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Children entering the child welfare system have experienced some form of maltreatment,
with the impact on behavior and development not always recognized. Complicating the
impact is the number of maltreatment types and how many of each a child may have
experienced. This study analyzes the relationship between the number of maltreatment
events with behavior problems and developmental delays in a clinical sample of children
involved with the child welfare system. Results indicate that challenging behaviors are
the norm for these children, but do not vary with increased types of maltreatment
events. The majority of these children have moderate to major developmental delays,
with delays increasing with the number of events experienced. Implications are
explored and applied to professional practice.

Keywords child maltreatment, child welfare, trauma, neurodevelopment, child
behavior

During the last two decades, researchers have attempted to understand the impact of childhood
adversity on children’s behavior and development. Childhood adversity includes adversity
within the community setting (natural disasters, war, neighborhood violence), victimization
from nonfamilial perpetrators (peer and adult violence toward a child), and maltreatment
within the familial system. Within the category of familial maltreatment, there are several
factors that potentially influence behavior and development. These include the duration
and severity of the maltreatment, the age of onset, and the different types of maltreatment
events. A complex interactional effect between these factors either mitigates or exacer-
bates the impact on children’s behaviors and development. The current study looks at one
of the factors of maltreatment—the number of types of maltreatment that children
experience—and the subsequent behavioral and neurodevelopmental impacts.

When familial maltreatment reaches a level of “substantial risk of harm,” children are
often removed from the maltreating caregivers and harmful environment and placed with
foster parents or relatives. Removal from an adverse environment and provision of safe
placement is accompanied by the expectation of positive emotional, behavioral, and
academic response from the child. When aberrant child responses continue in spite of best
efforts, adult frustration ensues, and responsibility may be placed on the child for choosing
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2 M. Richardson et al.

negative behavior and purposeful academic apathy. This can be especially true when the
maltreatment a child has experienced appears less impactful (e.g., neglect) when compared
to more acute incidents that are more likely to be perceived as harmful to children (e.g.,
physical and sexual abuse).

Identifying the impact of maltreatment on behavior and development is vital for
effective professional responses. Providing a theoretical framework that explains the
process through which maltreatment impacts child behavior and development equips
professionals with an understanding to intervene more effectively. This complex process
is conceptualized in Figure 1, although potential categories are not limited to those identified.
The current study seeks to increase our understanding of the behavioral and developmental
impact of differing types and combinations of maltreatment to better inform child welfare
system intervention and treatment.

Review of Related Literature

Researchers have explored the effects of multiple types of maltreatment in community and
combined community/clinical settings for at least two decades. Finkelhor, Ormrod, and
Turner (2006, 2007) have researched “poly-victimization,” studying the full range of
adverse events children experience, from family to property to community violence, finding
that some children are more prone to poly-victimization from multiple sources. The same
authors (Turner, Finkelhor, & Ormrod, 2007) suggested that children living within step-
families were more likely to experience poly-victimization with a family member being
the perpetrator of the maltreatment. Herrenkohl and Herrenkohl (2007) found through con-
firmatory factor analysis that a maltreatment construct, which included physical abuse, sexual
abuse, neglect, and domestic violence, was positively correlated with both internalizing and

Figure 1. Child adversity and potential outcomes. 
Note: This study explores one factor within “Childhood Adversity”—the number of types of
maltreatment events—along with one of the potential internal processes in play, the traumatic impact,
using the theoretical framework of “Complex Trauma” to identify and understand the behavioral and
developmental impacts of this form of childhood adversity.
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Multiple Types of Maltreatment 3

externalizing behaviors. Research conducted by Walrath, Ybarra, Sheehan, Holden, and
Burns (2006) suggested an association between increased types of maltreatment and
behavioral outcomes, but the authors acknowledged that maltreatment may have been
underreported, as the caregiver report was not verified by other sources. In addition, cate-
gories of inquiry were physical abuse, sexual abuse, or both, and the impact of neglect was
not investigated.

The effect of neglect on a child’s development and behavior is often overlooked and
underestimated. Delays in cognition, language development, and socioemotional growth
are strongly associated with neglect (Bradley, Burchinal, & Casey, 2001), as is poor school
achievement (Flisher et al., 1997), externalized behavior (Ackerman, Kogos, Youngstrom,
Schoff, & Izard, 1999; Dodge, Pettit, & Bates, 1994; Jaffee, Moffitt, Caspi, & Arseneault,
2002), internalized behavior (Sameroff, Seifer, & Bartko, 1997; Weinreb, Weiss, Han,
Granger, & Morton, 2002), high-risk/delinquent behavior (Lewis, Yeager, Lovely, Stein, &
Cobham-Protorreal, 1994; Scaramella, Conger, Simons, & Whitbeck, 1998), and insecure
attachment (Capaldi & Patterson, 1991; Morton & Brown, 1998).

Conceptual models of neglect have been proposed, defined as a lack of provision of
basic needs of the child, including a clean and safe home, medical needs, provision of
necessities (food, clothing, hygiene), protection, supervision, stimulating environment,
and stability and quality of relationships (Dubowitz et al., 2005; English, Thompson,
Graham, & Briggs, 2005). The difficulty comes in defining neglect and isolating it both as
a construct and in its effects, as it frequently co-occurs with other forms of child maltreatment.
Examples of attempts to identify the independent effects of different types of maltreatment,
including neglect, are found in the literature (Claussen & Crittenden, 1991). Yet because
types of maltreatment frequently co-occur, the impact of each specific type of maltreat-
ment is difficult to determine.

As shown in Figure 1, there are multiple mediating factors and plausible explanations
for the manner in which maltreatment impacts behavior and development. These include
the external environment of the child, such as socioeconomic status, maternal behavior, and
the level of relational support available (Benhorin & McMahon, 2008; Szabo et al., 2008).
Internal processes potentially could include genetic factors, child temperament, the prenatal
environment, and the attachment relationship (Brodhagen & Wise, 2008; Schore, 2002).

Maltreatment as an event or events may not necessarily be traumatic, although there
is a high probability that it will be (Cook, Blaustein, Spinazzola, & van der Kolk, 2003). In
trauma theory, the specifics of the maltreatment are secondary to the child’s perception of
the event, so that the number of types of events experienced is less relevant than other
factors. For example, maltreatment may vary according to duration, age of onset, type, and
the relational closeness of the perpetrator, but it is the child’s perception of events and the
experience of chronic traumatic stress from maltreatment that is postulated to more greatly
determine behavioral and developmental outcomes.

A relatively new term, complex trauma (Cook et al., 2003), describes experiences of
chronic, overwhelming early maltreatment within the relational system resulting in multi-
ple areas of developmental harm. Children who experience multiple chronic traumatic
events, including abuse, neglect, sexual abuse, and exposure to domestic violence or sub-
stance abuse, often develop relational disturbances, deficits in language and cognition,
deficits in the capacity to regulate mood and behavior, and social/emotional disturbances
(Henry, Sloane, & Black-Pond, 2007). Given the emotional, behavioral, and developmental
impact of trauma, maltreated children often have behavior problems, difficulty with rela-
tionships, and poor academic achievement (Cook et al., 2003; Putnam, 2006; van der Kolk,
2006).
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4 M. Richardson et al.

Another potential explanation for the effect of maltreatment on behavior is the relationship
with the perpetrator. Maltreatment by a parent can be experienced by the child as parental
betrayal, and this can seriously impede the development of a child’s future relationships
(Freyd, 1994; Schore, 2001). Even if a child only sustained one type of maltreatment, if it
involved a primary caregiver, the emotional and behavioral consequences are likely much
more significant than one type of abuse perpetrated within a less intimate relationship.
Further, regardless of the type of abuse or the number of maltreatment events, a supportive
primary caregiver who attempts protection from the maltreatment can mitigate the trau-
matic impact (Cohen, Mannarino, Berliner, & Deblinger, 2000; Teicher, 2000).

The age of onset of the abuse, according to developmental theory and research (Perry,
2006), is significant in that the disruption of attachment can be harmful in the develop-
ment of other child systems—sensory, cognitive, and affective—all of which impact
behavior. Because of this, the impact of one type of maltreatment compared to multiple
types may be minimized. This holds true for cases of neglect as well, in which the devel-
opmental, and especially behavioral, impact is often underemphasized. In addition, counting
the types of different maltreatments does not account for the chronicity of maltreatment.
Specifically, a child may have sustained multiple types of maltreatment, but for only
a short period of time for each. Behavioral outcomes from that pattern would likely differ
significantly from a child who had sustained fewer types of maltreatment, but for longer
periods of time. Finally, the intensity of any maltreatment event must be considered, yet is
difficult to measure. What an adult may consider a trauma-inducing event might be
viewed differently by the child experiencing the event—for example, a violent rape by
a stranger might seem profoundly traumatic, but would have significantly different behav-
ioral, emotional, and developmental outcomes compared with chronic sexual abuse by
a caregiver.

Purpose

The current study seeks to understand whether there is an impact on behavior and devel-
opment from the number of types of maltreatment children have experienced in a clinical
sample of children from the child welfare system.

Methods

Sample

The sample consisted of 209 children that were assessed at the Southwest Michigan Children’s
Trauma Assessment Center (CTAC). Eighty-five children were under the age of 6 years
and 124 were age 6 years or older. Subjects were randomly selected from children
assessed by the CTAC for the 29-month period between October 2004 and February 2007.
Subjects for this retrospective study were referred for assessment primarily through the
child welfare system, but also through the courts, adoptive parents, and Community
Mental Health. Referrals came from a 13 county area in southwestern Michigan, which
includes two larger urban areas with the majority of the counties being rural. Children age
0 to 5 years (N =  89) seen during this time period were excluded except for frequency
data on the number of types of maltreatment experienced. This separation of the age
groups was done for consistency with the age range of instrumentation measuring devel-
opmental performance and behavior. Within this sample there were 54 children in the 6- to
8-year 11-month age range and 74 within the 9- to 15-year age range. The experience of at

115

120

125

130

135

140

145

150

155



Multiple Types of Maltreatment 5

least one type of maltreatment from within the caregiving system determined inclusion in
the study. This is a given for children who were in foster care, as substantiation of neglect,
physical abuse, or sexual abuse is a prerequisite for placement. For children who were
adopted or were referred from Community Mental Health, documented maltreatment
within the caregiving system was required. Children who were assessed but did not have
any documented maltreatment were excluded from the study.

The population of children from which this sample was drawn may represent children
with more significant behavior and emotional concerns, as often the more severe children
are referred for assessment. Fifty-two percent were male. Racial composition included
70% Caucasian, 19% African American, 2% Hispanic, and 8% multiracial. This racial
distribution is consistent with the racial distribution within southwestern Michigan. At the
time of assessment, the majority of these children lived with foster parents (54%), with the
remainder of the children’s living arrangements divided between biological parents
(14%), relatives (18%), and adoptive parents (14%).

Instruments

The Pediatric Early Elementary Examination (PEEX 2; Levine, 1996a) and Pediatric
Examination of Educational Readiness at Middle Childhood (PEERAMID 2; Levine,
1996b) are standardized testing instruments used for assessment of neurodevelopment in
children and adolescents between the ages of 6 and 8 years 11 months (PEEX 2) and 9 and
14 years 11 months (PEERAMID 2), normed on a national sample of students within
those age ranges. Reliability values are not available for these tests, as the instruments do
not yield an overall score or subtest scores, but instead are designed to generate a narrative
description of a child’s neurodevelopmental profile. The tests are administered according
to a standardized manual in order to meet standards of reliability. Scores are determined in
the areas of Fine Motor, Language, Gross Motor, Sequencing, Memory, and Visual Pro-
cessing. Within each domain, one task below age norms indicates a mild delay for that
specific domain, two tasks below age norms indicates a moderate delay, and three or
more tasks below age norms indicates a major delay within the domain. All of the items
on the PEERAMID 2 and PEEX 2 are related directly to specific aspects of the school
experience and help to evaluate key neurodevelopmental functions needed for optimal
learning, adaptation to school, and academic productivity.

The Child Behavior Checklist (CBCL; Achenbach & Rescorla, 2001) assesses
competencies, adaptive functioning, and behavioral problems of children from age 6 to 18
years from the report of caregivers. It measures behavioral problems on individual
domains and also groups them globally as “internalizing” and “externalizing.” Measures
of internalized problems focus on problems within the self, and include anxiety, depression,
somatic complaints, and withdrawal from social contact. Externalized problems represent
conflicts with other people, such as rule-breaking behavior (oppositional/defiance) and
aggression. Also included are measures of thought problems and inattention, along with
general problems not covered elsewhere. Chronbach’s alpha measuring internal consis-
tency ranges from .78 to .97, and the reliability of most scales is high, ranging from .82 to
.94. Items on the CBCL are scored by the caregiver on a scale from 0 to 2. Summing the
“1” and “2” endorsements from the 113 items derives the raw score, which provides
continuous distributions of scores to indicate the degree of the problem on that scale.
Standardized T scores are assigned, with low T scores truncated at 50, scores from 65 to
69 are considered “subclinical but significant,” and scores of 70 and above are clinically
significant.
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6 M. Richardson et al.

The number of types of maltreatment events was categorized by one, two, or three or
more events. Criteria for specific categories of maltreatment were defined according to
five areas: neglect, exposure to substance abuse, exposure to domestic violence, physical
abuse, and sexual abuse. Neglect was defined by incorporating constructs as defined by
Dubowitz et al. (2005), which include physical neglect (lack of provision of adequate
food, shelter, hygiene, or medical care), improper supervision (leaving children alone
creating the risk of harm, inadequate provision of structure or guidance, or chronically
leaving children with multiple, often unfamiliar caregivers), and failure to protect (expo-
sure to harmful environments or individuals, with subsequent inaction to ensure safety).
Exposure to substance abuse was defined as caregiver substance abuse interfering with
parenting ability per child welfare determination, drug traffic within the home, or the presence
of a methamphetamine lab in the home. Exposure to domestic violence in the home
included incidents of physical aggression between caregiving adults within the home, but
did not include verbal aggression between caregivers that did not have a physical component.
Physical abuse was documented only if referred to as such within the child welfare
reports. Sexual abuse was documented based on child disclosure, either as documented in
the child welfare reports or to the caregiver, or if a caregiver had witnessed a sexual abuse
incident with the child.

Procedures

Each child’s current caregiver completed the CBCL at the time of assessment. Clinicians
from the CTAC administered the PEEX/PEERAMID to the child on the day of assessment.
Descriptive and demographic information and scores on the PEEX/PEERAMID and
CBCL were entered into CTAC’s database using SPSS 14.0. File reviews were conducted
retrospectively to identify types of maltreatment. In an effort to ensure consistency of
recording of maltreatment episodes across cases, only file information documented by the
child welfare caseworker or firsthand information from the current caregiver was used to
identify the types of maltreatment.

Data Analysis

All data analysis utilized SPSS 14.0. Crosstabs for the number of maltreatment types by
age group were conducted with correlations using the nonparametric Spearman correlation
coefficient. Mean scores on the CBCL were analyzed by the number of types of mal-
treatment events using a one-way analysis of variance (ANOVA). Pearson’s chi-square
was used to analyze the association between the Diagnostic and Statistical Manual
of Mental Disorders, 4th ed. (DSM-IV; American Psychiatric Association, 1994) diagnosis
and the number of types of maltreatment events. Kendall’s tau correlation analysis was
performed on the levels of developmental delay as measured by the PEEX/PEERAMID
and the number of types of maltreatment, with a separate analysis including the effect of
gender.

Results

The number of types of maltreatment events experienced was greater in the 6-year and
older group than the children less than 6 years (see Table 1). Correlation of age at assess-
ment and the number of types of maltreatment experienced was statistically significant,
rs = .170, p =  .014.
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Multiple Types of Maltreatment 7

The specific categories of types of maltreatment events used in the study are described
in Table 2. Allowing for the significant overlap of types of maltreatment, 88% of children
had experienced neglect, 75% had been exposed to substance abuse, 51% had experienced
exposure to domestic violence, 27% had experienced physical abuse, and 10% had been
sexually abused. Only 15% of the sample (n = 30) had experienced just one type of
maltreatment.

Table 3 displays analyses of emotional/behavioral outcomes by the number of types
of maltreatment events. The sample was limited to those children age 6 to 15 years (n = 121)
to maintain consistency with the normed ages for the CBCL, which was used to measure
emotional/behavioral status. Mean scores on the CBCL were compared for children
having experienced one, two, or three or more maltreatment events using a one-way
ANOVA. Thought differences was the only domain with a statistically significant difference
among children in the different maltreatment categories, F(2, 118) =  6.96, p = 0.003. Most
importantly, the means for the total sample in the areas of Social Problems, Rule Breaking,
Aggression, Externalizing Behaviors, and Total Problems were all elevated to the clini-
cal interpretation of “subclinical but significant” levels, and the mean for Attention
Problems fell within the clinically significant range.

Table 1
Number of Maltreatment Events by Age (N =  209)

Number of types of maltreatment

One Two Three Four Five

N  % N % N % N % N  %

Children age 0–5* N =  85 16 19% 33 39% 26 31% 10 12% 0 0%
Children age 6–15* N = 124 13 10% 42 34% 48 39% 17 14% 4 3%
Total 29 14% 75 36% 74 35% 27 13% 4 2%

*Differences indicate statistical significance at p < .05.

Table 2
Occurrence of Type of Maltreatment Exclusively and Co-occurring 

for Children Age 0 to 15 Years (N =  209)

Type of maltreatment event*

Occurrence of type both 
alone and co-occurring

Occurrence of type 
alone

N % N %

Neglect 186 88% 15 7%
Exposure to substance abuse 158 75% 10 5%
Exposure to domestic violence 108 51% 2 1%
Physical abuse 57 27% 2 1%
Sexual abuse 21 10% 1 .5%
Total — — 30 15%

*Subjects may be counted in more than one category due to the overlap of types of maltreatment
events.
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8 M. Richardson et al.

In addition, CBCL means per number of types of maltreatment were compared by
gender (data not shown). Males showed greater levels of anxiety/depression, aggression,
externalized behavior, and total behavior at statistically significant levels compared to
females, which is consistent with previous gender research. Further, the mean value for
attention problems and aggression were above the clinically significant level for males,
and the mean score for social problems, thought problems, externalizing, and total behaviors
were at subclinical but significant levels. For females, attention problems, rule breaking,
and aggression were at subclinical but significant levels.

For children age 6 years and older, Pearson chi-square analysis was used to determine
if there were differences in the presence of a DSM-IV diagnosis among children who had
experienced one, two, or three or more types of maltreatments. Table 4 displays the
results. The most critical finding was that 54% of the children had a previous mental
health diagnosis at the time of assessment (n = 63). Differences between the number of
types of maltreatment events and the presence of a mental health diagnosis were not statis-
tically significant, χ2(5, N = 117) = 3.16, p = .206. Pearson chi-square analysis was also
used to assess the relationship between the presence of an attention deficit hyperactivity
disorder (ADHD) diagnosis and the number of maltreatment events. Similar to the DSM-IV
diagnosis, there was no statistically significant relationship between the number of mal-
treatment events and the ADHD diagnosis, χ2(5, N = 117) = 2.60, p =  .272, although
41% of the sample had an ADHD diagnosis.

Neurodevelopmental testing (PEEX for 6- to 9-year-olds and PEERAMID for 9- to
15-year-olds) was completed for 89 children (n = 88 for fine motor functions). The PEEX

Table 3
CBCL Means per Number of Types of Maltreatment 

for Children Age 6 to 15 Years (N = 121)

Number of types of maltreatment

CBCL Domain

One type  
N = 13 

Mean (SD)

Two types 
N = 41 

Mean (SD)

Three or more 
types N = 67 
Mean (SD)

Total 
N  = 121 

Mean (SD)

Anxious/depressed 63.92 (11.22) 61.37 (12.00) 60.28 (11.32) 61.04 (11.51)
Withdrawn/depressed 66.69 (12.55)ˆ 63.54 (9.75) 61.97 (9.57) 63.01 (10.00)
Somatic complaints 60.00 (11.02) 57.15 (8.57) 59.09 (9.25) 58.53 (9.21)
Social problems 68.54 (10.34)ˆ 63.93 (11.37) 65.73 (9.34)ˆ 65.48 (10.58)ˆ
Thought problems* 72.92 (7.29)ˆˆ 61.95 (9.69) 64.25 (10.14) 64.40 (10.15)
Inattention 74.00 (11.55)ˆˆ 68.95 (9.26)ˆ 70.88 (11.71)ˆˆ 70.56 (11.82)ˆˆ
Aggression 70.00 (14.65)ˆˆ 68.39 (12.48)ˆ 68.18 (13.40)ˆ 68.45 (13.13)ˆ
Rule-breaking behavior 66.67 (8.08)ˆ 64.95 (9.26) 66.61 (9.66)ˆ 66.07 (9.33)ˆ
Internalized behavior 66.00 (10.13)ˆ 59.61 (13.38) 60.22 (11.88) 60.64 (12.30)
Externalized behavior 69.77 (10.45)ˆ 66.34 (10.79)ˆ 66.90 (12.18)ˆ 67.02 (11.50)ˆ
Total CBCL 72.46 (7.29)ˆˆ 65.34 (11.41)ˆ 66.64 (10.58)ˆ 66.83 (10.70)ˆ

*Indicates statistical significance at the .01 level.
ˆIndicates “subclinical but significant.”
ˆˆIndicates clinical significance.

270

275

280

285



Multiple Types of Maltreatment 9

and PEERAMID scores are recorded as strength, no problem, mild delay, moderate delay,
and major delay. Table 5 provides the frequencies of level of delay per number of types of
maltreatment events, along with the total number of children in each category of delay per
developmental domain. Kendall’s tau correlation analyses indicated statistical signifi-
cance in the relationship between the increase in level of delay according to the increase in
the number of types of maltreatment for fine motor function, τ = .183, p = .043; receptive
language, τ = .219, p = .018; and sequencing, τ = .194, p = .046. It is noted that the norm
for this sample of children is for major delays in all domains of developmental functioning,
with 76% having moderate to major delays with fine motor function, 62% with receptive
language, 84% with expressive language, 82% with memory, 71% with sequencing, and
80% with visual processing functions. These moderate to major delays occur regardless of
the number of types of maltreatment.

Correlations were also run for each possible outcome by developmental domain,
number of maltreatment events, and gender (data not shown). Kendall’s tau correlation
analysis revealed that for males, statistically significant differences existed in the area of
fine motor function (p = .022) as the number of types of maltreatment increased. For
females, there was statistically significant differences in the area of receptive language
(p = .047) with increases in the number of types of maltreatment.

Discussion

This study expands prior research that has compared multiple types of maltreatment with
child behavioral outcomes. Although no significant association between the number of
types of maltreatment and behavior was found in this sample, elevated means within several
behavioral domains regardless of the number of types or specific events experienced indi-
cates that a range of behavior from “subclinical but significant” to “clinically significant”
is the norm for this sample of children.

Our results reveal the significant behavioral and neurodevelopmental effects of mal-
treatment when it has reached the level of child welfare intervention, whether children
experience only one event type or multiple types of maltreatment events. As might be
predicted, experiencing increased numbers of types of maltreatment events is significantly

Table 4
Diagnosis of Children Age 6 to 15 Years by the Number of Types 

of Maltreatment Events (N = 117)

Number of types of maltreatment

One type Two types
Three or more 

types Total

DSM-IV diagnosis N % N % N % N %

Children with no DSM-IV 
diagnosis

3 3% 20 17% 31 27% 54 46%

Children with one or more 
DSM-IV diagnosis

10 9% 20 17% 33 28% 63 54%

Children with ADHD 
diagnosis

8 7% 16 14% 24 21% 48 41%
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10 M. Richardson et al.

Table 5
Level of Performance per Developmental Domain 

by the Number of Maltreatment Types

Number of maltreatment events

Developmental 
domain Level 
of performance

One type Two types Three or more Total

N % N % N % N %

Fine motor,* N = 88
Strength 0 0% 1 3% 0 0% 1 1%
No problem 1 10% 4 13% 4 9% 9 10%
Mild delay 2 20% 5 16% 4 9% 11 13%
Moderate delay 4 40% 3 9% 6 13% 13 15%
Major delay 3 30% 19 59% 32 70% 54 61%

Receptive language,* N = 89
Strength 0 0% 0 0% 2 4% 2 2%
No problem 0 0% 2 6% 1 2% 3 3%
Mild delay 2 20% 6 19% 1 2% 9 10%
Moderate delay 4 40% 5 16% 7 15% 16 18%
Major delay 4 40% 19 59% 36 77% 59 66%

Expressive language, N = 89
Strength 0 0% 0 0% 1 2% 1 1%
No problem 0 0% 2 6% 2 4% 4 5%
Mild problem 2 20% 5 16% 4 9% 11 12%
Moderate problem 3 30% 6 19% 8 17% 17 19%
Major problem 5 50% 19 59% 32 68% 56 63%

Memory, N =  89
Strength 0 0% 0 0% 0 0% 0 0%
No problem 1 10% 2 6% 1 2% 4 5%
Mild delay 1 10% 2 6% 4 9% 7 8%
Moderate delay 3 30% 5 16% 7 15% 15 17%
Major delay 5 50% 23 72% 34 74% 62 71%

Sequencing,* N = 87
Strength 0 0% 0 0% 0 0% 0 0%
No problem 1 10% 3 9% 2 4% 6 7%
Mild problem 5 50% 6 19% 8 18% 19 22%
Moderate problem 1 10% 7 22% 7 16% 16 17%
Major problem 3 30% 16 50% 28 62% 47 54%

Visual processing, N = 87
Strength 1 10% 0 0% 3 7% 4 5%
No problem 0 0% 2 6% 3 7% 5 6%
Mild delay 2 20% 5 16% 2 4% 9 10%
Moderate delay 1 10% 7 22% 9 20% 17 20%
Major delay 6 60% 18 56% 28 62% 52 60%

*Indicates statistical significance at p < .05.
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associated with increased age, so that maltreated children are vulnerable to experiencing
increased types of maltreatment the longer they remain in a maltreating environment.
Co-occurrence of maltreatment types is clearly demonstrated in this study, and the likeli-
hood of co-occurrence also increases with age.

Consistent with extant research, most of the children in this sample had experienced
neglect (88%). In addition, more than half of the children had witnessed domestic violence
and three quarters had been exposed to caregiver substance abuse. Sexual abuse and physical
abuse were much less prevalent. These findings suggest that when physical and sexual
abuse are identified, it becomes equally important to recognize the likelihood of other
types of maltreatment likely to be present and the potential impact on behavior and
neurodevelopment.

Our results indicate that an increase in the number of different types of maltreatment
had a minimal association with increased externalizing and internalizing behaviors. These
results may potentially be an artifact of the extreme maltreatment history that children in
this sample experienced. Other confounding factors (i.e., age, duration, relationship
with perpetrator) may obscure any positive association, as other studies utilizing a more
community-based sample or including all types of childhood adversity have found associ-
ations between the number of types of maltreatment experienced and increased internalizing
and externalizing behaviors (Finkelhor et al., 2007; Herrenkohl & Herrenkohl, 2007; Walrath
et al., 2006).

In contrast, when examining the neurodevelopmental impact of maltreatment, we
found a positive association between increased delays in several neurodevelopmental
domains and the number of types of maltreatment events. These findings offer evidence of
the deleterious effects of the experience of multiple types of maltreatment, including
neglect, on neurodevelopment. Yet it is important to note that although there was greater
developmental delay with increased experience of the number of types of maltreatment,
overall the large majority of all the children in this sample demonstrated moderate to
major developmental delays (i.e., receptive language, 84%; expressive language, 82%;
fine motor, 76%; sequential, 71%; visual processing, 80%; and memory, 88%) regardless
of number of types of maltreatment events. There is currently a paucity of research exam-
ining the neurodevelopmental impact of maltreatment, and what has been done has
concentrated on the impact of neglect (i.e., Bradley et al., 2001; De Bellis, 2005; Flisher et
al., 1997) and emotional abuse (O’Dougherty Wright, 2007; Yates, 2007), with less focus
on other types of maltreatment or the co-occurrence of types of maltreatment. Develop-
mental delays are often not identified through medical and educational assessment and
may not be consistent with standards for diagnosis and subsequent treatment, yet they still
strongly impact a child’s emotional, social, and educational experiences.

Specific findings of behavioral impact in this study include subclinical but significant
levels of aggression, rule breaking, social problems, and total behavior problems, along with
clinically significant inattention, regardless of the types and co-occurrence of maltreatment.
This suggests that it is reasonable to expect that children entering the child welfare system
will most likely have emotional difficulties and acting-out problems, with difficulty
following rules, establishing social relationships, being aggressive with others, and main-
taining attention.

There are potentially multiple factors and processes that contribute to the neurodevel-
opmenal and behavioral impact of maltreatment (see Figure 1). In consideration of the
potential traumatic impact of maltreatment, focusing just on the number of maltreatment
events can lead to the spurious conclusion that more types of maltreatment are associated
with more significant impact on the child. Instead, the number of types of maltreatment
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events is more likely to be just one factor in the complex intertwining of characteristics of
the maltreatment that combine to result in behavioral and neurodevelopmental impact.

Regardless of the etiology of behavior problems, which can often be exacerbated by
developmental impairments, what often follows from the observed elevated levels of
behavior problems is the subsequent diagnosis of mental health disorders to explain the
behavior. Just in this sample, 51% of the children older than age 6 years had a mental
health diagnosis, compared to an estimated 10% for the population norm (National Institute
of Mental Health, 2008). From a medical model perspective, the diagnosis of children with
mental health disorders often implies pathology and does not consider the history of
maltreatment. For example, when inattention is heightened, the diagnosis of ADHD often
follows; to exemplify this point, in the current sample of children, 41% older than age 6
years had a diagnosis of ADHD. Trauma theory would suggest that these symptoms are
more consistent with the hypervigilance observed in maltreated children. In addition,
externalized behaviors may be labeled as oppositional; rather, they may reflect the trauma-
tization that occurs with multiple maltreatment events within the relational system. More
important than diagnosis is professional and caregiver recognition of how developmental
impairments and behavior responses may be rooted in a child’s traumatic experiences,
with it being more productive to view behavior problems as self-protective responses to
traumatic stress rather than diagnoses to be treated.

As the results of this study demonstrate, behavior problems and developmental delays
within this population of children should be anticipated and expected. By definition, these
children have sustained maltreatment within the family system, which often may be
chronic and intense. Understanding that behavior problems stem from the experience of
maltreatment and acknowledging that maltreated children have limited internal coping
strategies because of impaired behavior and developmental functions then requires alter-
native interventions that provide the maximum opportunity for these children to be successful
within multiple domains.

Applying what is known in order to improve the function of child welfare interven-
tion has two components: first, a change in expectations and perspective (i.e., under-
standing why maltreated children feel and act the way they do), and second, applying the
knowledge to actual change in practice. Because of the widespread presence of neglect
with this population of children, it is justified to suspect its presence in some form in
most child welfare cases, even if it is not the primary reason for removal. Further, as
caregiver substance abuse and other types of exposure to substance abuse are so preva-
lent with these children, recognizing the probability of some form of substance abuse can
inform treatment planning. Finally, as half of all cases in this study documented expo-
sure to domestic violence, understanding the deleterious effects of exposure to family
violence can spur a proactive approach in assessment and service provision for these
children.

Limitations

Information on maltreatment was obtained through retrospective file review, using service
plans written by the caseworker and observation of the current caregiver. Although case-
worker reports are evidentiary documents submitted to the court, information used for
analysis is only as complete and accurate as the information known by the child welfare
worker at the time of writing the report. Given the limitations on caseworkers in gathering
information and compiling reports, it is likely that the child’s maltreatment history is under-
reported. In addition, although caregiver endorsement of child behavior on standardized
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instruments is standard practice, variations in caregiver perspective of child behavior are
certainly present but unknown in effect.

This study was conducted with a clinical sample, primarily comprised of children
having gone through the child welfare system. This sample likely demonstrates greater
developmental delays and behavior concerns than is found in the normed population.
Results cannot be generalized to a more diverse community population, and caution must
be used to infer to the population of children in the child welfare system, as children in this
sample likely exhibit greater emotional and behavioral concerns than is the norm for child
welfare.
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