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Abstract

The extant literature has denoted that traumatic as well as stressful 
experiences can negatively affect a child’s developmental process. In particular, 
multiple researchers have documented how developmental trauma and stressors 
can dispose one to future revictimization. Researchers have also identified 
multiple risk and resiliency factors that interplay with one’s developmental 
trauma and stress history. Despite the interrelationships of these concepts, 
there is no current compilation of the literature summarizing this information into 
one empirically-reviewed manuscript. As such, this paper serves as a current 
review of how developmental trauma and stressors can affect an individual’s 
neurological, physical health, mental health, socioeconomic functioning as well 
as lead to subsequent revictimization. Additionally, this paper illustrates current 
gaps in our empirical understandings, as well as necessary future directions 
for research. Implications are discussed in terms of treatment in survivors of 
childhood trauma and stress.

Keywords: Developmental trauma; Developmental stressors; 
Revictimization; Risk; Resilience

neighborhood, economic hardship, maltreatment (e.g., neglect, 
harassment), parental conflict, and parental illness [8,9]. For the 
purpose of this paper, research examining the impact of both 
trauma and/or stressors will be discussed in order to develop a more 
encompassing conceptualization of the detriment trauma and stress 
has upon a developing individual.

Consequences of developmental trauma and stressors
The existing literature has identified multiple domains that 

developmental trauma and stress affects. In particular, neurological, 
physical health, mental health, socioeconomic, and revictimization 
domains are among the most commonly discussed. Each domain is 
further elucidated below.

Neurological

Life stressors and trauma can immediately alter the development 
and function of a child and adolescent’s brain, which can elicit long 
lasting repercussions [10-13]. One aspect emphasized in the current 
literature is the role traumatic and stressful exposure can play in 
amygdala size and hypothalamic-pituitary-adrenal (HPA) axis 
activation. Both the amygdala and HPA axis play a role in negative 
emotional arousal (e.g., fear and anger) as well as stress activation [14]. 
However, with the experience of developmental trauma and stress, 
some individuals tend to show increases in amygdala size and over-
activation of the HPA axis [11,12]. This is related to multiple negative 
consequences including lower threshold to negative emotions from 
stressors, impaired coping ability, and a more negative appraisal of 
challenging situations [10,15].

Another neurological issue related to developmental trauma 
and stressors is decreased hippocampal volume [16]. Researchers 
have already denoted that hippocampal volume may play a role in 
depressive symptomatology [17]. Vythilingam et al. [18] was the first 
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Introduction
Researchers continue to publish prevalence statistics 

indicating that a significant portion of children are exposed to 
at least one traumaticor stressful psychological experience (for a 
comprehensive review please see Finkelhor, Turner, Shattuck, & 
Hamby [1]). Furthermore, a sizable portion of these individuals will 
experience multiple traumas or stressors during their development 
(polyvictimization or polytrauma) [2,3]. Researchers largely 
cite revictimization as rationale for an individual experiencing 
polyvictimization during their life [4,5]. These traumatic and stressful 
experiences result in psychological distress affecting an individual’s 
development as well as their future functioning in adulthood [6]. As 
such, this paper will delineate the affected domains of functioning, as 
well as risk and resiliency factors that can mediate the likelihood and 
impact of traumatic and/or stressful experiences.

To better understand the effect of a traumatic or stressful 
experience, it is first important to define what a traumatic or 
stressful experience is. The current edition of the Diagnostic 
and Statistical Manual of Mental Disorders (DSM-5) [7] defines 
a traumatic experience as a direct or indirect (e.g., witnessing, 
learning of) exposure to actual or threatened death, serious injury, 
or sexual violence. Additionally, the DSM-5 defines a stressor as a 
single or chronic event resulting in clinically significant emotional 
or behavioral symptoms. Commonly cited developmental stressors 
in the literature include chronic illness, living in a crime-ridden 

Review Article

Developmental Psychological Trauma, Stress, and 
Revictimization: A Review of Risk and Resilience Factors
Holliday RP1,2*, Clem MA1, Woon FL1 and Surís 
AM1,2

1Department of Psychiatry, University of Texas 
Southwestern Medical Center, USA
2Mental Health Service, Veteran Affairs North Texas 
Health Care System, USA

*Corresponding author: Holliday RP, Department 
of Psychiatry, University of Texas Southwestern Medical 
Center, 5323 Harry Hines Boulevard Dallas, TX 75390, 
USA

Received: August 25, 2014; Accepted: October 03, 
2014; Published: October 14, 2014



Austin J Psychiatry Behav Sci 1(6): id1032 (2014)  - Page - 02

Holliday RP Austin Publishing Group

Submit your Manuscript | www.austinpublishinggroup.com

to conduct a controlled study to assess this theorization. The authors 
found that within their sample only participants who experienced 
developmental trauma or stressors had reduced hippocampal volume. 
Moreover, the reduction in volume was significantly associated with 
their later in life depressive symptomatology.

Another neurological issue discussed in the literature is 
impairment of right hemisphere functionality. Schore [19] notes 
that individuals who experience developmental trauma or stressors 
tend to experience dysfunction of their orbitofrontal cortex. Schore 
posits that this region plays a role in coping and regulation which he 
indicates may dispose the child to a higher likelihood of subsequent 
posttraumatic stress disorder (PTSD) in the event of subsequent 
traumatization [20].

Physical health

Early in life traumatic or stressful experiences are linked to a 
number of physical health conditions. In particular, researchers 
have associated these experiences with increased prevalence of 
lung disease, peptic ulcers, arthritis, cardiovascular diseases, 
diabetes, autoimmune disorders, gynecological issues, and sexually 
transmitted diseases [21-23]. Moreover, developmental trauma and 
stressors are also associated with negative health behaviors as well 
as an increased likelihood of disability status [24]. It is important 
to note that it is difficult to establish the point at which these health 
conditions and behaviors begin; thus, it is entirely plausible that the 
conditions/behaviors may have manifested in childhood, but did not 
begin exhibiting symptomatology until adulthood. However, there is 
currently a lack of research examining the accuracy of this notion.

Mental health

Similar to physical health, developmental trauma and stressors 
are associated with numerous mental health conditions. Researchers 
note that these experiences are associated with an increased incidence 
of depression, anxiety, dissociative identity, conduct, posttraumatic 
stress, adjustment reactive attachment, and obsessive compulsive 
disorders (OCD) in children and adolescents [25-31]. Moreover, 
researchers have also noted increased suicidal ideation, maladaptive 
relationship boundaries, and bullying (both in being the perpetrator 
and victim) within this population [13,32,33].

Carryover of mental health symptomatology from developmental 
periods to adulthood is often observed within adult survivors of 
childhood trauma. Noted adult mental health conditions that 
developmental trauma and stressors are associated with include: 
continued depressive and anxious symptomatology, increased 
susceptibility to anxiety and depressive disorders, PTSD, adjustment 
disorder, OCD, personality disorders, somatization of mental health 
symptomatology, and substance use disorders [25,27,28,30,34-
37]. Suicidal ideation also continues to be positively associated 
with developmental trauma and stressors in adult survivors [32]. 
Moreover, there are associations between developmental trauma and 
stressors to difficulty in interpersonal relationships in adult survivors 
[38].

New research has also begun to emerge regarding childhood 
trauma and psychotic symptomatology. Although the research is 
relatively young, there is empirical backing to indicate an association 
in need of further elucidation [39-41]. This association has no causal 

definitiveness at the moment, but many of the authors posit that the 
relationship is possibly due to contextual and environmental factors 
associated with the traumatic and stressful experiences and the 
individual’s upbringing.

Socioeconomic

Survivors of developmental trauma and stressors are also disposed 
to numerous deleterious socioeconomic factors. For instance, 
researchers have identified that developmental trauma is linked to 
lower quality of life and psychosocial functioning [23,42,43]. Often 
these items carryover into adulthood with level of education and 
average income later in life tending to be lower in survivors [43,44].

The negative effect of socioeconomic variables on a youth’s 
development is theorized as being bidirectional [45]. For instance, 
an unsafe developmental environment can dispose an individual 
to a greater likelihood of experiencing trauma or stressors due to 
higher exposure to random acts of violence and lower perceived 
bodily safety [46]. Conversely, subsequent to or during a traumatic or 
stressful experience, unsupportive developmental environments can 
contribute to poorer outcomes by not supporting or addressing the 
needs of the survivor. For example, individuals in low socioeconomic 
environments typically experience limited access to medical care 
and a lack of resources and education [47]. As such, it is important 
to conceptualize survivor’s trauma and stress history from a 
biopsychosocial viewpoint [45].

Revictimization

Revictimization is the concept that individuals who experience 
one traumatic or stressful experience are at an increased incidence 
for a subsequent traumatic experience [48]. As such, revictimization 
disposes an individual to a more extensive polyvictimization history. 
In particular, researchers have denoted that in national samples 
a sizable portion qualified as having a polyvictimization history 
(operationalized as having at least 2 or more traumatic and/or stressful 
experiences) [7,49]. This is pertinent in our conceptualization of 
trauma history within an individual because researchers tend to agree 
that an increased number of traumatic and stressful experiences is 
associated with more severe physical, mental, and social outcomes 
[50-53]. Moreover, revictimization is present in both childhood and 
adulthood; thus, developmental trauma and stressors can further 
dispose individuals to both subsequent developmental trauma/
stressors and/or adult trauma/stressors (e.g., interpersonal violence, 
assault, harassment; [48,51]). As such, researchers indicate that a 
comprehensive trauma and stressor history may be pragmatic in 
understanding and treating an individual [3,54].

Overlap of consequential domains
One important concept to note is that there is a large 

interdependence between all the aforementioned domains and 
experienced symptoms/conditions. Often the presence of one 
condition or symptom can catalyze or exacerbate another (e.g., 
nicotine use as a coping behavior can increase one’s chance of lung 
cancer). As such, it is important to understand the high susceptibility 
survivors of developmental trauma and stressors have not only to just 
one specific condition/behavior (e.g., nicotine use), but also to the 
associated conditions that are associated with that specific condition/
behavior as well (e.g., lung cancer). 
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Risk and resilience factors
The current literature clearly indicates the numerous negative 

biopsychosocial outcomes of developmental trauma and stressors. In 
order to best address these outcomes, it is pertinent to understand 
risk factors that may exacerbate the individual to worse outcomes as 
well as resiliency factors which may conversely facilitate in buffering.

A review of the literature found that survivors of developmental 
trauma and stressors experience numerous factors that are associated 
with an individual having an increased predisposition to an initial 
traumatic or stressful experience as well as subsequent revictimization. 
Cited risk factors include psychiatric health comorbidity, physical 
health comorbidity, minority status, female gender, social support, low 
socioeconomic status and resources, and previous traumatization(s)/
stressors [25,55]. In contrast to risk factors, the empirical research for 
resilience factors is far more limited with no current meta-analyses 
yet conducted. Despite this, researchers have denoted that good 
social support and economic resources are associated with better 
outcomes [25]. Moreover, Bonanno [56] indicates that perception of 
the traumatic/stressful experience(s) is highly important. Bonanno 
posits that individuals who are more optimistic and perceive their 
traumatic experiences as less deleterious tend to have better outcomes. 
Gillespie, Phifer, Bradley, and Ressler [57] also argue that there may 
be a genetic predisposition for ability to cope with developmental 
trauma and stressors. As such, gene-environmental factors may be 
present which are important to consider in an individual’s ability to 
cope. In a systematic review by Hoge, Austin, and Pollack [58], the 
authors note that an individual’s sense of control over their life and 
the traumatic experience in addition to having a positive self-concept 
provides additional resiliency.

One crucial resiliency aspect is early intervention for survivors 
of developmental trauma and stressors with an evidence-based 
treatment (EBT; [59]). Litz et al. [59] argues that treatment that 
takes place early can attenuate symptomatology, and thus associated 
negative consequences.	  Multiple therapeutic modalities have 
been assessed in survivors of developmental trauma and stressors. 
Zuber [60] argues that pharmacotherapy has only proven to be 
mildly successful. Zuber further indicates that psychotherapy has had 
marginally better results, but effect sizes remain small to moderate. 
Among psychotherapy, numerous modalities have been assessed. In 
particular, Silverman et al. [61] argues that CBT as well as trauma-
focused CBT have shown to be among the most beneficial. However, 
CBT, despite efficacious, is not always effective in all populations. 
For example, researchers denote that behavioral modification may 
be more pragmatic in individuals who are young and unable to 
cognitively process information [62]. However, generalizability 
and translatability of behavioral modification into adolescents and 
adulthood can be challenging [63,64]. To address this, Salmon and 
Bryant theorize that the treatment of child survivors of trauma and 
stressors may be improved by implementing an additional emphasis 
on developmental factors (e.g., knowledge, language development, 
memory, emotional regulation, and social cognition) [65]. Despite 
Salmon and Bryant’s novel notion, a lack of empirical research has 
been conducted to assess the utility of this theory in a clinical setting.

Alternative therapeutic modalities and adjunctive therapies for 
child and adolescent survivors of trauma and stressors also exist. 

Hobfoll et al. [66] stresses the importance of social support interventions 
at increasing self-efficacy and facilitating processing within survivors; 
however, there have been no randomized clinical trials to assess the 
efficacy of social support as an adjunct or intervention. Moreover, 
many commonly utilized forms of psychotherapy for survivors of 
developmental trauma and stressors (e.g., psychodynamic therapy) 
have not been assessed for efficacy within a child or adolescent trauma 
randomized controlled trial sample [59]. As such, there is a strong 
need to empirically support interventions and adjunctive therapies 
commonly used by practitioners for adolescents and children who 
have survived developmental trauma and stressors.

Gaps within the extant literature
One limitation of the present developmental trauma and stressor 

research is that most designs and statistical analysis are correlational. 
Thus, it is difficult to ascertain the causal nature of the traumatic/
stressful experience based upon one or more variables. This is largely 
because it is difficult to identify individuals before a traumatic or 
stressful experience, with most research being conducted subsequent 
to the traumatic or stressful exposure(s). Additionally, because 
co morbidity of physical and mental health conditions as well as 
socioeconomic variables tend to be highly associated with trauma and 
stressors, it is also difficult to assert that trauma or stressors alone are 
the casual variable resultant in any negative consequences. Moreover, 
researchers have identified that a sizable portion of individuals 
living with psychiatric disorders delay seeking treatment until their 
symptomatology is severe, or rather, do not access mental health care 
at all [67]. As such, an increased emphasis to target, study, and treat 
psychiatric disorders in research and clinical settings is necessary.

Also, most research has focused on the risk factors of traumatic 
and stressful experiences. Although this is crucial from both a research 
and clinical standpoint, it is also integral for research pertaining to 
resiliency factors to exist. As such, emphasis needs to be placed upon 
research pertaining to both risk and resiliency among survivors of 
developmental trauma and stressors.

Conclusion
There is a growing prevalence of psychological trauma and 

stressors among children and adolescents. These experiences have 
numerous negative consequences that affect neurological, physical 
health, mental health, and socioeconomic domains, as well as dispose 
individuals to poorer outcomes in adulthood. Although research has 
noted numerous risk and resiliency factors as well as established EBTs 
as effective forms of treatment, gaps in the literature remain present. 
Thus, it is crucial that future research focus on identifying resiliency 
factors. Additionally, it is imperative that researchers work towards 
validating currently utilized treatments within this population.
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