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Abstract. Background and aim: Childhood Maltreatment is a leading cause of psychopathology, yet it is of-
ten neglected in the psychiatric clinical practice. The aim of the present study was to assess the frequency 
of childhood maltreatment in an Italian cohort of teenagers with psychiatric conditions and its impact on 
single disorders. Methods: a retrospective analysis was conducted on the medical records of 172 patients refer-
ring to a child psychiatry unit, identifying childhood maltreatment events through questionnaires, personal 
data, and psychiatric history, and gathering socio-demographic information and mean scores at tests assess-
ing depression, anxiety, emotional dysregulation, and impulsivity. Results: 32% of the sample reported expo-
sure to child maltreatment. Exposed children showed statistically significant higher rates of clinical severity,  
i.e., they were more frequently admitted as inpatients and under pharmacological therapy. Children of fami-
lies under social service protection, with divorced parents, and a history of psychiatric diseases or substance 
abuse, showed significantly increased odds of exposure. Noticeably, socioeconomic status was not a significant 
factor. Conclusions: Childhood maltreatment is common among high-risk teenagers and dramatically impacts 
psychiatric conditions. Therefore, it should be routinely assessed and considered in the psychiatric care plan. 
(www.actabiomedica.it)
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Introduction

Every clinician in the field of mental health knows 
that no child or adolescent can be treated without tak-
ing into account the familiar and social environment 
he or she comes from, which represents the first ally in 
the care plan. When it comes to experiences of mal-
treatment reported by minors, especially if intrafamil-
ial, that alliance is deeply put at risk; for clinicians, the 
challenge of finding adequate contests and actions of 
care begins, and feelings of loss and doubt can arise.

Child maltreatment (CM) is defined as “all forms 
of physical and/or emotional ill-treatment, sexual 
abuse, neglect, negligent treatment, and commercial 
or other exploitations that result in actual or potential 

harm to a child’s health, development or dignity” (1). 
Official reports on child abuse do not cover the vast-
ness of the phenomenon, often referred as “the hidden 
epidemy” (2). CM is supposed to interest 1 out of 3 
children worldwide (3), although only 5% of exposed 
children are under social service protection (4).

Among psychiatric patients, victimization rates 
are higher than in the general population (5) and 
the subjective referral of previous abuse has a robust 
relationship with the subsequent development of a 
psychopathology (6,7). Exposure to CM has signifi-
cant consequences on health (8,9), a deep detrimental 
impact on mental health (3) and will influence child 
development in every domain (10). Stress-related neu-
robiological responses and epigenetic modifications 
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alter the developing brain and mediate dysfunctional 
behaviors which lead to psychopathology (11).

The consequences of CM in individuals’ psycho-
logical development can be recognized in pre-school 
age and during adolescence (12), because the earlier the 
trauma exposure, the worse will be the consequences (13).  
A time-dependent sensitivity to different types of 
maltreatment has been speculated (14). When abused 
during childhood, psychiatric subsequent diseases will 
be more severe and psychosocial impairment greater, 
within a longer course of the disease (15), indepen-
dently from the underneath diagnosis (16) and the 
number of comorbidities (17).

In teenagers, maltreatment is responsible for 45% 
of early-onset psychiatric disorders (12), is strongly 
connected to depression (18), and increases the prob-
ability of suicidal thoughts by 2.5 times (19).

Evidence about psychiatric impairment after mal-
treatment exposure has not yet successfully entered 
clinical practice: the Diagnostic and statistical manual 
of mental disorders, 5th Edition (20) does not provide 
an adequate diagnosis or specifiers, the proposal of a 
“Traumatic developmental disorder” is under discussion 
(21) and it might help in acknowledging the critical role 
of CM in the psychiatric diagnostic process (22).

To the best of our knowledge, data about the fre-
quency of CM and its correlations with sociodemo-
graphic and clinical factors among the Italian children 
and adolescent psychiatric population are not avail-
able. This research is part of a collaborative project 
between an Italian University and the Association 
“Telefono Rosa” aiming to study the consequences of 
CM and increase healthcare practitioners’ awareness 
on this topic. Therefore, the aim of the present study 
was to provide data from a clinical sample to test the 
hypothesis that: (a) CM experiences are still under-
estimated in the diagnostic and therapeutic process;  
(b) they could have a close relationship with the sever-
ity of the psychiatric symptoms; (c) sociodemographic 
factors can guide clinicians to identify at risk children.

Patients and methods

A retrospective analysis based on clinical charts was 
conducted. The total sample has been collected among 

patients referring to the child psychiatry unit of an ur-
ban Italian University-Hospital, from January 2019 to 
December 2020. The authors assert that all procedures 
contributing to this work comply with the ethical stand-
ards of the relevant national and institutional commit-
tees on human experimentation and with the Helsinki 
Declaration of 1975, as revised in 2008.

The inclusion criteria were: (a) first access to the 
clinic between January 2019 and December 2020,  
(b) age between 13 and 18 years, and (c) diagnosis after 
clinicians’ evaluation corresponding to an internalizing 
or externalizing disorder, as conceptualized by Achen-
bach (1966) (23). Recommendations by Achenbach et 
al. 2016 (24) have been followed, and the International 
Classification of Diseases, 9th revision (ICD9) (25) 
used to categorize disorders (Table 1).

The exclusion criteria were: (a) intellectual disability 
(ID), i.e., IQ <70, (b) final diagnosis within the schizo-
phrenic spectrum. This choice has been motivated by the 
need to use self-reports and self-informants, less liable 
when ID or schizophrenic spectrum disorders are pre-
sent (26), and (c) lack of documents available in the chart 
(minimum required documentation were familiar infor-
mation and discharge letter, which includes anamnesis, 
clinical evaluation, diagnosis, therapy plan). 

If any other comorbid diseases were present, the 
patient was not excluded if presenting a diagnosis from 
Table 1 as the main reason for referral. According to these 
criteria, the patient has been enrolled using the diagnosis 
included in the “hospital discharge schedule” (“SDO”), 
which represents the official and computerized register 
of diagnosis for epidemiological studies adopted by the 

Table 1. List of diagnostic codes from ICD9 for the subdivision 
of patients’ diagnosis into internalizing or externalizing

DIAGNOSTIC CODES

Externalizing Internalizing

3093 30928

312 3090

313.8 30924

312.30 3098

314 296

300

3098
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Italian health system. Clinical data available in the hos-
pital’s informatic system were then collected.

A written informant consent was present in the 
clinical chart for all the patients, allowing data collec-
tion for research purposes.

The definition of CM provided by the World 
Health Organization (WHO) (1) was used to identify 
cases. The several types of CM were classified accord-
ing to the Maltreatment classification system (MCS) 
(27), which recognizes physical abuse, psychological 
abuse, sexual abuse and neglect. Furthermore, domestic 
violence (28) was taken into account, while any other 
forms of non-interpersonal trauma, such as natural 
disasters, diseases, accidents, etc. were not considered.

Subjects were identified through three possible 
methods non-mutually exclusive:

1.	 answer to the questionnaire “Inventario degli 
eventi stressanti e traumatici della vita” (29), 
in particular questions n. 12 and n. 15; this 
questionnaire is the Italian version of the “Life 
Stressor Checklist – Revised” (30). It proposes 
a 5-point Likert scale asking the patients if 
they are involved in forms of maltreatment, 
which type, at which age, and to define the 
subsequent impairments.

2.	 information depicted through clinical inter-
views with patients or parents and reported in 
the chart.

3.	 formal documentation provided by the Court 
or the Community Services.

Each subject was enrolled only if written infor-
mation referring to the experience of maltreatment 
was present either in the clinical discharging letter, in 
the questionnaire “Inventario degli eventi stressanti e 
traumatici della vita” or in an official document present 
in the chart.

For each patient, sociodemographic, clinical, and 
psychometric data were extracted from the Hospital 
database. 

Sociodemographic data were collected through 
interviews to parents or other caregivers. We recorded: 
age, sex, nationality, divorce or separation of parents, 
age of parents, socioeconomic status of each parent 
and their mean, as synthesized by the Hollingshead 

index (31), presence of parents or other family compo-
nents with psychiatric disorders, history of substance 
abuse in the family, previous referral to social services.

Hollingshead - Index of Social Position (H-ISP) 
was indicated and the average score between the two 
parents was considered (31).

The clinical data collected were final diagnosis, 
type of care (inpatient or outpatient service), diagnosis 
at the first admission and drug therapy in progress. The 
diagnoses were divided into internalizing and exter-
nalizing (23) and analyzed as a dichotomic variable. 
Only 2 subjects presented an overlap, therefore only 
the principal diagnosis was considered.

The psychometric data were represented by mean 
scores reported by patients in self-report question-
naires investigating depression, anxiety, emotional 
dysregulation and impulsivity in the following scales:

	- Children’s Depression Inventory 2 (CDI 2) 
(32);

	- Multidimensional Anxiety Scale for Children 
(MASC 2) (33);

	- Barratt Impulsiveness Scale 11 (BIS-11) (34);
	- The Difficulties in Emotion Regulation Strate-

gies (DERS) (35). 

Statistical analysis

Statistical analysis was conducted using the IBM 
SPSS Statistics software version 22.0 (IBM Corp, 
Armonk, NY, USA). For statistical purposes, we di-
vided the sample between exposed and non-exposed 
patients and a frequency analysis of all the variables 
was reported. The student’s t-test for continuous varia-
bles and the χ2 test for nominal data were used. Mann-
Whitney’s test was used to compare economic status 
and psychometric measures. After that, we conducted 
a logistic regression analysis. A p-value of < 0.01 rep-
resented statistical significance for all tests.

Results

Among 229 patients initially considered, 57 subjects 
were eliminated due to a lack of available documentation 
in the clinical chart.
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In 76% of the cohort, the patient himself declared 
experience of maltreatment, in 15% was the mother’s 
disclosure, and in 9% healthcare practitioners or offi-
cial reports discovered the maltreatment (Table 3). The 
“Inventario degli eventi stressanti e traumatici della vita” 
was administered to 58 patients, out of which 30 resulted 
in a positive answer to questions n.12 or 15 (Table 2).

Among sociodemographic data, the following 
were significantly more common in the exposed group: 
having divorced parents, being known by community 
services, and having a positive family history of psychi-
atric diseases or substance abuse (Table 2). Social and 
economic status showed a lower trend among exposed 
families (p = 0.09) (Figure 2).

Therefore, the final sample consisted of 172 youths 
(124 females), with a mean age of 15.3 years (Table 2).

Overall, 56 out of 172 (32%) resulted positive for 
CM. In exposed patients, domestic violence resulted 
in the most frequent form (63.8%), followed by psy-
chological maltreatment (48.3%) and physical mal-
treatment (25.9%). Sexual abuse was declared by only 
3 patients (5.2%) (Figure 1).

In 25 out of 58 cases (43,1%) several types of mal-
treatment coexisted: 33,7% were exposed to two types 
and 10,3% to three types of maltreatment. The most 
common combination was psychological maltreatment 
+ domestic violence (15.5% of the total), followed by 
psychological maltreatment + physical abuse (13.8%). 

Table 2. Comparison of exposed and non-exposed children for each variable. Significant P value is indicated in bold

SOCIODEMOGRAPHYC AND CLINICAL CHARACTERISTICS OF THE SAMPLE

N. (%)

Total Non-exposed Exposed p value

SAMPLE 172 116 56 (32) -

SOCIODEMOGRAPHYC VARIABLES

  AGE 15,3 15,4 15,3 -

  SEX
    N. OF GIRLS

124 (72) 81 (69) 43(79) .25

  NATIONALITY
     N. OF CHILDREN BORN ABROAD

22 (12) 14 (11.4) 8 (15.8) .57

  LACK OF SECOND PARENT 10 (5) 2 (5.6) 8 (12.7) 0.20

  DIVORCE 62 (36) 30 (27) 32 (60) <0.01

  MATHER’S AGE 48 48,3 46.9 .36

  FATHER’S AGE 51 52.5 51.4 .37

  PSYCHIATRIC DISEASE AFFECTING THE 
MOTHER

38 (22) 24 (24.5) 14 (26.4) .95

  PSYCHIATRIC DISEASE AFFECTING THE FATHER 19 (11) 8 (8.7) 11 (24.5) .02

  PSYCHIATRIC DISEASE IN THE FAMILY 39 (22) 17 (15.9) 22 (43.1) <0.01

  SUBSTANCE ABUSE IN THE FAMILY 21 (12) 10 (9.3) 11 (23.1) <0.01

  SOCIAL SERVICE 20 (11) 5 (4.7) 15 (24.4) <0.01

CLINICAL VARIABLES

  INTERNALIZING DISEASE 119 (70) 77 (66) 42 (75) .63

  EXTERNALIZING DISEASE 31 (18) 18 (15) 13 (23)

  INPATIENTS 85 (50) 40 (34) 43 (80) <0.01

  OUTPATIENTS 87 (50) 74 (85) 13 (15)

  PSYCHOPHARMACOLOGICAL THERAPY 90 (52) 41 (35) 39 (69) <0.01

 � BEING ADMINISTRED THE QUESTIONNAIRE 
“INVENTARIO DEGLI EVENTI (…)”

58 (33) 20 (17) 30 (53) <0.01
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of divorce (OR 4.62) or with a positive anamnesis for 
psychiatric disease (OR 3.79) (Table 5). There was a 
high risk of physical abuse in families with a history of 
substance abuse (OR 16.02) (Table 5).

Discussion

Our investigation provides a new insight on the 
complex topic of managing intrafamilial maltreatment 
within psychiatric clinical care. To the best of our 
knowledge, our data are the first available on an Italian 
cohort of adolescents and one of the few available on 
youths from psychiatric services. While large cohorts 
have been studied among general populations (36), 
or in the context of epidemiological studies, a minor 
number of studies on the topic of maltreatment take a 
clinical perspective.

Our results show a high incidence of self-reported 
CM among psychiatric teenagers and a positive rela-
tionship with the severity of the psychiatric disorders.

Through the review of clinical documents, we 
have found that as much as 32% of our sample was 
exposed to childhood maltreatment, with a high inci-
dence of domestic violence (63.8%) and psychological 
maltreatment (48.3%); physical maltreatment (25.9%) 
and sexual abuse were less represented (5.2%). In other 
words, one in every three patients in psychiatric clini-
cal care for adolescents will potentially report being a 
victim of abuse within their own family. 

Previous retrospective investigations found an 
exposure rate of 47% for physical abuse and 33% for 
sexual abuse among inpatients and 11% for physical 

Clinical variables showed higher severity of psy-
chopathology among exposed children, they were 
more frequently admitted as inpatients and more often 
under pharmacological therapy (Table 2). The psycho-
metric data highlighted that the exposed children re-
ported higher scores as follow: of the seven subscales 
on the CDI 2, two (Negative Self-Esteem and Nega-
tive Mood) showed differences between non-exposed 
and exposed children. Of the eleven subscales of the 
MASC 2, four (Obsessions and Compulsion, Physical 
Symptoms, Panic and Restlessness) showed differences 
between non-exposed and exposed children (Table 4).

A logistic regression analysis was performed to 
find which sociodemographic variables influenced the 
likelihood of exposition. A positive family history of 
psychiatric diseases and parents’ divorce were the two 
variables that increased by 3 times the odds of being 
exposed to any form of child abuse (Table 5). Domestic 
violence was more common in families with a history 

Figure 1. Types and frequency of reported maltreatment experiences.

Table 3. Source of disclosure.

SOURCE OF DISCLOSURE N (%)

TOTAL 58

SELF REPORT Total 44 (76)

Clinical interview 14 (24)

Answer to questionnaire 30 (51)

PARENT’S 
REPORT

Total 9 (58)

Mother’s 9 (58)

Father’s 0

OFFICIAL 
DOCUMENTS

Total 5 (9)
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Figure 2. Socioeconomic status summed in Hollinghead’s index with a comparison between 
exposed and non-exposed families.

abuse, 11% for sexual abuse and 34% for domestic vio-
lence among outpatients (16), with poly-victimization 
representing 8% of the sample. Greger and colleagues 
found 39% of a sample from a high-risk adolescent 
population reported family violence experiences (17). 
In a Spanish sample of adolescents in care at residen-
tial facilities, as much as 84% of the sample resulted 
positive for victimization experiences (37). Consider-
ing that our sample analyzed both inpatients and out-
patients, we can claim that the results are consistent 
with previous reports. 

Our sample is characterized by a high number 
of females (72%), which is consistent with the demo-
graphic trend of access to our clinic, and we do not 
attribute this to any other potential selection biases. 
However, it is known that girls are more likely to be 
exposed to childhood maltreatment (38), therefore the 
number of females in our sample might have acted as 
a confounding factor.

Rates of disclosure of sexual abuse have been re-
ported up to 28.5% in studies with similar clinical pop-
ulations, while it resulted lower in our sample (5.2%). 
Since sexual abuse often overlaps with other forms of 
maltreatment, it might have not been distinguished in 
our data collection, mainly based on spontaneous dec-
larations and retrospective analysis. However, this data 
might also reflect the need for a stronger connection 
between health care practitioners and social services, 
to avoid reticence in recording data with significant 
legal consequences.

Only 9% of the exposed sample had an official 
report from social services or other agencies. Offi-
cial data available on the Italian population estimate 
a prevalence of exposure to CM of 9 out of 1000 
among minors in the country (39). The discrepancy 
between data derived by official agencies and sub-
jective reports of maltreatment is known (4); espe-
cially for teenagers a high risk of underestimating 
maltreatment has been reported (40). When directly 
interviewed, American teenagers from the commu-
nity sample showed rates of maltreatment as much as 
38.1% (41), while parents-communicated experience 
resulted in only 15.2%. The discrepancy between 
self-report measures and official reports opens up the 
problem of the reliability of declarations based on 
self-memories on the topic of abuse and the problem 
of the “recall bias” (9). 

Taking into account the source of informants in 
our sample, we can claim that having administered a 
questionnaire with specific questions amplified the 
number of disclosures: out of 58 cases positive for CM, 
30 cases (51%) had received the questionnaire.

Many interviews are available to assess exposure 
to victimization (42), and attempts have been made to 
uniform them in order to collect more uniform data (43);  
however, at the best of our knowledge not experiences 
have been reported within clinical setting, so that the 
validity of using specific tools for investigating experi-
ences of CM among psychiatric adolescents inpatients 
need to be further analyzed.
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pharmacotherapy more often, and showed higher 
scores in specific subscales of questionnaires on anxi-
ety and depression. We might consider that being an 
inpatient facilitates the process of self-disclosure, as 
patients are in a safe place and have close contact with 
health-care practitioners. 

Our data provide evidence that sociodemographic 
variables can act as a guide to identify at-risk patients; 
many previous studies have looked at the association of 
sociodemographic factors and child maltreatment (46),  

The subjective experience of trauma and objective 
experience is often not coincident 6); indeed, when 
comparing retrospective and prospective investigation, 
correlation results weak among both adults and ado-
lescents (44). However, the best predictive values on 
subsequent psychopathology are represented by self-
reports (6,45).

In our sample, being exposed to CM showed 
increased severity of the disease; exposed patients 
were more commonly admitted as inpatients, needed 

Table 4. Psychometric data in exposed and non-exposed children. Significant P values were reported in bold

PSYCHOMETRIC EVALUATION

QUESTIONAIRE SUBSCALE Non-exposed Exposed P Value

CDI 2 Total score 61.8 68.1 0.019

Emotional probl 59.7 67.1 0

Negative mood/ Physical symptoms 58.7 67.1 <0.01

Negative Self.Esteem 60.7 68.3 <0.01

Functional problems 67.3 73.7 0.038

Ineffectiveness 61 67.7 0.016

Interpersonal problems 62.2 66.8 0.15

MASC 2 Total scire 70.7 75.3 0.14

Separation Anxiety/Phobias 59.1 57.7 0.72

Genal anxiety index 59 66.4 0.02

Social anxiety total 59 62.5 0.16

Humiliation/rejection 56.1 60.8 0.09

Performance fear 58.3 61.5 0.27

Obsessions and compulsion 55.5 62.5 <0.01

Physical symptoms total score 62.7 69.9 <0.01

Panic 59.9 67.2 <0.01

Tense/Restless 61.1 68.3 <0.01

Harm avoidance 49.1 50.7 0.45

DERS Nonacceptance of emotional responses 17.8 19.8 0.05

Difficulty engaging in goal-directed behaviour 17.8 19.1 0.17

Impulse control difficulties 16.3 19.5 0.05

Lack of emotional awareness 19 19.4 0.67

Limited access to emotion regulation strategies 23.2 27.7 0.06

Lack of emotional clarity 14 15.8 0.18

BIS Total score 67.7 69.5 0.31

Attentional impulsiveness 18.2 19.6 0.22

Motor impulsiviveness 20.3 23.2 0.08

Non-planning impulsiveness 30 30.4 0.54
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Conclusions

In our sample, CM has been reported by one out 
of three among a cohort of teenagers with psychiatric 
internalizing and externalizing disorders. The exposure 
rate appears way more common than in the general 
population, as indicated by data available through of-
ficial agencies in Italy. domestic and psychological 
violence is the most reported, followed by physical 
maltreatment. Poly-victimization was commonly re-
ported. Exposed children showed a more severe course 
of pathology, increased need for hospitalization and use 
of pharmaceutical therapies with a higher score for de-
pression and anxiety, especially in the subscales related 
to physical symptoms. The logistic regression analysis 
has shown that familial factors can be identified as in-
creasing the odds of maltreatment exposure, particu-
larly divorce, a psychiatric or addiction history in the 
family. Our findings underline that CM is a common 
phenomenon in the high-risk adolescent psychiatric 
population and influences the course of symptoms. 
We therefor provide robust evidence towards the idea 
that assessment for the subjective experience of abuse 
needs to enter clinical practice, especially in psychiatric  
care (22).
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which we verify in our population, given the specific 
characteristics. Coherently with previous studies, 
having divorced parents or a family with a history of 
psychiatric disease increased the odds of child maltreat-
ment in general; a positive family history of substance 
abuse increased the odds of physical maltreatment by 
16 times. Noticeably, socioeconomic status did not in-
crease the odds of CM in our cohort, which results in a 
difference from studies on general population.

It appears that we need to consider trauma, and 
intrafamilial CM in particular, as a piece of infor-
mation that will influence the clinical course of the 
disease (47); in other words, a “trauma-informed” 
psychodiagnostics evaluation is suggested (48). The 
American Academy of Pediatrics has recently posi-
tively commented on trauma-informed care (48,49). 
Physicians can act as a form of secondary prevention, 
when the stress response is still changeable (50). Sub-
stantial collaboration with associations working in the 
protection of maltreatment victims’ field, like the one 
conducted between the Association “Telefono Rosa” 
and our university, are valuable initiatives to facilitate 
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