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Abstract: This article addresses the detrimental long-term effects of early childhood trauma, which may
result in impairments in the body and mind that last a lifetime. Trauma experienced as a young kid,
particularly complicated trauma, may alter human development and lead to profound alterations in brain
function. The way the brain functions both physically and cognitively is caused by these structural changes.
According to empirical data, childhood trauma is linked to symptoms that might last into adulthood on the
physical, mental, and emotional levels. The effects of trauma exposure are examined in this article from a
neurological, physiological, and psychological standpoint. The long-term effects of trauma exposure are
examined, including drug abuse, imprisonment, and co-occurring mental health issues. It is also highlighted
how crucial it is to identify protective factors, assess resilience, and find empirically supported treatment
modalities in order to lessen the symptoms experienced by trauma survivors.
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I. INTRODUCTION

Childhood trauma has long-term repercussions, according to growing research and evidence. The American Psychiatric
Association (APA, 2000) defines trauma as an event that causes dread, terror, and powerlessness that threatens health,
life, or physical integrity. Traumatic event exposure is broad and does not look at sexuality, gender, age, race, or
ethnicity. These experiences may result from chronic or acute exposure, according to the American Psychiatric
Association (2000). Traumatic experiences include abuse, violence, neglect, grief, disasters, war, accidents, and other
emotionally draining circumstances (American Psychiatric Association, 2000). Childhood and adult trauma exposure
has been linked to impairments in cognitive, social, and emotional skills (Enoch, 2011), chronic disease risk (Dong et
al., 2004), ADHD, depression, anxiety, personality disorders, and psychopathology (Cummings, Berkowitz, &
Scribano, 2012). Childhood trauma may affect adults, according to Edwards, Holden, Felitti, and Anda (2003). Studies
show that children who experienced trauma are more likely to have physical and psychological disorders as adults.

In The Diagnostic and Statistical Manual of Mental Disorders (5th ed.; DSM-5; American Psychiatric Association,
2013), trauma sequelae include PTSD. PTSD was formerly classed as an anxiety disorder by the DSM-IV. PTSD and
other anxiety disorders were grouped together due to their numerous symptoms (Friedman, 2013). Due to the
complexity of symptoms and trauma, the DSM-5 has incorporated PTSD in a new chapter called Trauma-and-Stress-or-
Related Disorders (TSRD). "The current deeper understanding of the heterogeneous symptom presentation of stress-
related conditions is reflected in a new stand-alone chapter Trauma-and-Stress-or-Related Disorders (TSRD)"
(Nemeroff et al., 2013, p. Four symptom clusters instead of three concentrate on behavioral PTSD symptoms and better
understand complex trauma and symptomology in the DSM-5 (Nemeroff et al., 2013). The DSM-5 recognizes
persistent reactivity in all self-regulatory areas, including emotional regulation, interpersonal regulation, and self-
identity (Friedman, 2013). Due to trauma, maladaptive thinking led to negative self-cognitions, views about oneself,
negative world cognitions, and self-blame cognitions (Friedman, 2013), as well as wrath, guilt, and shame. Negative
mood and cognitive changes were introduced. The symptom cluster variations in arousal and reactivity emphasize
emotional dysregulation symptoms like violent, reckless, or self-destructive actions, hypervigilance, an increased startle
response, difficulty concentrating, and/or sleep disruptions (Friedman, 2013).
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Complex Trauma

Complex trauma may exist, according to Courtois (2008), according to childhood trauma experts and clinicians.
Multiple, long-lasting, developmentally negative traumatic events, most of which start early in life and are
interpersonal, are called "complex trauma". These exposures include early infancy maltreatment and physical,
emotional, and educational neglect in the child's care system (Spinazzola et al., 2005, p. 433).

Complex childhood trauma results in more complex symptoms (Cloitre et al., 2009), cognitive impairment (Najjar,
Weller, Weisbrot, & Weller, 2008), dissociation and physical awareness (Courtois, 2008), affect regulation, behavior
control, and interpersonal attachment. Cloitre, Garvert, Brewin, Bryant, and Maercker (2013) discovered that severe
and chronic trauma histories, including adults and children, are more likely to have complex trauma. Cumulative
childhood trauma was the biggest contributor to symptom complexity. Karam et al. (2014) found that complex traumas
had higher symptom complexity categories, including emotional and interpersonal dysregulation, drug addiction, and
suicidality.

Impact of Trauma Exposure

Trauma as a kid may produce lifetime physiological and psychological issues (Stirling & Amaya-Jackson, 2008),
increased emotional discomfort and acquired helplessness (Davidson & McEwen, 2012), and delay aging (Zlotnick et
al., 2008). Early childhood traumas like abuse, neglect, and other emotionally disturbing events, especially when the
abuser is also the caregiver, damage early attachment relationships. When they observe harmful or rejecting
interactions, children's self-esteem, trust in others, and worldview may change.

Neurological Disruptions

Complex trauma, especially early in life, causes long-term neurobiological changes that affect brain function and
development, according to Nemeroff (2004). Early childhood abuse and neglect alter development's neurological and
psychological processes, according to Putnam (2009). Trauma exposure alters stress-regulating brain circuitry and
hormonal systems (Nemeroff, 2004). These brain changes may impair the hypothalamic-pituitary-adrenal (HPA) axis,
which affects trauma survivors' ability to control stress-related behavioral and cognitive responses and memory and
information processing (Briere & Scott, 2006). 2004 (Nemeroff). When threat is sensed, the HPA axis releases
corticosteroids. Corticosteroids affect inflammation, immunity, and cognition. The HPA is dysregulated by prolonged
or excessive stress-induced corticosteroid release (De Kloet, Sibug, Helmerhorst, & Schmidt, 2005). Traumatized
youngsters are more prone to corticosteroid misuse since their brains are still maturing. De Kloet et al. (2005) link HPA
axis dysfunction to hormonal abnormalities and depression. Therefore, trauma deactivates brain areas that govern
powerful emotions. Relieving stress enhances emotional reaction and decreases emotional control and behavior (De
Kloet et al., 2005). Trauma survivors have unpleasant recollections, fears, and constant thoughts about the occurrence
as if they were still in danger, according to Van Der Kolk (2014). This response imprisons the brain with unpleasant
emotional memories (Williams, 2006). Trauma affects brain development in the limbic system, which controls
emotions, attachment, affiliation, mood, and pleasure; the cortex, which controls cognition, language, and reasoning;
the brainstem, which controls stress-regulation, survival, and metabolism; and the midbrain and diencephalon, which
control sensory motor activity, sleep, and appetite, according to Perry (2006). Developmental age and biological age
differ due to early childhood trauma, normal brain development, and brain disruption (Perry, 2006).

Physiological Disruptions

Childhood trauma has long-term health effects, according to several studies (Ford, 2005). Ford (2005) defines
metabolic syndrome (Mets) as low or high cholesterol, glucose intolerance, high blood pressure, and abdominal obesity.
These illnesses increase stroke, CHD, and CVD risk. Infancy stress increases the risk of chronic disease, according to
Dong et al. (2004). Adverse childhood experiences promote obesity, hypertension, sleep problems, and diabetes
(Greenfield & Marks, 2009; Bader, Schafer, Schenkel, Nissen, & Schwander, 2007). (Ford, 2005). Some child abuse
victims are obese. Trauma survivors adopt self-soothing habits like overeating to cope with their maladaptive
approaches. Traumatised children are more likely to develop "emotional eating," which may continue into adulthood

Copyright to IJARSCT DOI: 10.48175/568 762

s ) il 2581-9429 |2
www.ijarsct.co.in t\ lJARSCT




(, IJARSCT ISSN (Online) 2581-9429

xx International Journal of Advanced Research in Science, Communication and Technology (IJARSCT)
IJ ARSCT International Open-Access, Double-Blind, Peer-Reviewed, Refereed, Multidisciplinary Online Journal
Impact Factor: 7.301 Volume 3, Issue 3, December 2023

impacts, which may explain why childhood stress increases the risk of MetS. Heart disease kills many US adults,
according to Ford (2005).

Psychological Disruptions

Trauma survivors often have substance addiction (Enoch, 2011), eating disorders, self-harming behaviors, anxiety
disorders, PTSD, mood disorders, conduct disorders, personality disorders, aggression, criminal activity, and suicidal
thoughts. Trauma survivors have tremendous psychological upheavals with long-term effects. Traumatized children
often regress in emotional, cognitive, and behavioral development (Enoch, 2011). Early childhood trauma has greater
negative impacts than later-life trauma due to neuro-logical and psychological development, according to DeBellis,
Hooper, and Sapia (2005). It's important to understand how trauma may disrupt these processes and have lasting
effects. "The lasting need to reassess one's view of oneself and the world is what causes catastrophic events to inflict
great damage, rather than the immediate harm they cause" (Condly, 2006, 211).

Trauma survivors typically suffer with trust, depression, anxiety, rejection sensitivity, fury, and unstable relationships,
according to Briere and Jordan (2009). Trauma sufferers have many PTSD symptoms. APA (2013) lists four DSM-5
symptom clusters: attention in arousal and reactivity, avoidance, intrusion, and negative mood and cognitions.
Symptom cluster shift in arousal and reactivity includes aggression, hypervigilance after trauma, reckless or destructive
behavior, and disrupted sleep. Delusions of self- or other-blame, persistent unpleasant emotional estrangement from
others, reduced interest in activities, and trauma-related memory difficulties are symptoms of the cluster. These
symptoms affect trauma survivors severely.

Complexity in Diagnosing Trauma

Due to various diagnoses, Hawkins and Radcliffe (2006) state that PTSD diagnosis may be difficult to get (p. 421).
McLean examined childhood trauma and adult borderline personality disorder (BPD) diagnosis in 2004. This study
found that 81% of BPD adults had significant childhood trauma, 71% had been physically abused, 67% had been
sexually assaulted, and 62% had seen domestic violence. In 1994, Van Der Kolk and Fisler found that over 80% of self-
harmers had been physically or sexually abused as children and 90% had been ignored by their parents. Maltreatment of
youngsters commonly leads to self-harm, according to research. BPD adults also have PTSD symptoms include mood
swings, detachment, numbed responses, and changed self-perception.

Salzbrenner and Conaway studied misdiagnosis owing to bipolar and PTSD symptoms in 2009. If a full medical history
is not gathered, bipolar disease symptoms including irritability, insomnia, and hyperarousal may mimic hypomania.
"Data show that doctors' diagnoses of PTSD remain low relative to its prevalence, even in light of increased media
coverage of PTSD and national awareness campaigns" (Salzbrenner & Conaway, 2009, p.

Young children, especially nonverbal ones, interpret trauma differently than adults or teens. Younger children typically
lack the linguistic and cognitive abilities to explain what occurred (Najjar et al., 2008). It is challenging to diagnose
children and youth with PTSD due to their age, developmental stage, and trauma kind and intensity (Najjar et al., 2008).
These authors note that children, teens, and adults differ in development, cognition, language, perception, and
interpretation of experiences. Children and teens exposed to trauma are more likely to be diagnosed with separation
anxiety disorder, oppositional defiant disorder (ODD), and ADHD than PTSD, according to Van Der Kolk (2005).
Hypervigilance, hyperarousal, and aggression are indicators of ODD and ADHD in children, according to Ford and
Courtois (2014). Children with the above behavioral traits may be diagnosed with disturbed behavior instead of PTSD.
Research suggests that recognizing childhood trauma in young individuals who have trouble talking about it yet
respond uncomfortably to the outside world even in safe conditions may be problematic (Van Der Kolk, 2006).
Trauma-related symptoms in youth can vary from those in younger or adulthood. Other clinical signs may hide or
confuse symptoms. Thus, medical providers must comprehend the complexity of trauma in children, teenagers, and
adults.

Consequences of Trauma
High-risk behaviors, poor cognitive capacities, interpersonal issues, attachment deficits, behavioral control, and limit-
setting are all connected to persisting childhood trauma, according to overwhelming empig 1ngs (Enoch, 2011).
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Drug abuse/dependency and early childhood trauma have been linked by many studies. Traumatized people are more
likely to use drugs and alcohol to cope, according to Enoch (2011). Some individuals rely on stress-reduction measures,
according to research. Drug misuse by trauma sufferers is used to "sedate or numb" the effects of trauma (Enoch, 2011).
(Wagner, Rizvi, Harned, 2007).

Alcohol or drug misuse or dependence was found in 33.5% of adolescents (up to 18) and 56% of young adults (18 or
older) who had suffered childhood maltreatment in a prospective research. The research assumed severe childhood
maltreatment (physical, sexual, and neglect from 0-11 years) based on court documents. Enoch (2011) page 24
Traumatized people are overrepresented in jail, according to study. Wolf and Shi (2010) state that "life history of
incarcerated persons, and often continue while these individuals are incarcerated," including interpersonal trauma (p.
313). Unlike male criminals, "between 77% and 90% of drug-dependent female offenders report extensive histories of
emotional, physical, and sexual abuse" (Messina, Grella, Burdon, & Prendergast, 2007, p. 1385) Silberman (2010)
states that jailed women are "roughly twice as likely to report histories of physical and sexual abuse as women in the
general population." According to Roe-Sepowitz (2008), 96% of 25 young people accused of murder had troubled
families with frequent caregiver changes, spousal drug and alcohol abuse, and other issues. This poll found 90% of
respondents had suffered family member physical or sexual abuse. Childhood interpersonal trauma increases male and
female criminal justice system involvement, according to Wolf and Shi (2010). These scientists found that jailed adults
had higher rates of mental illness and childhood trauma.

Co-Occurring Psychiatric Problems

Early childhood trauma has complicated and cumulative effects on the body, mind, and spirit. Children who have
experienced trauma have higher stress levels and a variety of mental problems; many often have co-occurring
conditions like drug abuse. Alcohol abuse or dependency was the most common co-occurring illness in male PTSD
patients, followed by depression, anxiety disorders, and conduct disorder (Jacobsen, Southwick, & Kosten, 2001).
These authors say "the highest rates of comorbid depression and other anxiety disorders, followed by alcohol abuse and
dependence, are among women with PTSD". Research suggests that treating co-morbid PTSD and substance abuse may
be difficult since people struggle to stay sober and heal from terrible events.

Factors That Influence Trauma

Sedlak et al. (2010) found a combination of numerous risk factors that increase the probability of negative outcomes for
traumatized children and youth. Sedlak et al. (2010) found evidence of childhood abuse in low-income and
impoverished homes, although it may happen to everyone. Financial difficulties, substance abuse, and domestic
violence impact low-income families. Briggs-Gowan, Carter, and Ford (2011) found that poverty, minority status,
single parenting, adolescent parenting, and insufficient education increase the risk of mental illness in younger children
who have experienced a traumatic event. Underprivileged children are also more likely to encounter neighborhood and
community violence, mental illness, and academic failure. Along with parental dysfunction, family conflict, and
inadequate parenting, these factors may exacerbate traumatic experiences (Briggs-Gowan et al., 2011).

Turner et al. (2012) found that a child's temperament and I Q level may assist them overcome challenges. Good parental
qualities and relationships, together with parental engagement, may give the security needed to heal from trauma. After-
school activities, religious groups, and community services may help children recover from trauma (Turner et al.,
2012). Another large association exists between resilience and protective qualities. Research shows that with the correct
help, children, teenagers, and adults may avoid the negative physical, emotional, and behavioral repercussions of
trauma.

II. CONCLUSION

In conclusion, the profound impact and enduring consequences of childhood trauma underscore the critical importance
of recognizing and addressing the needs of individuals who have experienced such adversity. Childhood trauma,
whether stemming from abuse, neglect, or other adverse experiences, can leave lasting imprints on one's mental,
emotional, and physical well-being. The effects may manifest in various ways, ranging from heightened stress
responses and mental health challenges to difficulties in forming healthy relationships. -,4@ g the far-reaching
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implications of childhood trauma is essential for developing effective intervention strategies and support systems. As
society strives to create a more compassionate and empathetic environment, acknowledging and addressing the
complexities of childhood trauma is crucial for fostering resilience and facilitating the healing process for those who
have endured such experiences. Additionally, investing in preventive measures and mental health resources can
contribute to breaking the cycle of trauma, promoting the well-being of current and future generations.
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