rd edition), New York: Guilford Press.

Moher D, Liberati A, Tetzlaff J, Altman DG, The PRISMA Group (2009) Preferred
Reporting Items for Systematic Reviews and Meta- Analyses: The PRISMA
Statement. PLoS Med 6(7): ¢1000097. doi: 10.1371/journal.pmed.1000097

Morey, L. (1991). Personality Assessment Inventory. Odessa, FL: Psychological
Assessment Resources.

Morton, B. (2015). Seeking Safety, Finding Abuse: Stories from Foster Youth on
Maltreatment and Its Impact on Academic Achievement. Child & Youth
Services, 36(3), 205-225. doi:10.1080/0145935X.2015.1037047

Miiller, J., Beauducel, A., Raschka, J., & Maercker, A. (2000).
Kommunikationsverhaltennach politischer Haft in der DDR Entwicklung eines
Fragebogens zum Offenlegen der Traumaerfahrungen [Communication
behaviour after political imprisonment experiences]. Zeitschrift fiir Politische
Psychologie, 4, 413-427.

Miiller, J., Forstmeier, S., Wagner, B., & Maercker, A. (2011). Traditional versus
modern values and interpersonal factors predicting stress response syndromes
in a Swiss elderly population. Psychology, Health & Medicine, 16, 631-640.
doi:10.1080/13548506.2011.564192

NICE (2012). Appendix H Quality appraisal checklist — qualitative studies. In NICE
(Ed.), Methods for the development of NICE public health guidance (Third
edition, pp. 2016-217). London: NICE.
https://www.nice.org.uk/process/pmg4/chapter/appendix-h-quality-appraisal-
checklist-qualitative-studies

Nunno, M. A. (1997). Institutional abuse: The role of leadership, authority and the
environment in the social sciences literature. Early Child Development and
Care, 133,21-40. doi: 10.1080/0300443971330103

O’Callaghan, N., Dhillon, V., Thomas, P., & Fenech, M. (2008). A quantitative real-
time PCR method for absolute telomere length. Biotechniques, 44(6), 807-9.

158



doi: 10.2144/000112761

*  Paré, N., Sigal, J. J., Perry, J. C., Boucher, S., & Ouimet, M. C. (2010). Les
expériences vécues par les enfants de Duplessis institutionnalisés: Les
conséquences apres plus de 50 ans [Childhood experiences of the Duplessis
children: Consequences 50 years later|. Sante mentale au Quebec, 35(1), 85-
109.

Perry, J.C., & Henry, M, (2004), Studying defence mechanisms in psychotherapy
using the Defence Mechanism Rating Scales. In U. Hentschel, G, Smith, J,
Draguns, W, Ehlers (Eds,), Defence mechanisms: Theoretical, research and
clinical perspectives (pp. 165-192). Amsterdam: Elsevier.

Perry, J.C., Sigal, J.J., Boucher, S., & Par¢, N. (2001). Traumatic and Protective
Antecedents Interview. Montreal, Quebec: Sir Mortimer B. Davis Jewish
General Hospital.

*  Perry, J. C., Sigal, J. J., Boucher, S., & Paré, N. (2006). Seven Institutionalized
Children and Their Adaptation in Late Adulthood: The Children of Duplessis
(Les Enfants de Duplessis). Psychiatry: Interpersonal and Biological
Processes, 69(4), 283-301. doi: 10.1521/psyc.2006.69.4.283

*  Perry, J. C., Sigal, J. J., Boucher, S., Par¢, N., & Ouimet, M. C. (2005a). Personal
strengths and traumatic experiences among institutionalized children given up
at birth (les enfants de Duplessis-Duplessis' children): I: Early experiences.
Journal of Nervous and Mental Disease, 193(12), 777-782. doi:
10.1097/01.nmd.0000188959.25098.10.

*  Perry, J. C., Sigal, J. J., Boucher, S., Paré, N., Ouimet, M. C., Normand, J., & Henry,
M. (2005b). Personal strengths and traumatic experiences among
institutionalized children given up at birth (Les enfants de Duplessis -
Duplessis' children) - II: Adaptation in late adulthood. Journal of Nervous and
Mental Disease, 193(12), 783-789. doi:
10.1097/01.mnd.0000188960.30816.25

Raine, A., Dodge, K., Loeber, R., Gatzke-Kopp, L., Lynam, D., Reynolds, C. et al.
(2006). The Reactive—Proactive Aggression Questionnaire: Differential
correlates of reactive and proactive aggression in adolescent boys. Aggressive
Behaviour, 32, 159—171. doi:10.1002/ab

Rassenhofer, M., Sprober, N., Schneider, T., & Fegert, J. (2013). Listening to
victims: Use of a critical incident reporting system to enable adult victims of
childhood sexual abuse to participate in a political reappraisal process in
Germany. Child Abuse Neglect, 37, (Suppl 9), 653—663. doi:
10.1016/j.chiabu.2013.05.007

Raven, J.H., Raven, J., Court, J.C. (1998). Manual for Raven’s Progressive Matrices

and Vocabulary Scales: Section 5.The Mill Hill Vocabulary Scale. San
Antonio, TX Harcourt Assessment.

159



* Rechsteiner, K., Burri, A. & Maercker, A. (2015). Sexual behaviour and concerns in
a sample of elderly, former indentured Swiss child labourers. Sexual Medicine,
3, 311-320. doi: 10.1002/sm2.84

Rose, D.T., Abramson, L.Y., & Kaupie, C.A. (2000). The Lifetime Experiences
Questionnaire: A measure of history of emotional, physical, and sexual
maltreatment. Madison, WI: University of Wisconsin-Madison.

Roy, B. (1994). Mémoire d’asile. La tragédie des enfants de Duplessis [Memory of
the asylum. The tragedy of Duplessis’ children]. Montreal, Quebec, Canada:
Boréal.

* Salazar, A. M., Keller, T. E., & Courtney, M. E. (2011). Understanding social
support’s role in the relationship between maltreatment and depression in
youth with foster care experience. Child Maltreatment, 16(2), 102-113.
doi:10.1177/1077559511402985

Scheier, M. F., & Carver, C. S. (1985). Optimism, coping, and health: Assessment
and implications of generalized outcome expectancies. Health Psychology, 4,
219-247. doi:10.1037/0278-6133.4.3.219

Scheier, M.F., Carver, C.S., & Bridges, M.W. (1994). Distinguishing optimism from
neuroticism (and trait anxiety, self-mastery, and self-esteem): A re-evaluation
of the life orientation test. Journal of Personality and Social Psychology,
67(6), 1063-1078. doi: 10.1037/0022-3514.67.6.1063

Scholz, U., Gutierrez Dona, B., Sud, S., & Schwarzer, R. (2002). Is general self-
efficacy a universal construct? Psychometric findings from 25 countries.
European Journal of Psychological Assessment, 18, 242-251. doi:
10.1027//1015-5759.18.3.242

Schumacher, J., Eisemann, M., & Braihler, E. (1999). Riickblick auf die Eltern: Der
Fragebogen zum erinnerten elterlichen Erziehungsverhalten (FEE)[ Looking
back at parents: the questionnaire on recalled parental behaviour]. Diagnostica,
45(4), 194204. doi: 10.1026//0012-1924.45.4.194

Schumm, W., Paff-Bergen, L., & Hatch, R. (1986). Concurrent and discriminant
validity of the Kansas Marital Satisfaction Scale. Journal of Marriage & the
Family, 48, 381-387. doi: 10.2307/352405

Schiitz, A. & Sellin, L. (2006). MSWS Multidimensionale Selbstwertskala
[Multidimensional Self-Esteem Scale MSES]. Manual. Géttingen: Hogrefe.

Schwarzer, R., & Jerusalem, M. (1995). Generalized Self-Efficacy scale. In J.
Weinman, S. Wright, & M. Johnston (Eds.), Measures in health psychology: A
user’s portfolio. Causal and control beliefs (pp. 35-37). Windsor, United
Kingdom: NFER-NELSON.

160



Sen, R., Kendrick, A., Milligan, 1., & Hawthorn, M. (2008). Lessons learnt? Abuse in
residential child care in Scotland. Child & Family Social Work, 13(4), 411-
422. doi: 10.1111/5.1365-2206.2008.00566.x

Sheikh, J.I., & Yesavage, J.A. (1986). Geriatric Depression Scale (GDS): Recent
evidence and development of a shorter version. Clinical Gerontologist:
Journal of Aging and Mental Health, 5(1-2), 165-173. doi:
10.1300/J018v05n01_09

Sherbourne, C.D., & Stewart, A. (1991). The MOS Social Support Survey. Social
Science and Medicine, 32, 705-714. doi: 10.1016/0277-9536(91)90150-B

Sherr, L., Roberts, K. J., & Gandhi, N. (2017). Child violence experiences in
institutionalised/orphanage care. Psychology, Health & Medicine, 22, 31-57.
doi: 10.1080/13548506.2016.1271951

Sigal, J.J., Perry, J. C., Rossignol, M., & Ouimet, M. (2003). Unwanted infants:
Psychological and physical consequences of inadequate orphanage care 50
years later. American Journal of Orthopsychiatry, 73(1), 3-12. doi:
10.1037/0002-9432.73.1.3

Sigal, J. J., Rossignal, M., Ouimet, M., Boucher, S., Paré, N. (2002). Health and
Psychosocial adaptation of les enfants du Duplessis as middle-aged adults.
Final report. Library and Archives Canada Amicus no. 27771264.

Sigal, J. J., Rossignol, M., & Perry, J. C. (1999). Some psychological and physical
consequences in middle-aged adults of underfunded institutional care in
childhood. Journal of Nervous and Mental Disease, 187(1), 57-59. doi:
10.1097/00005053-199901000-00011.

Simmen-Janevska, K., Forstmeier, S., Krammer, S., & Maercker, A. (2015). Does
trauma impair self-control? Differences in delaying gratification between
former indentured child labourers and nontraumatized controls. Violence and
Victims, 30(6), 1068-1081. doi: 10.1891/0886-6708.VV-D-13-00174

Simmen-Janevska, K., Horn, A. B., Krammer, S., & Maercker, A. (2014). [Trauma,
developmental stages, and motivational abilities in indentured Swiss child
labourers in old age]. Traumata, entwicklungsperioden und motivationale
fahigkeiten bei schweizer verdingkindern im alter. Zeitschrift Fiir
Psychosomatische Medizin Und Psychotherapie, 60(2), 146-161. doi:
10.13109/zptm.2014.60.2.146

Singer, ML.1., Miller, D., Slovak, K., & Frierson, T (1998). The mental health
consequences of children’s exposure to violence. Final Report. Cleveland, OH:
Cuyahoga County Community Mental Health Research Institute, Case Western
Reserve University.

Sitarenios, G., & Kovacs, M. (1999). Use of the Children’s Depression Inventory. In

M.E. Maruish (Ed.), The use of psychological testing for treatment planning
and outcomes assessment (2nd ed., pp. 267— 298). Mahwah, NJ: Erlbaum.

161



Skevington, S. (2005). World Health Organization Quality of Life 100 UK Version.
Bath, UK: WHO Centre for the Study of Quality of Life, University of Bath.

Skold, J. (2013). Historical abuse—A contemporary issue: Compiling inquiries into
abuse and neglect of children in out-of-home care worldwide. Journal of
Scandinavian Studies in Criminology and Crime Prevention, 14, 5-23. doi:
10.1080/14043858.2013.771907

Smith, C. P., & Freyd, J. J. (2014). Institutional betrayal. The American Psychologist,
69(6), 575-587. doi: 10.1037/a0037564.

Spielberger, C. (1988) Manual for the State-Trait Anger Expression Inventory
(STAXI). Odessa, FL: Psychological Assessment Resources.

Spinella, M. (2007). Normative data and a short form of the Barratt Impulsiveness
Scale. International Journal of Neuroscience, 117, 359-368. doi:
10.1080/00207450600588881

Sprober, N., Konig, L., Rassenhofer, M., Konig, C., Seitz, A., & Fegert, J. (2011).
Entwicklung, implementierung und erste ergebnisse eines webbasierten
erhebungsrasters fiir die telefonische anlaufstelle der unabhédngigen
beauftragten zur aufarbeitung des sexuellen kindesmissbrauchs in deutschland
[Development, implementation, and first results of a web-based documentation
system for the telephone contact point of the Special Representative for Cases
of Child Abuse in Germany|. Kindheit Und Entwicklung: Zeitschrift Fiir
Klinische Kinderpsychologie, 20(2), 83-94. doi: 10.1026/0942-5403/a000044

Sprober, N., Schneider, T., Rassenhofer, M., Seitz, A., Liebhardt, H., Konig, L., &
Fegert, J. M. (2014). Child sexual abuse in religiously affiliated and secular
institutions: a retrospective descriptive analysis of data provided by victims in
a government-sponsored reappraisal program in Germany. BMC public health,
14,282. doi: 10.1186/1471-2458-14-282

Steinberg, A. M., Brymer, M. J., Decker, K. B., & Pynoos, R. S. (2004). The
University of California at Los Angeles Post-traumatic Stress Disorder
Reaction Index. Current Psychiatry Reports, 6, 96-100. doi: 10.1007/s11920-
004-0048-2

Straus, M., Hamby, S.L., Finkelhor, D., Moore, D., & Runyan, D. (1998)
Identification of child maltreatment with the Parent-Child Conflict Tactics
Scales: Development and psychometric data for a national sample of American
parents. Child Abuse & Neglect, 22, 249-316. doi: 10.1016/S0145-
2134(97)00174-9

Tyrer, P., Mulder, R., Crawford, M., Newton-Howes, G., Simonsen, E., Ndetei, D., .

.. Barrett, B. (2010). Personality disorder: A new global perspective. World
Psychiatry, 9(1), 56-60. doi: 10.1002/j.2051-5545.2010.tb00270.x

162



Uliando, A., & Mellor, D. (2012). Maltreatment of children in out-of-home care: A
review of associated factors and outcomes. Children and Youth Services
Review, 34(12), 2280-2286. doi:10.1016/j.childyouth.2012.08.003

Ware Jr, J.E., Kosinski,M., & Keller, S.D. (1996). A 12-item Short-Form Health
Survey: Construction of scales and preliminary tests of reliability and validity.
Medical Care, 34(3), 220-233.

Weathers, F.W., Litz, B. T., Herman, D., Huska, J., &Keane, T. M. (1991). The
PTSD Checklist—civilian version (PCL-C). Boston, MA: National Centre for
PTSD, Boston Veterans Affairs Medical Centre.

Weathers, F. W, Litz, B. T., Keane, T. M., Palmieri, P. A., Marx, B. P., & Schnurr,
P. P. (2013a). The life events checklist for DSM-5 (LEC-5). Instrument
available from the National Centre for PTSD at. www.ptsd.va.gov.

Weathers, F. W, Litz, B. T., Keane, T. M., Palmieri, P. A., Marx, B. P., & Schnurr,
P. P. (2013b). The PTSD Checklist for DSM-5 (PCL-5). Scale available from
the National Centre for PTSD at www.ptsd.va.gov.

Weber, S., Jud, A., & Landolt, M. A. (2016). Quality of life in maltreated children
and adult survivors of child maltreatment: A systematic review. Quality of Life
Research: An International Journal of Quality of Life Aspects of Treatment,
Care & Rehabilitation, 25(2), 237-255. doi: 10.1007/s11136-015-1085-5

Weindl, D. (2017). Institutionelle Gewalterfahrungen in der Kindheit —selbstbewusst
im Erwachsenenalter? [Institutional experiences in childhood - self-esteem in
adulthood.]. Zurich Psychotraumatology Conference of the German-speaking
Society for Psychotraumatology. Trauma memories: Understanding and
treatment. Zurich , 9"-11"" February 2017.

Weindl, D. & Lueger-Schuster, B. (2016). Spuren auf der Seele: Subjektiv
wahrgenommene Auswirkungen in institutioneller Gewalt in Einrichtungen der
katholischen Kirche. Trauma & Gewalt, 10, 180-193. [Traces on the Soul:
Subjectively perceived repercussions of institutional abuse encountered in
institutions affiliated with the Catholic Church. Trauma & Violence]

Wittchen, H.-U., Kessler, R.C., & Ustun, T.B. (2001). Properties of the Composite
International Diagnostic Interview (CIDI) for measuring mental health
outcome. In G. Thornicroft, & M. Tansella (Eds.), Mental health outcome
measures (2" ed., pp. 212-227). London: Gaskell.

Wittchen, H.U., Lachner, G., Wunderlich, U., & Pfister, H. (1998). Test-retest
reliability of the computerized DSM-1V version of the Munich-Composite

International Diagnostic Interview (M-CIDI). Social Psychiatry and
Psychiatric Epidemiology, 33(11), 568-578. doi: 10.1007/s001270050095

163



Wittchen, H.-U., Wunderlich, U., Gruschwitz, S., & Zaudig, M. (1997).
Strukturiertesklinisches interview fiir DSM-1V: Achse I: Psychische
Storungen/Achse II: Personlichkeitsstorungen. Gottingen: Hogrefe.

Wolfe, D. A., Francis, K. J., & Straatman, A.-L. (2006). Child abuse in religiously-
affiliated institutions: Long-term impact on men's mental health. Child Abuse
& Neglect, 30(2), 205-212. doi: 10.1016/j.chiabu.2005.08.015

Wolfe, D. A., Jaffe, P. G., Jetté, J. L., & Poisson, S. E. (2003). The impact of child
abuse in community institutions and organizations: Advancing professional
and scientific understanding. Clinical Psychology: Science and Practice,
10(2), 179-191. doi: 10.1093/clipsy/bpg021

World Health Organization (WHO) (1992.) The ICD-10 classification of mental and
behavioural disorders. Geneva: WHO.

World Health Organization (WHO) (1997). Composite International Diagnostic
Interview (CIDI) (Vol. Core Version 2.1). Geneva, Switzerland: World Health
Organization.

Zaudig, M., Mittelhammer, J., Hiller, W., Pauls, A., Thora, C., Morinigo, A., &
Mombour, W. (1991). SIDAM - A structured interview for the diagnosis of
dementia of the Alzheimer type, multi-infarct dementia and dementias of other
aetiology according to ICD-10 and DSM-III-R. Psychological Medicine, 21,
225-236. doi: 10.1017/S0033291700014811

164



APPENDIX A

Data Extraction Forms

Data extraction and quality assessment form for systematic review of systematic reviews and meta-
analyses of studies of the outcomes of child abuse

Full reference All authors (year). Title. Journal, PUT DATA EXTRACTED
volume (issue), pages. IN THIS COLUMN
QUALITY

AMSTAR Score each of the 11 AMNSTAR

items as 1 = present or 0 = absent,
can'’t answer or not applicable

1 Amstar 1 1-Described a priori design with
research question and inclusion
criteria.

2 Amstar 2 2-Used two independent data

extractors and a consensus procedure
for disagreements.

3 Amstar 3 3-Used a comprehensive literature
search of at least 2 data bases with
appropriate search terms and years of
search indicated, and manual search
of one of the following: references of
studies found, review papers, current
contents, textbooks, experts.

4 Amstar 4 4-Searched for reports regardless of
publication type and did not exclude
reports based on language or
publication type (e.g. theses, report
grey literature etc.).

5 Amstar 5 5-Provided a list of included and
excluded studies (in the refs or as an
electronic link)

6 Amstar 6 6- Provided characteristics of included
studies in a table (author, date,
participant age and gender, type of
maltreatment, type of outcome).

7 Amstar 7 7-Provided ratings of the scientific
quality of studies (e.g. high or low
quality) and not just a summary score
for all studies

8 Amstar 8 8-Took the quality of studies into
account in drawing conclusions and
making recommendations (e.g. result
should be interpreted cautiously due
to poor quality of studies)

9 Amstar 9 9.Provided a test of homogeneity (e.g.
chi square or 12) to check if results of
studies could be validly pooled. Used
a random effects (not a fixed effects)
model if heterogeneity was present,
10 Amstar 10 10. Assessed publication bias (using
funnel plots or Egger regression test
or Hedges Olken test etc.) if there
were more than 10 studies.

11 Amstar 11 11. Acknowledged sources of support
for systematic review and included
studies (to indicate conflict of interest)
12 | AMSTAR Total Calculate the total AMSTAR score by
summing scores for 11 items to give a
score ranging from 1-11
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DESIGN FEATURES & SAMPLE
CHARACTERISTICS

13

Main type of abuse

Give a code

MT = Multiple forms of maltreatment
(physical, sexual,
emotional/psychological, neglect)
SA = -mainly sexual abuse,

PA = mainly physical abuse,

EA = mainly emotional or
psychological abuse

NE = -mainly neglect.

14

Main outcome

PH = physical health
MH = Mental heath
P = Psychosocial adjustment

15

Data synthesis

MA = Meta-analysis
SR = Systematic review with narrative
synthesis

16

Data bases searched

List all databases searched

17

Number of data bases
searched

18

Number of primary studies

(k)

This is the number of primary studies
selected for inclusion in the overall
systematic review or meta-analysis.

19

Number of participants (N)

This is the total number of maltreated
cases and patrticipants in control
groups in all studies in the review.

20

% prospective studies

If 6 of 10 reviewed studies were
prospective then the value here is
60%.

If data are missing for a study,
assume it is not a prospective study.

21

% controlled studies

If 9 of 10 reviewed studies were
controlled then the value here is 90%.

22

% probability sample
studies

If 1 of 10 reviewed studies used
probability samples then the value
here is 10%. Probability samples are
samples that are representative of the
entire population. They are often used
in community cohort studies. They are
NOT clinical samples or community
convenience samples. If data are
missing for a study, assume it is not a
probability sample study.

23

% clinical sample studies

If 4 of 10 reviewed studies used
clinical samples then the value here is
40%. If data are missing for a study,
assume it is not a clinical study.

24

% mainly adult samples

If 7 of 10 reviewed studies used
samples in which most people were
over 18 when data were collected
then the value here is 70%. If data are
missing for a few studies base it on
studies for which data are available.

25

Mean age of participants
(when adjustment was
assessed)

Sum the mean ages of participants
when adjustment was assessed
across all (k) studies and divide by k.
If only a range is given for a study,
use the midpoint of that range as an
estimate of the mean. If data are
missing for a few studies base it on
studies for which data are available.

26

% all female samples

If 5 of 10 reviewed studies used all
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female samples then the value here is
50%. If data are missing for a few
studies base it on studies for which
data are available.

27

% of female participants

Sum the % percentage of female
participants across all (k) studies and
divide by k. If data are missing for a
few studies base it on studies for
which data are available.
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Data extraction and quality assessment form for systematic review of systematic reviews and meta-
analyses of studies of outcomes of structural neglect

Full reference

All authors (year). Title. Journal,
volume (issue), pages.

PUT DATA EXTRACTED
IN THIS COLUMN

QUALITY

AMSTAR

Score each of the 11 AMNSTAR
items as 1 = present or 0 = absent,
can’t answer or not applicable

Amstar 1

1-Described a priori design with
research question and inclusion
criteria.

Amstar 2

2-Used two independent data
extractors and a consensus
procedure for disagreements.

Amstar 3

3-Used a comprehensive literature
search of at least 2 data bases with
appropriate search terms and years
of search indicated, and manual
search of one of the following:
references of studies found, review
papers, current contents, textbooks,
experts.

Amstar 4

4-Searched for reports regardless of
publication type and did not exclude
reports based on language or
publication type (e.g. theses, report
grey literature etc.).

Amstar 5

5-Provided a list of included and
excluded studies (in the refs or as an
electronic link)

Amstar 6

6- Provided characteristics of
included studies in a table (author,
date, participant age and gender, type
of maltreatment, type of outcome).

Amstar 7

7-Provided ratings of the scientific
quality of studies (e.g. high or low
quality) and not just a summary score
for all studies

Amstar 8

8-Took the quality of studies into
account in drawing conclusions and
making recommendations (e.g. result
should be interpreted cautiously due
to poor quality of studies)

Amstar 9

9.Provided a test of homogeneity
(e.g. chi square or 12) to check if
results of studies could be validly
pooled. Used a random effects (not a
fixed effects) model if heterogeneity
was present,

10

Amstar 10

10. Assessed publication bias (using
funnel plots or Egger regression test
or Hedges Olken test etc.) if there
were more than 10 studies.

11

Amstar 11

11. Acknowledged sources of support
for systematic review and included
studies (to indicate conflict of interest)

12

AMSTAR Total

Calculate the total AMSTAR score by
summing scores for 11 items to give a
score ranging from 1-11

DESIGN FEATURES & SAMPLE
CHARACTERISTICS

13

Main outcomes

Give one or more codes
PH = physical health.
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CD = Cognitive development
MD = Motor development

LD = Language development
AT = Attachment

SP = School problems

MH = Mental health.

P = Psychosocial adjustment.

14

Data synthesis

MA = Meta-analysis
SR = Systematic review with narrative
synthesis

15

Data bases searched

List all databases searched

16

Number of data bases
searched

17

Number of primary studies

(k)

This is the number of primary studies
selected for inclusion in the overall
systematic review or meta-analysis.

18

Number of participants (N)

This is the total number of maltreated
cases and patrticipants in control
groups in all studies in the review.

19

% controlled studies

If 9 of 10 reviewed studies were
controlled then the value here is 90%.

20

% mainly child samples

If 7 of 10 reviewed studies used
samples in which most people were
over 18 when data were collected
then the value here is 70%. If data
are missing for a few studies base it
on studies for which data are
available.

21

Mean age when left care

Give this value in years to the nearest
year.

Sum the mean ages of participants
when they left institutions (such as
orphanages) across all (k) studies
and divide by k.

If only a range is given for a study,
use the midpoint of that range as an
estimate of the mean. If data are
missing for a few studies base it on
studies for which data are available.

22

Mean age of participants
when assessed

Give this value in years to the nearest
year,

Sum the mean ages of participants
when adjustment was assessed
across all (k) studies and divide by k.
If only a range is given for a study,
use the midpoint of that range as an
estimate of the mean. If data are
missing for a few studies base it on
studies for which data are available.

23

% of female participants

Sum the % percentage of female
participants across all (k) studies and
divide by k. If data are missing for a
few studies base it on studies for
which data are available.

24

% from developing
countries

This is the percentage of k studies in
which participants were from
developing countries in Eastern
Europe, Asia, African and South
America including.

This excludes USA, UK, Western
Europe, Australia and New Zealand.
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Data extraction and quality assessment form for systematic review of studies of outcomes of child
abuse in long-term care

Full reference All authors (year). Title. Journal, volume
(issue), pages. doi.

QUALITY OF QUANTITIVE STUDY
(Risk of bias [ROB])

1 ROB-1 1. Was the sample representative of the
target population (Survivors of child
abuse while in care)?

(If it was a self-selected convenience
sample it was not representative)

2 RoB-2 2. Were there at least 100 cases in the
sample?

3 RoB-3 3. Were data collected directly from
participants (as opposed to a proxy)?

4 RoB-4 4. Was an acceptable case definition

used in the study? (survivors of child
abuse while in care)

5 RoB-5 5. Were most of the study instruments
that measured the effects of child abuse
reliable and valid? (Mental Health,
physical health, social adjustment)

6 RoB-6 6. Were there no financial incentives for
over-reporting child abuse or adult
adjustment problems?

7 RoB-7 7. Was the same mode of data collection
used for all participants?

8 RoB-8 8. Was there a control group

9 RoB-9 9. Were data collected prospectively?

10 RoB-10 10. Was there evidence that the sample

had not been maltreated prior to, or since
institutional abuse?

11 RoB-11 11. Were appropriate data analysis
methods used?
12 | RoB-total Get the total RoBTPS score by summing

scores for 11 items to give a score
ranging from 1-11

QUALITY OF QUALITATIVE STUDY —
(NICE Quality Assessment Checklist
[NICEQAC))

13 NICEQAC 1 1-Is a qualitative approach
appropriate? Does the research
question seek to understand processes
or structures, or illuminate subjective
experiences or meanings?

14 NICEQAC 2 2- Is the study clear in what it seeks to
do?

Is the purpose of the study discussed by
stating aims / objectives / research
question/s? Is there adequate /
appropriate reference to the literature?
Are underpinning values / assumptions /
theory discussed?

15 | INCEQAC3 3- Is the research design /
methodology defensible /rigorous? Is
the design appropriate to the research
question? Is a rationale given for using a
qualitative approach? Are there clear
accounts of the rationale / justification for
the sampling, data collection and data
analysis techniques used? Is the
selection of cases / sampling strategy
theoretically justified?
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16

NICEQAC 4

4-Was the data collection carried out
well? Are the data collection methods
clearly described? Were the appropriate
data collected to address the research
question? Were data collection and
record keeping systematic?

17

NICEQAC 5

5-Is the role of the researcher clearly
described? Has the relationship
between the researcher and the
participants been adequately
considered? Does the paper describe
how the research was explained and
presented to the participants?

18

INCEQAC 6

6- Is the context clearly described?
Are the characteristics of the participants
and settings clearly defined? Were
observations made in a

sufficient variety of circumstances? Was
context bias considered?

19

NICEQAC 7

7-Were the methods reliable? Were
data collected by more than 1 method? Is
there justification for triangulation, or for
not triangulating? Do the methods
investigate what they claim to?

20

NICEQAC 8

8-Is the data analysis sufficiently
rigorous? |s the procedure explicit. Is it
clear how the data were analysed to
arrive at the results? How systematic is
the analysis? Is the

procedure reliable / dependable? Is it
clear how the themes and concepts were
derived from the data?

21

INCEQAC 9

9- Is the data 'rich'? How well are the
contexts of the data described? Has the
diversity of perspective and content been
explored? How well has the detail and
depth been demonstrated? Are
responses compared and contrasted
across groups / sites?

22

NICEQAC 10

10-Is the analysis reliable? Did more
than 1 researcher theme and code
transcripts / data? If so, how were
differences resolved? Did participants
feedback on the transcripts / data if
possible and relevant? Were negative /
discrepant results addressed or ignored?

23

NICEQAC 11

11-Are the findings convincing? Are
the findings clearly presented? Are the
findings internally coherent? Are extracts
from the original data included? Are the
data appropriately referenced? Is the
reporting clear and coherent?

24

INCEQAC 12

12-Are the findings relevant to the
aims of the study?

25

NICEQAC 13

13- Are the conclusions supported by
the results of data analysis and
interpretation?

How clear are the links between data,
interpretation and conclusions? Are the
conclusions plausible and coherent?
Have alternative explanations been
explored and discounted? Does this
enhance understanding of the research
topic? Are the implications of the
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research clearly defined? Is there
adequate discussion of any limitations
encountered?

26 | NICEQAC 14 14- Is the reporting of ethics clear and
coherent? Have ethical issues been
taken into consideration? Are they
adequately discussed and do they
address consent and anonymity? Have
the consequences of the research been
considered, i.e. raising expectations,
changing behaviour? Was the study
approved by an ethics committee?

27 NICEQAC Total Get the total NICEQAC score by
summing scores for 14 items to give a
score ranging from 1-14
STUDY DESIGN FEATURES

28 | Years when data were collected | e.g. 2010-2012

29 | Type of design SC = Single cohort cross-sectional study.
GP = Subgroups or process study within
a single cohort cross-sectional study.
CC = Controlled cross-sectional study.
LG = Longitudinal single cohort study.
QL= Qualitative study

30 Number of cases in abuse

survivors group
31 Number of cases in control

group

DEMOGRAPHIC CHARACTERISITICS

32 | Mean age of survivor e.g. 43y

participants (when adjustment

was assessed)
33 | Age range of survivor e.g. 35y-60y

participants (when adjustment

was assessed)

34 | % female survivor participants
CHILD CARE EXPERIENCES

35 | % mainly in religious

institutional care

36 | % mainly in non-religious

institutional care

37 % mainly in foster care

38 | Average age when entered care

39 | Age range when entered care

40 | Average duration of care

41 Range of duration of time in

care
CHILD ABUSE EXPERIENCES

42 | % abused within birth family

43 | % abused in care

44 % sexually abused in care

45 % physically abused in care

46 % emotionally abused in care
MENTAL HEALTH OUTCOMES

47 | % or dfor any type of general For all mental health outcomes in this

mental health problems

section where data are available record
Current diagnosis of the disorder (CT)
Past diagnosis of the disorder (PT)
Lifetime diagnosis of the disorder and
includes cases with both current and past
diagnoses (LT)

dis the effect size of the difference
between a survivor group and a control

group.
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% or d for co-morbid disorders

49 % or d for PTSD

50 | % or dfor complex PTSD

51 % or d anxiety disorders
(including PTSD)

52 % or d depressive disorders
(including MDD and dysthymia)

53 | % or dfor drug and alcohol use
disorders

54 % or d for personality disorders

ADVERSE PHYSICAL HEALTH AND
SOCIAL OUTCOMES

55 % frequent illness

56 % frequent hospitalization for
physical health problems

57 % homeless

58 | % anger control problems in
intimate relationships

59 | % anger control problems with
children

60 % violent crime

61 % non-violent crime

62 % imprisoned

63 % never married, separated or
divorced

64 % children taken into care

65 % School problems, not
finished high-school, learning
difficulties

66 % poverty, unemployed, un-
skilled or semi- skilled job

67 % sexual problems

68 % self-harm
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APPENDIX B
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