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Abstract : 

Background: Adverse childhood experiences represent a particularly potent etiological risk 

factor for the development of Post-Traumatic Stress Disorder (PTSD) triggering a unique 

clinical syndrome with chronic developmental consequences and significant neurobiological 

changes. 

Objective: This narrative review outlines the complex neurobiology of early life trauma-

induced. 

PTSD and summarizes the current literature on the etiological, neurobiological, diagnostic, and 

therapeutic approaches of this illness. 

Methods: Scholarly work and contemporary literature regarding childhood abuse, 

developmental pathways, neurobiological changes, and empirical modalities were critically 

evaluated and integrated into a thematic narrative framework. 

Results: The evidence supports marked hypothalamic-pituitary-adrenal (HPA) axis 

dysfunction, structural and functional changes in the amygdala, hippocampus, and prefrontal 

cortex, and polygenetic inheritance of the disorder. Empirically supported treatments such as 

Trauma-Focused Cognitive Behavioral Therapy (TF-CBT) and Eye Movement Desensitization 

and Reprocessing (EMDR) show strong evidence of efficacy, whereas emerging 

complementary therapies have a fledgling evidence base. 

Conclusion: A developmental and nuanced conceptualization of PTSD is essential for optimal 

clinical management. Critical lacunae include the lack of robust longitudinal studies and the 

compelling need for culturally congruent treatment models to minimize the enduring effects of 

early-life adversity. 

Submitted on 02-04-2026– Revised on 26-04-2026– Accepted on 20-05-2026 Published on 31-

5-2026 

 

INTRODUCTION 

 In this review, the researchers concluded that childhood maltreatment, including emotional 

abuse and neglect, is a potent risk factor for the enduring psychological effects of Post-

Traumatic Stress Disorder in adulthood. Adverse childhood experiences have physical effects 

on the brain, altering how key parts of the brain develop and respond to stress, fear, or 

challenging memories. Although there are science-backed therapies that show great promise 

for healing, there is no one-size-fits-all approach. Overall, this study highlights the need for 

individualised treatment plans and further research on culturally appropriate care for all 

survivors. Background Post-Traumatic Stress Disorder (PTSD) is a psychiatric aftereffect 

experienced by people after the occurrence or witnessing of a large traumatic event – such as 

armed conflict, sexual violence, catastrophic natural occurrences, childhood abuse, and much 

more. The clinical picture of PTSD is characterized by 4 main clusters of symptoms: persistent 

intrusive recollections, diligent avoidance of trauma-associated stimuli, pervasive negative 

alterations in cognition and mood, and marked dysregulation in arousal and reactivity 

(American Psychiatric Association, 2013). Neurobiologically, PTSD is closely linked with 

significant dysregulation of the hypothalamic-pituitary-adrenal (HPA) axis and observable 
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structural changes in key neural circuits that include the amygdala, hippocampus, and 

prefrontal cortex (Yehuda et al., 2015). This disorder often leads to significant functional 

impairments in interpersonal, occupational, and social realms. In addition, there is a high 

degree of comorbidity of other psychiatric disorders with PTSD, including major depression, 

anxiety disorders, and substance use disorders (Brady et al., 2000). While the effects of trauma 

do not always result in the development of PTSD, the combined effect of a series of individual 

vulnerability factors (antecedent traumatic experiences, lack of strong social support, genetic 

predispositions, etc.) increases the risk of the condition developing when they all occur together 

(Breslau et al., 1999). Evidence-based psychotherapies, such as trauma-focused cognitive-

behavioral therapy (CBT) and eye movement desensitization and reprocessing (EMDR), along 

with selective serotonin reuptake inhibitors (SSRIs) and other pharmacotherapeutic treatments, 

are all therapeutic interventions used to treat PTSD (Watts et al., 2013). Identifying the trauma 

and immediately effective intervention are crucial in reducing the potential severity and 

chronicity of PTSD. The literature indicates that childhood maltreatment is one of the most 

striking and impactful risk factors for the later development of PTSD, and epidemiological data 

indicate that approximately ¼ of all children have been physically maltreated in their childhood 

(World Health Organization, 2024). Empirical studies date back to a point wherein it was 

shown that between 30% and 50% of those who have a history of childhood abuse will go on 

to develop PTSD (van der Kolk, 2003). More specifically, childhood sexual abuse has been 

shown to double to quadruple the risk of developing PTSD ( Chen et al., 2010). Gender 

differences are found as well, with females having about twice the rate of developing PTSD 

following similar traumatic exposures (Tolin & Foa, 2006). In the United States, a significant 

78% of all adult females with PTSD have a history of childhood abuse, assault, or molestation, 

which are those events that are etiologically related to the disorder (Kessler et al., 1995). What 

is important is that emotional mistreatment and neglect are extremely strong predictors of adult-

onset PTSD, often more potent than physical forms of maltreatment (Spinazzola et al., 2005). 

This is particularly true of the population of former foster care youth for whom a disturbing 

25% prevalence rate for PTSD has been estimated, which is notably higher than rates of combat 

veteran populations (Pecora et al., 2005). These early challenges have lasting impacts in part 

through long-term neurobiological changes brought about by maltreatment, which have a 

significant effect on brain regions that play a vital role in regulating stress, including the 

amygdala and hippocampus (Teicher & Samson, 2016). Childhood abuse in all modalities 

(physical, sexual, and emotional) has significant and lasting harmful effects on an individual's 

mental health trajectory and wellbeing. The psychiatric morbidity suffered by survivors of such 

adversity is significantly increased, including but not limited to depressive disorder, anxiety 

disorders, PTSD, and substance use disorders (Carr et al., 2013). Emotional abuse and neglect, 

especially, are potent indicators of adult psychopathology and lower self-esteem (Norman et 

al., 2012). In addition, childhood abuse experiences are inextricably linked to attachment 

disruptions, marked disturbances in social relationship development and maintenance, and 

global problems with trust in adulthood (Cook et al., 2005). These neurodevelopmental effects 

are widespread, including abnormal stress responsiveness and structural and functional 

changes in key brain regions, such as the hippocampus and prefrontal cortex (Teicher & 

Samson, 2016). Therefore, the emotional regulation deficits are often seen in survivors, and 
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there is an increased prevalence of self-injurious activities and suicidality (Gilbert et al., 2009). 

Early life trauma also triggers a chain reaction of negative physical health consequences, such 

as a higher likelihood of developing cardiovascular disease and chronic pain syndromes, as 

well (Felitti et al., 1998). The negative impacts of these can have long-term effects on academic 

achievement, work performance, and relationships with others. Fundamental to addressing 

these adverse outcomes and building resilience in affected people are strong social support 

networks, timely and effective early interventions, and the systematic adoption of trauma-

informed approaches to care. Recent studies have highlighted the importance of genes in the 

complex relationship between childhood maltreatment and an increased risk of developing 

PTSD. Large genome-wide association studies (GWAS) have been able to identify 95 different 

genome-wide loci associated with PTSD, greatly enhancing our understanding of the 

multifactorial nature of PTSD heritability (Nievergelt et al., 2024). Specifically, certain genes, 

such as FKBP5, are related to early traumatic events, which produce epigenetic changes that 

have been shown to increase one's vulnerability to PTSD (Binder et al., 2008). In addition, 

emerging evidence indicates that more than 50% of the heritability of childhood maltreatment 

is due to genes, suggesting that there may be a shared genetic basis with PTSD (Ter Kuile et 

al., 2023). The overall results support the potential use of genetic testing in tailored mental 

health treatment for trauma-exposed persons. If a child has a family history of mental illness 

(e.g., depression, anxiety), they are a lot more likely also to develop PTSD, especially if they 

have experienced trauma (Mayo Clinic, 2024). Parental psychopathology, including PTSD, is 

known to be a significant risk factor for the onset of PTSD in their children. At the same time, 

they are children and adolescents (National Center for PTSD, n.d.). In addition, parental 

substance use disorders (SUDs) often create a dysfunctional family environment, which makes 

children more vulnerable to experiencing traumatic life events and to developing PTSD. 

Children living in families with at least one parent with an SUD are at increased risk for several 

types of victimization that are known to be strong predictors of PTSD: physical abuse, neglect, 

and emotional abuse (Substance Abuse and Mental Health Services Administration, 2017). 

These converging results clearly point to the need for early and targeted interventions and 

strong family support to reduce the transmission of trauma and PTSD across generations for 

individuals with a mental health and/or substance use history. The biopsychosocial implications 

outlined here, especially the specific etiological factors and long-term impacts on the 

development of child PTSD after childhood traumatic abuse, call for a careful and important 

integration of current treatment approaches. Thus, the primary goal of the present review is to 

fully describe and critically evaluate the state of the art in the field of interventions that are 

specifically designed for PTSD symptoms as a result of childhood maltreatment.

 

 Methodology and Selection Criteria 

 

Methodological 

Aspect 

Description & Approach 

Review Type & 

Objectives 

Comprehensive narrative review.  
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Objectives: To elucidate etiology, neurobiology, diagnostic paradigms, and therapeutic 

interventions for PTSD originating from childhood maltreatment through critical 

synthesis and scholarly appraisal of extant literature. 

Literature Search 

Strategy 

Extensive, though not systematically exhaustive. Prioritized high-impact, peer-reviewed 

contemporary contributions (principally from the last two decades) and seminal 

historical works. Employed ancestral searching of reference lists from pivotal articles. 

Databases & 

Sources Searched 

Key Databases: PubMed/MEDLINE, PsycINFO, Scopus, Web of Science.  

Supplemental: Google Scholar.  

Sources: Academic journals, foundational monographs, authoritative clinical practice 

guidelines. 

Search Terms & 

Refinement 

Sophisticated array of terms (e.g., "Post-Traumatic Stress Disorder," "Childhood 

Maltreatment," "Developmental Trauma," "Neurobiology of Trauma," "TF-CBT," 

"EMDR"), often combined with developmental population terms and refined with 

Boolean operators and Medical Subject Headings (MeSH terms). 

Inclusion & 

Selection Criteria 

Stringent criteria emphasizing:  

1. Thematic Pertinence: Direct relevance to etiology, phenomenology, neurobiology, 

diagnostics, or therapeutic management of PTSD post-childhood abuse.  

2. Source Type Preference: Peer-reviewed empirical studies (quantitative, qualitative, 

mixed-methods), authoritative systematic reviews, meta-analyses, robust theoretical 

expositions, evidence-based clinical guidelines.  

3. Quality Assessment: Methodological robustness of empirical studies, theoretical 

coherence of conceptual papers, works with substantial heuristic value or representing 

landmark contributions.  

4. Language: Primarily English-language publications. 

Information 

Synthesis 

Predominantly qualitative, thematic, and integrative. Involved meticulous analysis to:  

• Identify convergent empirical findings.  

• Articulate divergent theoretical perspectives and scholarly debates.  

• Delineate prominent conceptual frameworks.  

• Discern critical lacunae in extant knowledge.  

The resulting information was organized into a coherent narrative architecture aligned 

with the review objectives. 

Nature of Review 

& Limitations 

Narrative review, diverging from prescriptive protocols of systematic reviews/meta-

analyses. Acknowledges inherent potential for authorial selectivity in literature inclusion, 

interpretation, and emphasis. Synthesis is qualitative and conceptual, precluding formal 

quantitative data aggregation. Goal: Comprehensive, critically insightful overview, not 

exhaustive itemization. 

 

Table 1: Methodological Framework for the Comprehensive Narrative Review on Post-

Traumatic Stress Disorder (PTSD) Following Childhood Maltreatment 
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Figure 1: A conceptual model illustrating the development and progression of Post-Traumatic 

Stress Disorder (PTSD) following childhood abuse, from initial trauma through neurobiological 

changes, psychological symptoms, core PTSD symptom clusters, to associated comorbidities 

 

Comprehensive Assessment and Diagnostic Formulation of Post-Traumatic Stress 

Disorder 

 

This study examines how PTSD is diagnosed and treated using the Comprehensive Assessment 

and Diagnostic Formulation of PTSD. Due to the nature of the extended assessment required 

for Post-Traumatic Stress Disorder (PTSD), one must conduct a structured inquiry into the 

cognitive, affective, and behavioural symptoms with validated psychometric instruments, 

similar to the way that is done in somatic medicine. Assessment of optimal functional 

impairment, one of the key components of PTSD, requires a multi-modal approach, combining 

semi-structured clinical interviews with validated self-report questionnaires of psychosocial 

functioning (Rodriguez et al., 2012). This approach controls for potential confounders that 

would exist in single-method approaches, such as interpersonal issues, memory problems, 

cultural factors, or the clinician's orientation. It is especially important when using this method 

in forensic or compensation situations to provide a sound and legally defensible evaluation 

(Kozarić-Kovacić & Kocijan-Hercigonja, 2001). In high-volume environments, initial 

screening instruments are essential (Bufka & Camp, 2010). Validated questionnaires for trauma 

exposure include the Trauma Assessment for Adults (Gray et al., 2009), Life Events Checklist 

(Gray et al., 2004), Trauma Life Events Questionnaire (Kubany et al., 2000), and Brief Trauma 

Questionnaire (Schnurr et al., 2002). Short-form PTSD symptom screeners will determine the 

need for a detailed diagnostic interview, including the Primary Care PTSD Screen (PC-PTSD) 

(Prins et al., 2003), the Short Form PTSD Checklist-Civilian (SF-PTSD) (Lang & Stein, 2005), 

SPRINT (Connor & Davidson, 2001), and the Trauma Screening Questionnaire (TSQ) (Brewin 

et al., 2000). The Structured Clinical Interview for DSM-IV (SCID) is a clinical tool used to 

obtain a diagnosis consistent with the DSM-IV-TR in a semi-structured format, using both 
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open-ended and scripted questions (Gorgens, 2011). New nosological changes in PTSD with 

DSM-5 included new classifications under the umbrella of 'Trauma- and Stressor-Related 

Disorders,' as well as significant changes to the polythetic symptom criteria and an increased 

focus on dimensional symptom levels for screening and symptom monitoring throughout the 

course of the disorder (LeBeau et al., 2014). DSM-5 also finally included the concept of 

‘subthreshold presentations’ that, especially in later life, are often accompanied by major 

functional impairment (Levin et al., 2014). The Clinician-Administered PTSD Scale (CAPS-

1), a carefully crafted interview and checklist of symptom frequency and intensity using 

standardized prompts and behaviorally-anchored scales, meets these more advanced DSM-5 

requirements and has high reliability and validity as a gold-standard PTSD assessment [69]. 

 

Table 2: Principal Instruments for the Assessment of Post-Traumatic Stress Disorder 

 

Tool/Instrument Type Purpose 

SCID Clinical Interview Diagnosis based on DSM criteria 

CAPS-1 Clinical Interview Frequency/intensity assessment: gold 

standard 

PC-PTSD Questionnaire Primary care screening 

Life Events Checklist Questionnaire Trauma exposure assessment 

Trauma Screening 

Questionnaire (TSQ) 

Questionnaire Brief PTSD symptom screener 

 

 

This study examines how PTSD is diagnosed and treated using the Comprehensive Assessment 

and Diagnostic Formulation of PTSD. Due to the nature of the extended assessment required 

for Post-Traumatic Stress Disorder (PTSD), one must conduct a structured inquiry into the 

cognitive, affective, and behavioural symptoms with validated psychometric instruments, 

similar to the way that is done in somatic medicine. Assessment of optimal functional 

impairment, one of the key components of PTSD, requires a multi-modal approach, combining 

semi-structured clinical interviews with validated self-report questionnaires of psychosocial 

functioning (Rodriguez et al., 2012). This approach controls for the potential for many 

confounders that would exist in single methods, such as interpersonal issues, memory problems, 

cultural factors, or orientation of the clinician. It is especially important when using this method 

in forensic or compensation situations to provide a sound and legally defensible evaluation 

(Kozarić-Kovacić & Kocijan-Hercigonja, 2001). In high-volume environments, initial 

screening instruments are essential (Bufka & Camp, 2010). Validated questionnaires for trauma 

exposure include the Trauma Assessment for Adults (Gray et al., 2009), Life Events Checklist 

(Gray et al., 2004), Trauma Life Events Questionnaire (Kubany et al., 2000), and Brief Trauma 

Questionnaire (Schnurr et al., 2002). Short-form PTSD symptom screeners will determine the 

need for a detailed diagnostic interview, including the Primary Care PTSD Screen (PC-PTSD) 

(Prins et al., 2003), the Short Form PTSD Checklist-Civilian (SF-PTSD) (Lang & Stein, 2005), 
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SPRINT (Connor & Davidson, 2001), and the Trauma Screening Questionnaire (TSQ) (Brewin 

et al., 2000). The Structured Clinical Interview for DSM-IV (SCID) is one of the clinical tools 

that has been used that yields a diagnosis consistent with the DSM-IV-TR in a semi-structured 

format with open ended questions and scripted questions (Gorgens, 2011) . New nosological 

changes in PTSD with DSM-5 included new classifications under the umbrella of 'Trauma- and 

Stressor-Related Disorders,' as well as significant changes to the polythetic symptom criteria 

and an increased focus on dimensional symptom levels for screening and symptom monitoring 

throughout the course of the disorder (LeBeau et al., 2014). DSM-5 also finally included the 

concept of ‘subthreshold presentations’ that, especially in later life, are often accompanied by 

major functional impairment (Levin et al., 2014). The Clinician-Administered PTSD Scale 

(CAPS-1), a carefully crafted interview and checklist of symptom frequency and intensity using 

standardized prompts and behaviorally-anchored scales, meets these more advanced DSM-5 

requirements, has high reliability and validity as a gold-standard PTSD assessment [69].

 
Figure 2: Neurobiological Manifestations of PTSD Following Childhood Abuse: Key Brain 

Regional Alterations 

 

Therapeutic Interventions for Post-Traumatic Stress Disorder: An overview of current 

evidence-based interventions. Most people who have been exposed to trauma recover with a 

gradual decrease in symptoms over time (Morina et al., 2014; Sayed et al., 2015), but a large 

number also develop Post-Traumatic Stress Disorder (PTSD), a disabling disorder defined by 

persistent, intrusive symptoms which disrupt biological, psychological, and social functioning 

and lead to significant functional impairments (Vahia, 2013). To counter this, a wide range of 

therapeutic interventions evaluated in the empirical field have been developed. This section 

reviews some of the major modalities critically: Trauma Focused Cognitive Behavioral Therapy 

(TF-CBT), Eye Movement Desensitization and Reprocessing (EMDR), Psychodynamic 
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Therapy and pharmacological modalities. 1. Trauma Focused-Cognitive Behavioral Therapy 

(TF-CBT) TF-CBT is a well-established, well-evidenced and well-tested approach for reducing 

trauma-related distress in children. It was designed for survivors of child sexual abuse, but has 

been adapted for a wider range of traumatic experiences, such as physical and psychological 

maltreatment (Deblinger et al., 2011). TF-CBT is a multi-component, trauma-specific 

intervention that seamlessly combines core principles of CBT with trauma-specific 

components, delivered through the PRACTICE framework (Psychoeducation/Parenting, 

Relaxation, Affective Regulation, Cognitive Coping/Restructuring, Trauma Narrative, In Vivo 

Exposure, Conjoint Sessions, Enhancing Safety). At least 8 sessions, which are actively 

involving both the child and caregiver(s), are usually recommended (Thielemann et al., 2024). 

Rigorous comparative efficacy studies demonstrate TF-CBT's specific efficacy in reducing core 

PTSD symptoms and in reducing concurrent comorbid symptoms of anxiety and behavioral 

dysregulation (Cohen et al., 2004; Deblinger et al., 2006). A thorough meta-analysis by 

Thielemann et al. verified that TF-CBT was more effective than other therapeutic approaches 

in treating Post-Traumatic Stress Symptoms (PTSS) and psychiatric co-morbidities 

(Thielemann et al., 2022). Eye Movement Desensitization and Reprocessing (EMDR) EMDR 

is a very structured, integrative therapeutic technique that combines elements of guided 

imaginal exposure, resource development, cognitive restructuring, and self-regulation skills 

enhancement. The unique feature is the addition of bilateral sensory stimulation (such as guided 

eye movements) without any loss of the focus on the traumatic memory and present-moment 

stimulation (Shapiro et al., 2007). The main goal is to process and rework distressing memories 

that have become adaptive in a carefully outlined, eight-phase procedure that includes history 

taking, preparation, assessment, desensitization/reprocessing, installation of positive 

cognitions, body scan, closure, and reassessment (Shapiro et al., 2007). EMDR has been found 

to be effective in the treatment of pediatric PTSD, but also has been shown to be effective in 

cases where troubling memories play a role in symptomatology, including phobias and mood 

disorders (Leuning et al., 2023). Systematic reviews and meta-analyses provide compelling 

evidence of how effective EMDR is in the substantial reduction of symptoms of pediatric PTSD 

and positive results in comorbid anxiety and depression (Chen et al., 2018). It is frequently 

recommended that EMDR should be used in a multimodal treatment program, such as 

integrative family therapy for a broad-based treatment of deep-seated childhood trauma (Gold, 

2000; Briere & Lanktree, 2022). TF-CBT and EMDR share techniques that target core 

symptoms of PTSD and often co-occurring psychiatric conditions (International Society for 

Traumatic Stress Studies, 2024). TF-CBT is generally the recommended first-line treatment for 

children who are in psychiatric treatment, the current ISTSS guidelines, with fewer primary 

recommendations for EMDR (International Society for Traumatic Stress Studies, 2024), and 

the Australian guidelines are much more cautious, highlighting the importance of further 

research. 3. Psychodynamic Therapy Based on the theory of the psyche, psychodynamic 

approaches involve uncovering unconscious conflicts, defense mechanisms, and early relational 

patterns in the treatment of PTSD (Schottenbauer et al., 2006). Reddemann (2009) particularly 

defined a psychodynamically oriented model in the context of complex PTSD which helps 

people to explore the embedded traumatic experiences and to understand the pervasive nature 

of these experiences (Abbas & Macfie, 2013). Empirical studies of psychodynamic therapy 

(PDT) for treating PTSD are relatively few in comparison to CBT or EMDR (Ponniah & 
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Hollon, 2009), but evidence indicates that it might be effective. For example, a 12-session 

psychodynamic therapy was shown to significantly decrease PTSD and suicidal behaviors in 

combat veterans in the short-term (Hendin, 2014). 4. Pharmacological Interventions 

Pharmacological interventions as PTSD treatment is an option that is often needed or suitable 

to the individual when psychotherapies are not available/practical or patients prefer a 

medication approach and when there are significant psychiatric comorbidities such as major 

depressive disorder (National Center for PTSD, n.d.). There is a large amount of clinical trial 

evidence to support the first-line prescription of Selective Serotonin Reuptake Inhibitors 

(SSRIs) (Brady et al., 2000; Marshall et al., 2001). Currently, the FDA approved only the SSRIs 

sertraline or paroxetine for the treatment. All decisions about pharmacotherapy, though, must 

be carefully made for each person, taking into account their previous responses to medication, 

other health issues, and personal preferences. 

Table 3: Summarized Evidence-Based Interventions for PTSD Due to Childhood Abuse 

 

Intervention Type Description & Components Strength of 

Evidence 

TF-CBT PRACTICE model; tailored for children; 

caregiver involvement 

Strong 

EMDR 8-phase protocol with bilateral stimulation Moderate to 

Strong 

Psychodynamic 

Therapy 

Insight-oriented; helps process trauma 

narratives 

Moderate 

Pharmacotherapy 

(SSRIs) 

Sertraline, paroxetine; FDA approved for 

PTSD 

Moderate 

 

Alternative and Complementary Interventions While there is clear evidence that 

psychotherapies such as Cognitive Behavioral Therapy (CBT) and Prolonged Exposure therapy 

(PE) are effective in treating Post-Traumatic Stress Disorder (PTSD) (Steenkamp et al., 2015), 

residual symptoms or therapy non-response is common in a large proportion of PTSD patients 

(Boyd et al., 2018), and high rates of early therapy drop out (Goetter et al., 2015; Kehle-Forbes 

et al., 2016). In addition to clinician concerns about the potential for adverse effects of some 

exposure-based therapies (Boyd et al., 2018; Al Jowf et al., 2023; Gapen et al., 2016), these 

factors highlight the urgent need for effective alternative or complementary therapies. 

Mindfulness-based interventions, creative art therapy, and Animal-Assisted Interventions 

(AAI) are promising interventions. Mindfulness-Based Interventions One of the most popular 

"present centered" therapies is mindfulness-based stress reduction (MBSR) (Lang, 2017) which 

utilizes formal meditation, mindful movement, stress management didactics and home practice, 

and has a demonstrated ability to reduce PTSD symptomatology across a variety of populations 

with high acceptability and low dropout rates (Banks et al., 2015; Cole et al., 2015; Earley et 

al., 2014; Goldsmith et al., 2014; Kearney et al., 2013; Possemato et al., 2016; Polusny et al., 

2015 and Gallegos et al., 2015). Synergizing CBT with the principles of MBSR, Mindfulness-

Based Cognitive Therapy (MBCT) enables metacognitive shifts, which aids in decentering from 

distressing thoughts and can benefit on recurrent symptoms (Boyd et al., 2018; Lang, 2017). 
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MBSR and MBCT reduce rumination, increase attentional control and foster acceptance, which 

helps to alleviate preoccupation with trauma, anxiety, hyperarousal and aversive affective states 

such as shame and guilt; these effects are associated with improved emotional regulation, 

thereby reducing PTSD symptoms (Banks et al., 2015; Lang, 2017; Frewen et al., 2015). There 

are specific practices, such as Metta (loving-kindness) meditation, that develop compassion and 

psychological flexibility (Boyd et al., 2018; Frewen et al., 2015). Other techniques, such as 

Mantra Repetition Practice (MRP) (Bormann et al., 2014), Transcendental Meditation and 

MBX (mindfulness based on exposure therapy) (King et al., 2016; King et al., 2016), have 

demonstrated preliminary promise and need further rigorous research (Lang, 2017). Critically, 

some mindfulness exercises may not be appropriate or re-traumatising for patients with severe 

trauma history, and a careful, individualised approach must be taken, ensuring sensitivity to the 

patient's readiness and trauma sensitivities (Boyd et al., 2018). Creative Arts Therapies 

Recently, creative arts therapies, which comprise visual arts, music, drama, dance/movement, 

poetry and therapeutic writing (Malchiodi, 2020) have gained increasing interest in the field of 

PTSD (Wang et al., 2025). These modalities are thought to engage neural pathways involved in 

emotional reactivity and traumatic memory processing (Malchiodi, 2020; van der Kolk, 2015) 

and represent an alternative pathway to trauma resolution, especially when verbalization is 

limited (van der Kolk, 2015; Wang et al., 2025). Preliminary research shows potential for 

reducing physiological stress responses (Wang et al., 2025) and for reducing symptomatology, 

allowing non-verbal expression, followed by a coherent construction of a trauma narrative 

through verbal expression (Schouten et al., 2019; Bolwerk et al., 2014). Many investigations 

are based on expert opinion or case reports, however (Wang et al., 2025; Schouten et al., 2019), 

there is a comparatively lack of large-scale empirical studies. While promising, recent pilot 

studies that have shown feasibility (Schouten et al., 2019) and meta-analyses indicating 

symptom relief (Wang et al., 2025), there remains a critical need for more in-depth and 

methodologically rigorous research with standardized methodologies and PTSD-specific 

outcomes in order to delineate efficacy definitively. Animal-Assisted Interventions (AAIs) The 

International Association of Human-Animal Interaction Organizations (2018) defines an AAI 

as "structured, goal-oriented activities that use animals to provide a therapeutic effect" (p. 1) 

and the U.S. Naval Center for Combat and Operational Stress Control (n.d.) defines it as "Goal-

directed, structured activities in which animals are used to achieve a therapeutic effect" (p. 3). 

In terms of approaches, there are formalized Animal-Assisted Therapy (AAT) by licensed 

professionals and less formalized Animal-Assisted Activities (AAA), as well as service dogs 

(Hediger et al., 2021). Canines, although most prevalent, are not the only species of interest in 

interventions—equines and cetaceans are becoming increasingly popular (U. S. Naval Center 

for Combat and Operational Stress Control, n.d.; Hediger et al., 2021). Theorized to be 

effective, AAIs are guided by a professional who is trained in the dynamics of the human-animal 

bond, and in part are believed to be effective because animal relationships are less complex than 

human relationships (Cloitre et al., 1996). Meta-analyses have shown that AAIs can 

significantly reduce the symptoms of PTSD and comorbid depression and that the results are 

similar to traditional treatments (Hediger et al., 2021; O'Haire et al., 2015; and Germain et al., 

2018). There are still many ethical issues about animal welfare (e.g., injury risk, lack of care, 

induction of stress) (U.S. Naval Center for Combat and Operational Stress Control, n.d.) and 

methodological problems in AAI research (e.g., small sample size, heterogeneity of 
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participants, research bias) (U.S. Naval Center for Combat and Operational Stress Control, n.d. 

and Hediger et al., 2021). So, there is a need for more methodologically sound studies to 

comprehensively assess effectiveness and develop strong, ethical guidelines that focus on 

animal welfare.

 

Intervention Type Examples / Components Benefits Noted 

Mindfulness-Based 

Approaches 

MBSR, MBCT, loving-kindness 

meditation 

Reduces anxiety, hyperarousal, 

shame 

Creative Arts Therapy Visual arts, dance, music, poetry Helps with emotional 

regulation, memory 

Animal-Assisted 

Interventions 

Dogs, horses, dolphins Comfort, reduced symptoms, 

engagement 

Table 4: Complementary and Alternative Therapies 

 

Future Directions and Recommendations 

Early intervention and strong preventive strategies have significant potential to reduce lasting 

neurobiological and psychological effects of traumatic experiences (van der Kolk, 2003; 

Teicher & Samson, 2016) and therefore proactive approaches are necessary. The principles of 

trauma-informed care are a cornerstone in the system-wide adoption of trauma-informed care 

principles. Trauma interventions that are empirically supported, such as cognitive-behavioral 

therapy (CBT) and psychoeducational interventions can help children control the consequences 

of trauma, building resilience (Spinazzola et al., 2005). Training to improve emotional skills in 

children and positive parenting approaches for parents can reduce child abuse and promote 

positive development (World Health Organization, 2024). The community level is essential, 

especially when it comes to school-based mental health services, peer support groups, and other 

infrastructures, for providing safe, supportive environments, and for fostering early recovery 

and decreasing the risk of PTSD (Pecora et al., 2005). Childhood abuse is highly heterogeneous 

and the resulting reactions to trauma are highly individualized, making it important to use 

individual treatment paradigms when addressing PTSD (Cloitre et al., 1996). No single 

therapeutic approach is suitable; instead there is a need for judicious, dynamic titration of 

interventions, based on individual trauma histories, psychological characteristics and 

neurobiological changes (Teicher & Samson, 2016). This involves the flexibility to use 

evidence-based treatment modalities (such as EMDR, trauma-informed CBT), possible 

psychopharmacological augmentation and developmental stage, gender and cultural 

considerations. Optimizing outcomes and ensuring sustained recovery, improving engagement, 

reducing risk of relapse and supporting long-term well-being are all priorities of social and 

psychosocial support, and treatment of comorbidities (Chen et al., 2010). Child abuse survivors 

face several barriers to accessing appropriate treatment for PTSD, such as cost, lack of adequate 

insurance, provider availability, particularly trauma specialists, and stigma associated with the 

condition, all of which disproportionately impact rural and underserved communities (World 

Health Organization, 2024). Innovative approaches to increase access include the use of 

telepsychiatry, and/or primary and mental health care systems are integrated to identify and 
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refer patients early, as well as promoting sliding-scale or publicly funded programs. Community 

education and culturally responsive outreach efforts, as well as culturally competent and 

linguistically responsive services, are essential for minimizing stigma and maximizing reach 

and impact of services for different populations (Pecora et al., 2005). To fully understand the 

long term effects of PTSD after child abuse, longitudinal research designs are needed. 

Symptoms may last into adulthood and become more complex, with impacts on emotional 

regulation, relationships and physical health (De Bellis, 2001). Longitudinal studies are 

extremely useful for establishing the effectiveness of early interventions and for uncovering 

moderating factors that affect outcomes of resilience and adverse outcomes over a long period 

of time (Teicher & Samson, 2016). Monitoring an individual's trajectory over decades of 

development provides a comprehensive view of how early adversity interacts with 

developmental stages and events to inform better, individualized and "just in time" interventions 

and policy and resource allocation. Research initiatives that are culturally sensitive and have a 

nuanced understanding of the various PTSD presentations in multicultural populations are 

fundamental. The identification, expression, interpretation, and treatment preferences for 

mental illness are heavily influenced by cultural beliefs (Gone, 2013). Survivors from 

immigrant or marginalized communities could experience multiple barriers such as increased 

stigma, mistrust of the institutional system, and a lack of culturally responsive services 

(Kirmayer et al., 2011). Culture impacts the nature of symptoms (e.g., somaticization, distress 

internalization). Recognizing cultural specificity and implementing congruent assessment and 

intervention strategies is critical for diagnostic accuracy, appropriateness of treatment, and 

equal access to treatment, which will ensure that treatment models are valid and effective in a 

variety of contexts. Conclusion This narrative review aimed to clarify and critically evaluate 

the current arms-length of interventions specifically designed to address the unique trauma of 

childhood maltreatment as a source of post-traumatic stress disorder (PTSD) symptoms. The 

thought process that led to the preparation of this manuscript was complex, yet ultimately aimed 

at four goals: to outline the complex etiological pathways, to examine the deep neurobiological 

underpinnings, to examine the current diagnostic paradigm, and to critically review both 

established and new therapeutic interventions relevant to this very vulnerable clinical group. 

The scope was deliberately limited to synthesizing the current therapeutic strategies, as a result 

of the etiological complexities and the long term developmental implications of childhood 

PTSD. Now, after the previous disquisition, in which a careful compilation of many-sided 

information has shed light on a few salient points. The strong and consistent association 

between childhood maltreatment (physical, sexual, and emotional) and later life PTSD is well 

established, and emotional maltreatment and neglect are particularly strong predictors of adult-

onset psychopathology. From a neurobiological perspective, PTSD has been closely linked to 

heightened dysregulation of the hypothalamic-pituitary-adrenal (HPA) axis and identifiable 

structural and functional changes in key neural circuits, such as the amygdala, hippocampus, 

and prefrontal cortex. In addition, the studies of genetic susceptibility, such as identification of 

specific genomic loci and gene-environment interactions, and the effects of familial disposition 

to mental illness and parental psychopathology, have highlighted the multi-factorial inheritance 

and interaction of risk factors. The challenges in pediatric populations and the shifts in paradigm 

brought about by the DSM-5, like the re-categorization of PTSD, and increased dimensional 

severity ratings, have been critically examined. The review has explored the traditional 
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therapeutic methods – trauma-informed cognitive behavioral therapy and EMDR – alongside 

methods showing promise but not as widely supported – such as creative arts therapy and 

animal-assisted therapy. The importance of this comprehensive overview is the fact that it is 

specifically about a subset of PTSD, which has a different developmental history and a wide 

range of lasting consequences. The heuristic value of this synthesis is that it provides a 

comprehensive, insightful, and sophisticated overview, which is designed to inform clinical 

practice and future research efforts, and brings together diverse strands of evidence to a coherent 

conceptual tapestry. This extensive review, however, has also been used to precisely identify 

critical lacunae in the existing knowledge base. Some new and developing therapeutic 

techniques, including creative arts therapy and animal-assisted interventions, are not routinely 

practiced because of their lack of compelling, empirical support, suggesting that they are worthy 

of additional systematic research. The critical role of longitudinal research designs to identify 

long-term effects of childhood abuse-related PTSD and the long-term effectiveness of 

interventions should not be underestimated. At the same time, the need for culturally responsive 

research and the creation of culturally-competent interventions is essential to meet the varying 

manifestations and requirements of multicultural populations and to work to remove cultural 

obstacles to receiving culturally relevant services. Overall, this manuscript has sought to offer 

more than just an up-to-date listing of available publications; it has attempted to offer a 

comprehensive, critically insightful and sophisticated overview of the symptomatology of Post-

Traumatic Stress Disorder that is associated with childhood maltreatment. We hope this work 

makes a meaningful contribution to a more nuanced and historically informed perspective as 

we systematically interrogate core theoretical constructs, salient epidemiological data, 

elucidation of neurobiological mechanisms, diagnostic complexities, and therapeutic 

interventions. In the end, this kind of awareness is essential for ongoing research and 

development of treatments and the alleviation of the suffering caused by the long-lasting effects 

of early life adversity. 
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