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OVERVIEW
This paper reviews the compelling evidence that child maltreatment (CM) is the
most important risk factor for mental health issues and makes a strong call to
action to transform psychiatric theory, research, and practice accordingly. This
article can serve as an accessible reference for researchers and clinicians
looking for a summary of the state of the psychiatric literature on the
neurobiological impacts of exposure to early childhood adversity.  

How can we understand and
effectively support people,
families, and communities for
whom there may be no end in
sight to their exposure to
“ongoing danger” due to
poverty, racism, and other
forms of structural violence?

Therapeutic Response  
When comparing therapeutic outcomes between patients with the same Diagnostic and
Statistical Manual of Mental Disorders (DSM) diagnosis, many treatment modalities seem to
be less effective with survivors of CM than on individuals without a history of maltreatment.   

RECOGNIZING THE IMPORTANCE OF CHILDHOOD MALTREATMENT AS A
CRITICAL FACTOR IN PSYCHIATRIC DIAGNOSES, TREATMENT, RESEARCH,

PREVENTION, AND EDUCATION

JANUARY 2022

CRITICAL REFLECTION
QUESTIONS 

Page 2

Teicher, M. H., Gordon, J. B., & Nemeroff, C. B. (2021). Recognizing the importance of childhood maltreatment as a critical factor in psychiatric
diagnoses, treatment, research, prevention, and education. Molecular Psychiatry. doi:10.1038/s41380-021-01367-9 

CM is highly prevalent and all types of CM lead to risk for mental health issues.  
Polyvictimization (or exposure to multiple types of CM) increases risk. 
CM is different from single event, non-interpersonal trauma and is more likely to cause risk for
psychopathology.  
Relationships can act as a buffer to adversity. However, when our important relationships
with our caregivers are the source of the adversity, the deleterious impacts on our well-being
may be even more severe and pervasive.   

Prevalence & Types of Child maltreatment 

What are the impacts of the
continued use of the DSM-5 to
understand and treat survivors
of CM? Can the DSM be
transformed to better reflect
the experiences of these
survivors? Are there other
frameworks for
conceptualizing mental health
that may be better? 

CM has a significant impact on brain structure, function, connectivity, and network
architecture 
Early childhood and early adolescence seem to be when children and youth are most
sensitive to adversity 
The alterations in brain structure and function in response to exposure to CM can be
understood as “beneficial neuroplastic adaptations” (p.3) that allow a child to survive
abuse but may lead to a variety of issues later in life.  

Neurobiological correlates  

   

Individuals with a history of CM are neurobiologically different from non-maltreated individuals
who have the same DSM diagnoses.  
Survivors of CM tend to have abnormal responses to stressors (augmented in some and
blunted in others), elevated inflammatory marker levels as well as changes to their epigenetics. 

Maltreated vs non-maltreated subtypes 

CM-associated brain changes have been reported in maltreated individuals without
psychopathology. In other words, the neurobiological adaptations found in survivors of
CM don’t necessarily lead to mental health issues. Researchers have documented the
existence of individuals with a history of CM and the resulting physiological adaptations
who are asymptomatic.  
The asymptomatic survivors of CM demonstrated a high level of connectivity between
and within different brain regions. 

Neurobiology of resilience in maltreated subtype   
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The DSM needs to be transformed in order to better integrate the causes of various types of
mental health issues, especially the profound ways in which CM exposure impacts individuals.  
Even the current and proposed diagnostic categories related to trauma exposure such as PTSD,
C-PTSD and developmental trauma disorder (DTD) are not inclusive enough to encompass the
wide range of ways individuals can be negatively impacted by CM.  
Psychiatric researchers need to collect data on CM history when conducting treatment trials,
epidemiological research, or research on the biological basis of psychiatric disorders or else the
findings should be called into question. 
Attempting to treat and diagnose what may present as mental illness “in the presence of
ongoing danger” is ill-advised (p.5). The adaptations made to survive ongoing danger need to
be understood as a normal response to toxic stress rather than as psychopathological.

Implications & Conclusions In what ways does the Western
biomedical framing and
language of this article clash
with decolonial, intersectional
feminist and bio-psycho-social
ways of understanding trauma
and child maltreatment? 



Findings regarding the
prevalence of bullying
vary widely (from 5% -
40%) depending on how
bullying is defined and
on the type of population
that is being studied.   
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OVERVIEW 
In order to bridge the silos that exist between the research on bullying and the research on trauma, this article (1) reviews studies that
explore the associations between exposure to childhood bullying and the development of post-traumatic stress symptoms, (2) reviews the
research on the impacts of bullying which demonstrates that the consequences are more complex and pervasive than what the classic
PTSD diagnosis can capture (3) discusses the need to apply a developmental perspective when conceptualizing the impacts of bullying on
young people (4) proposes the development of a framework for understanding the impacts of bullying that integrates the criteria for
developmental trauma disorder (DTD) and complex PTSD (C-PTSD).

Why has interpersonal violence from peers received
less attention than family violence within the
literature on adverse childhood experiences and
childhood trauma? 

In attempting to use traditional psychiatric
diagnoses to conceptualize, assess and treat
potentially traumatic experiences such as bullying
victimization, what gets missed?  

CRITICAL REFLECTION QUESTIONS  

The body of literature that has investigated the
impacts of bullying using a trauma lens has found
strong associations between exposure to this type of
interpersonal violence and PTSD. However, bullying
victimization is not a traumatic experience for all.
“The complexity and severity of the consequences
following bullying are likely related to the intensity
and duration of the exposure that interact with a
range of risk and protective factors” (p.10).  

KEY
MESSAGES 

The authors argue that
the criterion A of the
PTSD diagnosis does not
adequately capture the
wide range of experiences
that can fall under the
umbrella of bullying
victimization.    

The experience of bullying in adolescence may satisfy both
the A1 and A2 criterion for the proposed DTD diagnosis:
“(A1) direct experience or witnessing of repeated and severe
episodes of interpersonal violence; and (A2) significant
disruptions of protective caregiving as the result of
repeated changes in primary caregiver; repeated
separation from the primary caregiver; or exposure to
severe and persistent emotional abuse” (p.4). As
adolescence is a developmental period when relationships
to peers are of upmost importance, the experience of
being bullied can be potentially traumatic because it may
involve interpersonal violence (A1) within a peer network
than cannot provide adequate social support to buffer the
negative impacts of this experience (A2).   

The authors illustrate how there
is evidence in the research
literature that victims of
childhood bullying demonstrate
symptomatology that is
consistent with the rest of the
criteria for DTD (B-G), as they
tend to struggle with a
dysregulated stress response
and issues with emotion
regulation. However, they also
point out that the DTD
diagnosis was developed based
on the experiences of younger
children exposed to family
violence and while DTD remains
an important conceptual tool
for understanding bullying
victimization, it may also fail to
capture the unique experiences
of older children and
adolescents who face
interpersonal violence from their
peers.  

DTD is a diagnosis which was proposed to be included in the DSM-5 but ultimately rejected. C-
PTSD is another diagnosis that has yet to be included in the DSM, but has been added to the
ICD-11, the main diagnostic tool utilized outside of North America, developed by the World
Health Organization.  

Treatment of children
traumatized by being
bullied should focus
on building safety and
developing emotion
regulation skills. 
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This paper presents the findings of a longitudinal study of
Canadian adolescents that examined the bidirectional
associations between experiences of bullying victimization and
the development of post-traumatic stress symptoms.  

OVERVIEW 

DÉCEMBRE 2021

THE DEVELOPMENT OF POST-TRAUMATIC STRESS SYMPTOMS AMONG ADOLESCENTS
WHO EXPERIENCE CYBER AND TRADITIONAL VICTIMIZATION OVER TIME

Holfeld, B., & Mishna, F. (2021). The development of post-traumatic stress symptoms among adolescents who experience cyber and traditional
victimization over time.  Journal of youth and adolescence, 1-12. 
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METHODOLOGY 

Adolescents’ experiences of cyber and traditional bullying victimization were associated with post-traumatic stress
symptoms at each assessment but not over time. In other words, the impacts of interpersonal violence from their
peers seems to cause severe distress in the short-term but may wear off in the long-term.  
Both cyber and traditional bullying victimization were independently associated with post-traumatic stress
symptoms which suggests that the consequences of these types of interpersonal violence may differ from one
another.  
The bidirectional hypothesis was not supported, meaning that post-traumatic stress symptoms were NOT both a
risk factor for and a consequence of bullying victimization.  
Girls reported more post-traumatic stress symptoms than boys at T1 and T2.  

RESULTS  
The hypothesized cross-lagged model fit the data well. The most noteworthy findings include:

IMPLICATIONS     

Researchers used a random sampling design to identify the
schools in a large Canadian urban center that were invited to
participate in the study. They also used a stratification approach to
ensure the sample represented the diversity of the region. Grade 7
and grade 10 students from the 19 schools that agreed to
participate were surveyed annually for 3 years. The student’s self-
reported experiences of cyber and traditional bullying were
examined using a questionnaire developed by the researchers
while their post-traumatic stress symptoms were assessed using a
subset of the previously validated Youth Self-Report measure.
Participants were also asked to complete a demographic
questionnaire. The data was analyzed using a hypothesized cross-
lagged path model in order to study the within-time and
longitudinal associations between cyber victimization, traditional
victimization, and post-traumatic stress symptoms. 

It is important for a student’s support network to be
aware of the distinction between the impacts of cyber
versus traditional bullying victimization and the ways
each type of interpersonal violence may prevent a young
person from feeling safe at school, at home, on the
internet and in their own bodies.  

This study adds to the mounting evidence that bullying
victimization is associated with the development of post-
traumatic stress symptoms.  

How can adults contribute to making in-person and
online relationships safer for young people? 

In what ways are individual experiences of bullying
linked to systems of structural violence such as racism,
heteronormativity/cissexism, fatphobia and ableism?  

CRITICAL REFLECTION QUESTIONS  
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Building on their previous literature review which found that C-PTSD should
not be understood as a sub-type of either PTSD or borderline personality
disorder (BPD), Ford & Courtois review the nascent research on the
relationship between BPD and C-PTSD.

While certain patterns are beginning to emerge, many questions still remain
about the ways in which these symptomatologies are related.   

OVERVIEW 

COMPLEX PTSD AND BORDERLINE PERSONALITY DISORDER

Ford, J. D., & Courtois, C. A. (2021). Complex PTSD and borderline personality disorder. Borderline personality disorder and emotion dysregulation, 8(1), 1-21. 
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NEUROPSYCHOLOGY      The emergent research on the neurobiological distinctions between C-PTSD and BPD seems to
support the findings of the clinical phenomenology.  

PTSD and BPD often co-occur; 25-30% of adults meet the criteria for
both PTSD and BPD. 
PTSD and C-PTSD often occur without BPD symptoms while BPD
seems to occur more frequently with comorbid PTSD and C-PTSD
symptoms than alone.   

COMORBIDITY   

Despite frequent comorbidity and overlapping symptom criteria,
people with PTSD, C-PTSD and BPD seem to present with
clinically distinct profiles.  

Hyperarousal and avoidance in reaction to intrusive re-
experiencing are central to PTSD. 

C-PTSD is characterized by intense diffuse emotional distress
and a strong sense of worthlessness and shame as well as a fear
of closeness that tends to lead to emotional detachment in
relationships.   

BPD presents with more impulsivity, with alternating
enmeshment in and rejection of relationships stemming from a
fear of abandonment and unstable sense of self.  

CLINICAL PHENOMENOLOGY  

Individuals diagnosed with BPD are also highly likely
to have a history of child maltreatment, but a small
subset of individuals diagnosed with BPD report no
trauma history.  

THE ROLE OF
TRAUMA AND
VICTIMISATION

The research has yet to clearly
establish the ways different
forms of victimization may lead
to different symptomatologies.

C-PTSD results from prolonged exposure to multiple
types of interpersonal victimization in childhood, but
also in adulthood.  

BPD generally involves under-regulation of distress related to
perceived abandonment or rejection. 

PTSD is usually characterized by attempts to over-regulate distress
through numbing, avoidance, and dissociation. 

Emotion dysregulation in C-PTSD seems to take either form
depending on the mental schemas developed under traumatic
circumstances related to the self and relationships. 

The research is still largely inconclusive on how attachment
disorganization is associated with BPD and C-PTSD.  

DISORGANIZED ATTACHMENT AND EMOTION
DYSREGULATION   

 

While dissociation seems to occur
in individuals with all three
diagnoses, it may play a different
role in the varying
symptomatologies. More research
is needed to better understand
how dissociation presents itself in
each of the clinical profiles.   

DISSOCIATION  

The relatively distinct phenomenological and neurobiological
presentations of BPD and C-PTSD suggest that different patterns
of emotion dysregulation may develop in the aftermath of
childhood maltreatment.  

There still remains a long road ahead to better understand the
relationship between PTSD, C-PTSD and BPD.  

The findings of this review “raise the possibility of the existence of a
continuum of post-traumatic syndromes that begins with
childhood maltreatment or other traumatic victimization and
then progresses with increasing morbidity from PTSD to C-PTSD
and ultimately to comorbid BPD/C-PTSD” (p.14).  

This continuum of symptomatologies may be related to the
hierarchical stress reactions known as freeze, flight, fight and faint. 

Longitudinal research is needed to confirm this hypothesis and to
better understand the development and progression of these
symptomatologies across critical developmental periods.  

IMPLICATIONS  

 

In what ways might the biases of the clinicians
and researchers who are diagnosing patients
contribute to certain patterns in the data?   

CRITICAL REFLECTION QUESTIONS 
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