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BACKGROUND: Because most physical abuse goes unreported and researchers largely rely on
retrospective reports of childhood abuse or prospective samples with substantiated
maltreatment, long-term outcomes of physical abuse in US community samples are unknown.
We hypothesized that early childhood physical abuse would prospectively predict adult
outcomes in education and economic stability, physical health, mental health, substance use,
and criminal behavior.

METHODS: Researchers in two multisite studies recruited children at kindergarten entry and
followed them into adulthood. Parents completed interviews about responses to the child’s
problem behaviors during the kindergarten interview. Interviewers rated the probability that
the child was physically abused in the first 5 years of life. Adult outcomes were measured by
using 23 indicators of education and economic stability, physical health, mental health,
substance use, and criminal convictions reported by participants and their peers and in school
and court records.

resuLts: Controlling for potential confounds, relative to participants who were not physically
abused, adults who had been abused were more likely to have received special education
services, repeated a grade, be receiving government assistance, score in the clinical range on
externalizing or internalizing disorders, and have been convicted of a crime in the past year
(3.20, 2.14, 2.00, 2.42, 2.10, and 2.61 times more likely, respectively) and reported levels of
physical health that were 0.10 SDs lower. No differences were found in substance use.

concLusions: Unreported physical abuse in community samples has long-term detrimental
effects into adulthood. Pediatricians should talk with parents about using only nonviolent
discipline and support early interventions to prevent child abuse.
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Approximately 1 in 4 children have
a lifetime history of maltreatment,
and 1 in 7 children have been
maltreated in the last year.! About
18% of maltreated children have
been physically abused.” However,
physical abuse is often undetected,
particularly if it does not result in
injuries severe enough to require
medical attention. In high-income
countries, prevalence estimates
obtained through self- or parent
reports are >10 times higher than
official rates of substantiated
maltreatment.®

Children who have been abused and
identified by Child Protective Services
(CPS) are at heightened risk for
physical and mental health problems
during childhood and later in life, as
well as being at risk for dropping out
of school, becoming teenage parents,
and perpetuating cycles of abuse by
victimizing intimate partners and
their own offspring.*™® The
converging evidence on a range of
detrimental outcomes associated with
abuse is impressive, yet most findings
have been based on studies with
children who are in the CPS system,
cross-sectional designs, adults’
retrospective reports of childhood
experiences, or short-term
prospective designs. With few notable
exceptions,10 long-term prospective
studies following community samples
from early childhood into adulthood
are lacking. Risk levels for children
who have been abused but not
detected might be higher than for
children in the CPS system because
the system intervenes to lower risk,
or risk levels for community samples
might be lower because children in
the CPS system represent a more
severely abused group or
involvement in the CPS system
actually increases risk. This study is
the longest known investigation of

a community sample of abused and
nonabused children followed into
adulthood.

Adults who retrospectively report
physical abuse during childhood

experience more health problems and
behavioral maladaptation during
adulthood than adults who do not
report having been abused during
childhood.**™** Adults’ retrospective
reports of adverse childhood
experiences (including abuse) are
poorly to moderately correlated with
those experiences assessed
prospectively.“'15 Retrospective
reports also are subject to factors that
bias individuals toward over- and
underreporting adverse childhood
experiences.14 In addition,
participants in retrospective studies
often are recruited through treatment
programs, which may bias samples by
including individuals who are
experiencing negative outcomes
severe enough to warrant treatment.

Prospective longitudinal studies of
children from the child welfare
system who were identified through
substantiated reports of
maltreatment also have shown that
children who were maltreated are at
greater risk for negative outcomes
during adulthood.'®™*® One drawback
of relying on substantiated cases of
abuse is that these may represent
only cases severe enough to be
brought to the attention of CPS, when
most cases of abuse go unreported.’
In substantiated cases, experience of
abuse may be confounded with
experiences deriving from contact
with the child welfare system, such as
placement in foster care.

To avoid possible biases in
retrospective reports of abuse or
from samples drawn from the child
welfare system, in the current study,
we use data from two prospectively
followed community samples. The
main research question is whether
early childhood physical abuse
prospectively predicts adult
outcomes in education and economic
stability, physical health, mental
health, substance use, and criminal
behavior. Associations between
childhood abuse and adult outcomes
may be confounded by other risk
factors, such as poverty and family

stress, which predict both the
experience of abuse and later
negative outcomes. Therefore, we
controlled for a range of potential
confounds.

METHODS

Participants

All procedures and measures were
approved by the Institutional Review
Boards at the universities involved in
the study. Participants were drawn
from two multisite longitudinal
studies: Child Development Project
(CDP)*® and Fast Track (FT)?° (see
Fig 1, Supplemental Information).

These two studies include many of
the same measures and began at
similar periods in the children’s lives.
CDP includes two cohorts that
entered kindergarten in 1987 and
1988; the FT subsample entered
kindergarten in 1990. CDP began
interviewing parents and children
annually in the summer before
kindergarten; FT began interviewing
in the summer after kindergarten.
Researchers in both studies gathered
information about the children’s
experiences from birth through age 5,
annually until age 20, and
periodically thereafter. The combined
sample was 50% male; 30% were
Black (66% white and 4% other race
and ethnicity). On the basis of data
collected in the first year of each
study (CDP: mean age = 5.32, SE =
0.01; FT: mean age = 6.42, SE = 0.02),
32% of children lived in single-parent
homes, and 18% of mothers had not
completed high school (typically
accomplished at age 18).

Young adult data were collected
between 2009 and 2011 for both
studies (80% of the original living
participants for CDP and 86% for FT).
The weighted average age at
interview was 25.09 years (SE = 0.09)
among CDP participants and 24.52
(SE = 0.03) among FT participants. In
addition to collecting self-report data,
participants nominated a peer for an
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Child Development Project (CDP)

Overall childhood n = 585
White |81 %
Black (17 %
Other race/ethnicity |2 %
Boys (52 %
Abused n = 69
White |74 %
Black 26 %
Other race/ethnicity |0 %
Boys |55 %
Not abused n =516
White |83 %
Black |15 %
Other race/ethnicity |2 %

Boys |52 %

FIGURE 1

Fast Track (FT)
Overall childhood n = 463
52 %

43 %

5%

55 %

Abused n = 59

61 %

37 %

2 9 0

64 %

Not abused n =401
50 %

45 %

5%

47 %

Demographic characteristics of participants. Three FT participants are missing data on the abuse

variable.

independent interview by providing
the name and contact information for
someone who knows them well (eg,
spouse, friend), who was
subsequently contacted by the
research team until the peer provided
an interview or declined to
participate. If we could not reach the
peer after repeated attempts or if the
peer declined to participate, we
reached out to a second peer
nominated by the participant. Modest
financial compensation was provided
to parents, and small age-appropriate
gifts were provided to children for
their initial participation. Modest
financial compensation also was
provided to participants and their
peers for the adult follow-ups.
Parents provided informed consent
until the participants turned 18,
when they began providing their own
informed consent.

Measures of Early Life
CGircumstances

By using data from the first year of
each study, several variables were
constructed to capture early life
circumstances. After collecting

information from parents in face-to-
face interviews about children’s
problem behaviors, techniques
parents used to address these
behaviors, and details about physical
punishment used by parents,
interviewers rated the probability
that the child suffered physical abuse
between the ages of 1 and 5 on a 5-
point scale (extremely unlikely,
probably not, suspected or possible,
probably occurred, and authorities
involved, on the basis of the criterion
of having bruises or marks that lasted
>24 hours). Physical abuse was
coded 1 if, on the basis of the parent’s
report, the interviewer rated the
likelihood of physical abuse as
suspected or possible, probably
occurred, or authorities were
involved.”! For ethical reasons
(because this was a community
sample, not a sample that had been
identified as having been maltreated)
and reasons related to concerns
about young children’s suggestibility
and the reliability of young children’s
reports,?*%* we relied on caregivers’
rather than children’s reports of
potential physical abuse. Early family

stress is a sum score across parent
reports of major (2), minor (1), or
nonexistent (0) problems in the
child’s first 5 years of life in 6 areas:
financial issues, legal issues, conflict
within the family, a move or major
home remodeling, separation or
divorce, and parent-child separation.
Early child health problems are an
average across 2 parent-reported
items describing major (2), minor (1),
or nonexistent (0) child health
problems during infancy and between
ages 1 and 5. Family socioeconomic
status (SES) in the first year of the
study is a continuous scale derived by
Hollingshead?* by using parents’
occupation classification and years of
education.?® Child’s sex and race and
ethnicity were reported by parents.

Measures of Young Adult Outcomes

In this study, we address well-being
in young adulthood across 5 domains:
education and economic stability,
physical health, mental health,
substance use, and criminal behavior.
Whenever possible, scales include
both self- and peer-reported data. For
continuous scales, self- and peer-
reported scores are averaged.
Dichotomous scales are coded 1 if
either reporter scale is coded 1 and
0 otherwise. If a scale is missing for
one reporter, the nonmissing value is
used. Outcomes capturing college
completion, employment, government
assistance, and risky sexual behavior
are based solely on self-reports.
Young adulthood measures were
administered primarily in online
interviews but also through
telephone, mail, or in-person
interviews if the participant was not
able to complete an online interview.

Education and Economic Stability

On the basis of administrative school
records, indicators were created for 2
cumulative educational experiences:
ever repeating a grade and ever
receiving special education services
during primary or secondary school.
An indicator for completing a 4-year
college degree was created on the
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basis of self-reported educational
attainment in young adulthood. By
using items from the National
Longitudinal Survey of Youth,?® two
additional self-reported indicators
were constructed: current full-time
employment or enrollment in higher
education and receipt of public
assistance in the past 12 months (eg,
welfare; Supplemental Nutrition
Program for Women, Infants, and
Children).

Physical Health

Participants and peers reported on
participants’ health using 4 items
from the Short-Form Health Survey.?”
Items were averaged to create

a general health index (including
overall health status, presence of
chronic conditions, magnitude of
bodily pain, and presence of physical
health issues that infringed on work;
a =.72). By using self-reported items
from the Overview of Sexual
Experiences,® risky sexual behavior
in the past year was constructed by
multiplying the number of sexual
partners in the last year by the sum of
two scales: new-partner condom
nonuse (0 = no new partner, 1 =
always use condom, 2 = most times
use condom, 3 = about half the time,
4 = sometimes nonuse, 5 = never use)
and regular-partner condom nonuse
(1 = always use condom to 5 =
never use).

Mental Health

Using the Adult Self Report and the
Adult Behavior Checklist,?°
participants and peers, respectively,
reported whether statements about
participants’ emotions and behaviors
were “not true” (0), “somewhat or
sometimes true” (1), or “often true”
(2). Recommended indicators for
meeting the clinical range for the
following Diagnostic and Statistical
Manual of Mental Disorders (DSM),
Fourth edition diagnoses were then
calculated: antisocial personality (« =
.88), attention deficit/hyperactivity
disorder (o = .89), avoidant
personality (o =.75), somatic (o =

.81), anxiety (a = .81), and depression
(o = .88) disorders.?’ In addition, two
summary scales capture whether the
clinical range was met for any
externalizing disorder and any
internalizing disorder. Finally,

a continuous scale capturing
happiness was created by summing
across 16 Adult Self Report items,
such as “I feel happy” and “I enjoy
being with people” (« = .89).%°

Substance Use

By using items from Tobacco, Alcohol
and Drugs, Version 111,3* self- and
peer-reported indicators of
participants’ weekly use of marijuana,
opioids, and other illicit drugs as well
as hazardous drinking were created.
A single item captured marijuana use
frequency (never, less than once per
month, 1-4 times per month,

1-3 times per week, 4-6 times per
week, and almost every day) in the
past 12 months. If a respondent
reported weekly use of any of the
following drugs, then the indicator for
other illicit drugs was coded 1: amyl
nitrate or poppers, cocaine or crack,
ecstasy, hallucinogens, heroin,
inhalants, opiates, Oxycontin, angel
dust, rohypnol, steroids, sedative or
tranquilizers, or stimulants or
amphetamines. For men, hazardous
drinking was defined as 21 or more
drinks per week or having four or
more binge drinking sessions per
week. For women, the definition was
having 14 or more drinks per week or
having four or more binge drinking
sessions per week. For both men and
women, binge drinking was defined
as five or more drinks on one
occasion, consistent with guidelines
from the Centers for Disease Control
and Prevention.*?

Criminal Behavior

Juvenile and adult court records were
collected from county offices as well
as through national database searches
based on full name, birthdate, and
social security number (n = 968;
92%). By using these data, indicators
for whether the participant was ever

convicted of 3 types of crime were
created: violent crimes (eg,
aggravated or armed robbery, murder,
rape, kidnapping); substance crimes
(eg, manufacturing and possession
with intent to sell); and property or
public order crimes (eg, trespassing,
theft, vandalism). Finally, by using
self- and peer-reported data, an
indicator for being convicted of

a crime in the past 12 months was
created.

Analysis Plan

A full information maximum
likelihood model to account for
missing data was estimated for each
of the adult outcomes. Probability
weights were used to account for
sampling. In addition to the indicator
for experiencing early physical abuse,
each model controlled for sex, race
and ethnicity, age at interview, and
several variables capturing other
early life circumstances, including
living in a single parent household,
family SES, and child health problems
and family stress experienced during
the child’s first 5 years of life. Initial
models included site by cohort
indicators for CDP and site only
indicators for FT (because this FT
sample only includes one cohort);
substantive findings were not
affected by site or cohort.

RESULTS

0dds ratios and standardized
coefficients and significance tests are
reported in Table 1 for all analyses.

Education and Economic Stability

The odds of ever receiving special
education services are 3.20 times
higher for those who experienced
early abuse (46.90%) relative to
those who did not (20.76%).
Similarly, the odds of repeating

a grade are 2.14 times higher for
those who experienced early abuse
(54.06%) relative to those who did
not (28.49%). Only 13.65% of those
who experienced abuse completed
a 4-year college degree compared
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TABLE 1 Model Results Testing Differences on Adult Outcomes as a Function of Having Been
Physically Abused or Not in Early Childhood

Adult Outcome

Weighted Proportion or Mean

Impact of Early

(SE) Abuse
Early Abuse No Early 0dds Ratio P
(n = 93) Abuse or SE
(n = 753)
Education or economic stability
Ever received special education services 46.90 20.76 3.20 .001
Ever repeated a grade 54.06 28.49 214 01
Completed college or more 13.65 30.13 0.72 A1
Currently full-time employed or enrolled in 53.23 68.74 0.66 13
higher education in last year
Received government assistance in past 12 mo, 19.52 9.88 2.00 .05
self report
Physical health
General health index, average self and peer 0.74 (0.02) 0.81 (0.01) —0.10 03
report
Risky sexual behavior scale, self report 9.31 (1.48) 7.60 (0.45) 0.04 35
Mental health, self or peer report
Any DSM externalizing clinical range 24.28 11.25 242 .01
DSM clinical range, antisocial personality 19.87 7.71 2.80 01
DSM clinical range, ADHD problems 16.12 5.79 3.15 .001
Any DSM internalizing clinical range 40.35 2293 2.10 01
DSM clinical range, anxiety 13.01 6.25 1.99 .08
DSM clinical range, avoidant personality 12.50 7.76 1.60 21
DSM clinical range, depression 16.15 9.73 1.14 69
DSM clinical range, somatic 22.37 12.99 1.68 12
Happiness 22.65 (0.52) 23.89 (0.17) —0.05 23
Substance use, self or peer report
Weekly hazardous drinking past year 9.12 8.84 0.93 89
Used marijuana weekly past year 16.28 14.77 0.79 .92
Used other drugs weekly past year, excluding 11.43 7.75 1.06 89
marijuana
Criminal behavior
Lifetime any drug conviction, court record data 19.66 10.34 1.62 .16
Lifetime any property or public order 33.37 23.10 1.32 28
conviction, court record data
Lifetime any violent crime convictions, court 26.69 15.95 1.37 26
record data
Convicted in past 12 mo, self or peer report 17.96 7.15 2.61 01

Analyses controlled for sex, race and ethnicity, age at interview, and several variables capturing other early life cir-
cumstances, including living in a single parent household, family SES, and child health problems and family stress
experienced during the child’s first 5 years of life. ADHD, attention-deficit/hyperactivity disorder.

with 30.13% of those who did not
experience abuse, but this difference
is not statistically significant.

Experiencing early abuse is related to
later economic stability. The odds of
receiving government assistance in
young adulthood are 2.00 times
greater for those who experienced
early abuse (19.52%) compared with
those who did not (9.88%). Only
53.23% of those who experienced
early abuse were full-time employed
or enrolled in higher education
compared with 68.74% of those who

did not, but this effect was not
statistically significant.

Physical Health

Among those who experienced early
abuse, the average health index is
0.74 (SE = 0.02) compared with 0.81
(SE = 0.01) among those who did not
experience early abuse. Experiencing
early abuse is associated with

a statistically significant 0.10 SD
decrease in health scores. Among
those who experienced early abuse,
the average risky sexual behavior
score is 9.31 (SE = 1.48) compared

with 7.60 (SE = 0.45) among those
who did not. Early abuse is not
significantly related to risky sexual
behavior in young adulthood.

Mental Health

The odds of meeting the clinical range
for any externalizing disorder are
2.42 times higher for those who
experienced early abuse (24.28%)
relative to those who did not
(11.25%). The odds of meeting the
clinical range for any internalizing
disorder are 2.10 times higher for
those who experienced early abuse
(40.35%) relative to those who did
not (22.93%). Odds for specific
externalizing and internalizing
disorders are reported in Table 1. No
statistically significant difference in
happiness was found between those
who did and did not experience
early abuse.

Substance Use

Comparing those who did and did not
experience early abuse, 9.12% vs
8.84% reported weekly hazardous
drinking, 16.28% vs 14.77% reported
weekly marijuana use, and 11.43% vs
7.75% reported weekly use of other
illicit drugs. The logistic regression
models revealed no statistically
significant relation between early
abuse and weekly substance use.

Criminal Behavior

On the basis of administrative court
records, the prevalence of any
conviction is higher among those who
experienced early abuse compared
with those who did not (drug
conviction: 19.66% vs 10.34%,
property or public order conviction:
33.37% vs 23.10%, violent crime
conviction: 26.69% vs 15.95%).
However, the odds of lifetime
convictions are not significantly
different for those who experienced
abuse and those who did not. On the
basis of self- and peer-reported data
in young adulthood, the odds of being
convicted in the last 12 months are
2.61 times higher for those who
experienced early abuse (17.96%)
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relative to those who did not (7.15%),
a statistically significant difference.

DISCUSSION

After controlling for many preexisting
conditions and common causes of
stressors related to maltreatment,
including living in a single parent
household, family SES, and child
health problems and family stress
experienced during the child’s first
5 years of life, experiencing physical
abuse in the first 5 years of life
predicted worse outcomes in four of
five domains of adult functioning
investigated. Namely, early physical
abuse predicted three of five
educational and economic stability
outcomes (increasing the likelihood
of having received special education
services, having repeated a grade in
school, and being on government
assistance in early adulthood), one of
the two physical health outcomes
(lower physical health index), four of
eight mental health outcomes
(meeting diagnostic criteria for any
externalizing disorder, any
internalizing disorder, or the specific
disorders of antisocial personality
and attention-deficit/hyperactivity
disorder), and one of four criminal
behavior outcomes (self- or peer-
reported criminal conviction). Early
physical abuse did not predict
substance use after accounting for
potential confounds.

The findings have several
implications for pediatric practice.
The majority of child abuse goes
unreported to authorities,® yet these
findings suggest that even unreported
physical abuse in community samples
can have long-term, high-impact
detrimental effects into adulthood.
Pediatricians are well positioned to
talk with parents about the
importance of using only nonviolent
forms of discipline, such as time outs
and reasoning, and have been
encouraged to do so by the American

Academy of Pediatrics.®® Parents
consider pediatricians to be a reliable
source of information about
discipline.34 However, conversations
about discipline should be conducted
in a way that is supportive rather
than denigrating to parents so as not
to jeopardize future health care.
Pediatricians also can support early
interventions that have been found to
be effective in preventing child abuse,
such as nurse home visiting

programs.35

The study has several strengths,
including the long-term, multisite
prospective design following

a community sample from childhood
to adulthood, availability of data from
self- and peer reports as well as
school and court records, and
analyses controlling for potential
confounds that could attenuate
relations between early abuse and
adult outcomes. The study’s key
limitation is one that cannot ethically
be overcome: reliance on
correlational rather than
experimental data because of the
impossibility of random assignment
to abused and nonabused groups. In
addition, we were not able to control
for genetic factors, and although
other forms of child maltreatment are
correlated with physical abuse, only
physical abuse was assessed in the
current study, warranting future
research to control for genetic factors
and examine adult outcomes
associated with other forms of
maltreatment. Nevertheless, the study
provides strong evidence that the risk
of negative outcomes in adulthood is
more than twice as likely for adults
who were physically abused early in
childhood compared with those who
were not with respect to education
and economic stability, physical and
mental health problems, and self- and
peer-reported criminal behavior,
making prevention of abuse and
intervention for children who have

been abused a pressing public health
priority.

ACKNOWLEDGMENTS

This work used data from the Fast
Track project (for additional
information concerning Fast Track,
see http://www.fasttrackproject.org).
We are grateful to the members of the
Conduct Problems Prevention
Research Group (in alphabetical
order, Karen L. Bierman, Pennsylvania
State University; John D. Coie, Duke
University; D. Max Crowley,
Pennsylvania State University;
Kenneth A. Dodge, Duke University;
Mark T. Greenberg, Pennsylvania
State University; John E. Lochman,
University of Alabama; Robert

J. McMahon, Simon Fraser University
and B.C. Children’s Hospital Research
Institute, and Ellen E. Pinderhughes,
Tufts University) for providing the
data and for additional involvement.
We are grateful for the collaboration
of the Durham Public Schools, the
Metropolitan Nashville Public
Schools, the Knox County Schools, the
Monroe County Community School
Corporation, the Bellefonte Area
Schools, the Tyrone Area Schools, the
Mifflin County Schools, the Highline
Public Schools, and the Seattle Public
Schools. We appreciate the hard work
and dedication of the many staff
members who implemented the
project, collected the evaluation data,
and assisted with data management
and analyses. We are grateful to the
individuals who have participated in
this research.

ABBREVIATIONS

CDP: Child Development Project

CPS: Child Protective Services

DSM: Diagnostic and Statistical
Manual of Mental Disorders

FT: Fast Track

SES: socioeconomic status

Downloaded from www.aappublications.org/news at The University of Texas Rio Grande Valley on January 21, 2021

LANSFORD et al


http://www.fasttrackproject.org

PEDIATRICS (ISSN Numbers: Print, 0031-4005; Online, 1098-4275).

Copyright © 2021 by the American Academy of Pediatrics

FINANCIAL DISCLOSURE: The authors have indicated they have no financial relationships relevant to this article to disclose.

FUNDING: The Fast Track project has been supported by National Institute of Mental Health grants R18 MH48043, R18 MH50951, R18 MH50952, R18 MH50953,
KOSMHO00797, and KO5SMHO01027; National Institute on Drug Abuse grants DA016903, KO5DA15226, RC1DA028248, and P30DA023026; National Institute of Child Health
and Human Development grant RO1 HD093651; and Department of Education grant S184U30002. The Center for Substance Abuse Prevention also provided support
through a memorandum of agreement with the National Institute of Mental Health. Additional support for this study was provided by a B.C. Children’s Hospital
Research Institute Investigator Grant Award and a Canada Foundation for Innovation award to Robert J. McMahon. The Child Development Project has been funded
by grants MH56961, MH57024, and MH57095 from the National Institute of Mental Health, HD30572 from the Eunice Kennedy Shriver National Institute of Child Health
and Human Development, and DA016903 from the National Institute on Drug Abuse. Funded by the National Institutes of Health (NIH).

POTENTIAL CONFLICT OF INTEREST: The authors have indicated they have no potential conflicts of interest to disclose.

REFERENCES

1.

Finkelhor D, Turner HA, Shattuck A,
Hamby SL. Prevalence of childhood
exposure to violence, crime, and abuse:
results from the National Survey of
Children’s Exposure to Violence. JAMA
Pediatr. 2015;169(8):746—754

. US Department of Health and Human

Services; Administration on Children,
Youth and Families; Children’s Bureau.
Child maltreatment 2014. 2016.
Available at: www.acfhhs.gov/sites/
default/files/cb/cm2014.pdf. Accessed
November 2, 2020

. Gilbert R, Widom GCS, Browne K,

Fergusson D, Webb E, Janson S. Burden
and consequences of child
maltreatment in high-income countries.
Lancet. 2009;373(9657):68—81

. Arias |. The legacy of child

maltreatment: long-term health
consequences for women. J Womens
Health (Larchmt). 2004;13(5):468—473

. Cicchetti D. An odyssey of discovery:

lessons learned through three decades
of research on child maltreatment. Am
Psychol. 2004;59(8):731-741

. Golman RA, Widom CS. Childhood abuse

and neglect and adult intimate
relationships: a prospective study. Child
Abuse Negl. 2004;28(11):1133—1151

. Lansford JE, Miller-dohnson S, Berlin LJ,

Dodge KA, Bates JE, Pettit GS. Early
physical abuse and later violent
delinquency: a prospective longitudinal
study. Child Maltreat. 2007;12(3):
233-245

. Riggs DS, 0’Leary KD, Breslin FC.

Multiple correlates of physical

aggression in dating couples.
J Interpers Violence. 1990;5(1):61-73

. Widom GS, Czaja SJ, Bentley T, Johnson

MS. A prospective investigation of
physical health outcomes in abused
and neglected children: new findings
from a 30-year follow-up. Am J Public
Health. 2012;102(6):1135—-1144

. Danese A, Moffitt TE, Harrington H, et al.

Adverse childhood experiences and
adult risk factors for age-related
disease: depression, inflammation, and
clustering of metabolic risk markers.
Arch Pediatr Adolesc Med. 2009;163(12):
11351143

. Chen E, Turiano NA, Mroczek DK, Miller

GE. Association of reports of childhood
abuse and all-cause mortality rates in
women. JAMA Psychiatry. 2016;73(9):
920-927

. Felitti VJ, Anda RF, Nordenberg D, et al.

Relationship of childhood abuse and
household dysfunction to many of the
leading causes of death in adults. The
Adverse Childhood Experiences (AGE)
Study. Am J Prev Med. 1998;14(4):
245-258

. Pinto Pereira SM, Stein Merkin S,

Seeman T, Power C. Understanding
associations of early-life adversities
with mid-life inflammatory profiles:
evidence from the UK and USA. Brain
Behav Immun. 2019;78:143—152

. Reuben A, Moffitt TE, Caspi A, et al. Lest

we forget: comparing retrospective and
prospective assessments of adverse
childhood experiences in the prediction
of adult health. J Child Psychol
Psychiatry. 2016;57(10):1103—1112

15.

16.

17.

18.

19.

20.

21.

22.

Reiss D, Nielsen L, Godfrey K, et al.
Midlife reversibility of early-established
biobehavioral risk factors: a research
agenda. Dev Psychol. 2019;55(10):
2203-2218

Ireland TO, Smith CA, Thornberry TP.
Developmental issues in the impact of
child maltreatment on later
delinquency and drug use. Criminology.
2002;40(2):359—-400

Stouthamer-Loeber M, Loeber R,
Homish DL, Wei E. Maltreatment of boys
and the development of disruptive and
delinquent behavior. Dev Psychopathol.
2001;13(4):941-955

Widom CS. Childhood Victimization:
Early Adversity and Subsequent
Psychopathology. In: Dohrenwend BP,
ed. Adversity, Stress, and
Psychopathology. New York: Oxford
University Press; 1998:81-95

Dodge KA, Bates JE, Pettit GS.
Mechanisms in the cycle of violence.
Science. 1990;250(4988):1678—1683

Conduct Problems Prevention Research
Group. The Fast Track Program for
Children at Risk: Preventing Antisocial
Behavior. New York: Guilford; 2019

Dodge KA, Pettit GS, Bates JE, Valente E.
Social information-processing patterns
partially mediate the effect of early
physical abuse on later conduct
problems. J Abnorm Psychol. 1995;
104(4):632—643

Bruck M, Geci SJ, Hembrooke H.
Reliability and credibility of young
children’s reports. From research to
policy and practice. Am Psychol. 1998;
53(2):136-151

Downloaded from www.aappublications.org/news at The University of Texas Rio Grande Valley on January 21, 2021
PEDIATRICS Volume 147, number 1, January 2021


www.acf.hhs.gov/sites/default/files/cb/cm2014.pdf
www.acf.hhs.gov/sites/default/files/cb/cm2014.pdf

23.

24.

25.

26.

27.

28.

Pipe M-E, Wilson JC. Cues and secrets:
influences on children’s event reports.
Dev Psychol. 1994;30(4):515-525

Hollingshead AB. Four-Factor Index of
Social Status. New Haven, CT. Yale
University; 1975

Rains C; Fast Track Project. Family
information form. 2003. Available at:
https://fasttrackproject.org/techrept/f/
fif/. Accessed November 2, 2020

Howe D, Frazis D. What Researchers
Have Learned From the National
Longitudinal Surveys about Youth
Unemployment (Report No. 828). US
Department of Labor, Bureau of Labor
Statistics; 1992

Ware JE Jr, Sherbourne GD. The M0OS
36-item short-form health survey (SF-
36). |. Conceptual framework and item
selection. Med Care. 1992;30(6):473—483

Capaldi DM, Stoolmiller M, Clark S,
Owen LD. Heterosexual risk behaviors
in at-risk young men from early
adolescence to young adulthood:

29.

30.

31.

32.

prevalence, prediction, and association
with STD contraction. Dev Psychol. 2002,
38(3):394—-406

Achenbach TM, Rescorla LA. Manual for
ASEBA Adult Forms & Profiles.
Burlington: University of Vermont,
Research Center for Children, Youth, &
Families; 2003

Dodge KA, Bierman KL, Coie JD, et al;

Conduct Problems Prevention Research
Group. Impact of early intervention on
psychopathology, crime, and well-being
at age 25. Am J Psychiatry. 2015;172(1):
59-70

Bureau of Labor Statistics, U.S.
Department of Labor. National
Longitudinal Survey of Youth 1997
Cohort, 1997-2001. Washington, DC;
2002

Centers for Disease Gontrol and
Prevention. Binge drinking. 2018.
Available at: https://www.cdc.gov/
alcohol/fact-sheets/binge-drinking.htm.
Accessed November 2, 2020

33.

34.

35.

36.

Sege RD, Siegel BS; Gouncil on Child
Abuse and Neglect; Committee on
Psychosocial Aspects of Child and
Family Health. Effective discipline

to raise healthy children.

Pediatrics. 2018;142(6):

€20183112

Taylor CA, Moeller W, Hamvas L, Rice
JC. Parents’ professional sources of
advice regarding child discipline and
their use of corporal punishment.
Glin Pediatr (Phila). 2013;52(2):
147-155

Dodge KA. Redefining the science and
policy of early childhood intervention
programs. Pediatrics. 2019;144(6):
€20192606

Werthamer-Larsson L, Kellam S,
Wheeler L. Effect of first-grade
classroom environment on shy
behavior, aggressive behavior, and
concentration problems. Am

J Community Psychol. 1991;19(4):
585—-602

Downloaded from www.aappublications.org/news at The University of Texas Rio Grande Valley on January 21, 2021

LANSFORD et al


https://fasttrackproject.org/techrept/f/fif/
https://fasttrackproject.org/techrept/f/fif/
https://www.cdc.gov/alcohol/fact-sheets/binge-drinking.htm
https://www.cdc.gov/alcohol/fact-sheets/binge-drinking.htm

Early Physical Abuse and Adult Outcomes
Jennifer E. Lansford, Jennifer Godwin, Robert J. McMahon, Max Crowley, Gregory
S. Pettit, John E. Bates, John D. Coie and Kenneth A. Dodge

Pediatrics 2021;147;

DOI: 10.1542/peds.2020-0873 originally published online December 14, 2020;

Updated Information &
Services

References

Subspecialty Collections

Permissions & Licensing

Reprints

including high resolution figures, can be found at:
http://pediatrics.aappublications.org/content/147/1/e20200873

This article cites 27 articles, 3 of which you can access for free at:
http://pediatrics.aappublications.org/content/147/1/e20200873#B1BL

This article, along with others on similar topics, appearsin the
following collection(s):

Developmental/Behavioral Pediatrics
http://www.aappublications.org/cgi/collection/devel opment:behavior
al_issues sub

Psychosocial 1ssues
http://mww.aappublications.org/cgi/collection/psychosocial_issues s
ub

Child Abuse and Neglect
http://www.aappublications.org/cgi/collection/child_abuse neglect s
ub

Information about reproducing this article in parts (figures, tables) or
initsentirety can be found online at:
http://ww.aappublications.org/site/misc/Permissions.xhtml

Information about ordering reprints can be found online:
http://www.aappublications.org/site/misc/reprints.xhtml

American Academy of Pediatrics

DEDICATED TO THE HEALTH OF ALL CHILDREN®

Downloaded from www.aappublications.org/news at The University of Texas Rio Grande Valley on January 21, 2021



http://http://pediatrics.aappublications.org/content/147/1/e20200873
http://pediatrics.aappublications.org/content/147/1/e20200873#BIBL
http://www.aappublications.org/cgi/collection/development:behavioral_issues_sub
http://www.aappublications.org/cgi/collection/development:behavioral_issues_sub
http://www.aappublications.org/cgi/collection/psychosocial_issues_sub
http://www.aappublications.org/cgi/collection/psychosocial_issues_sub
http://www.aappublications.org/cgi/collection/child_abuse_neglect_sub
http://www.aappublications.org/cgi/collection/child_abuse_neglect_sub
http://www.aappublications.org/site/misc/Permissions.xhtml
http://www.aappublications.org/site/misc/reprints.xhtml

PEDIATRICS

OFFICIAL JOURNAL OF THE AMERICAN ACADEMY OF PEDIATRICS

Early Physical Abuse and Adult Outcomes
Jennifer E. Lansford, Jennifer Godwin, Robert J. McMahon, Max Crowley, Gregory
S. Pettit, John E. Bates, John D. Coie and Kenneth A. Dodge
Pediatrics 2021;147,
DOI: 10.1542/peds.2020-0873 originally published online December 14, 2020;

The online version of this article, along with updated information and services, is
located on the World Wide Web at:
http://pediatrics.aappublications.org/content/147/1/e20200873

Data Supplement at:
http://pediatrics.aappublications.org/content/suppl/2020/12/10/peds.2020-0873.DCSupplemental

Pediatricsisthe official journal of the American Academy of Pediatrics. A monthly publication, it
has been published continuously since 1948. Pediatrics is owned, published, and trademarked by
the American Academy of Pediatrics, 345 Park Avenue, Itasca, lllinois, 60143. Copyright © 2021
by the American Academy of Pediatrics. All rights reserved. Print ISSN: 1073-0397.

American Academy of Pediatrics

DEDICATED TO THE HEALTH OF ALL CHILDREN®

Downloaded from www.aappublications.org/news at The University of Texas Rio Grande Valley on January 21, 2021


http://pediatrics.aappublications.org/content/147/1/e20200873
http://pediatrics.aappublications.org/content/suppl/2020/12/10/peds.2020-0873.DCSupplemental

