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Previous studies suggest that childhood physi-
cal abuse is a strong predictor of mental dis-
orders during adulthood.1–5 An association
between childhood abuse and increased use
of medical services has also been docu-
mented,6 suggesting that childhood physical
abuse is associated with poor health. In con-
trast, relatively little information is available
on the link between childhood physical abuse
and physical illness in adulthood.

We examined the association between
childhood physical abuse and the odds of
gastrointestinal disorders and migraine
headache among adults in the community.
We hypothesized that childhood physical
abuse would be associated with increased
odds of gastrointestinal disorders and mi-
graine headache during adulthood, and that
this association would be independent of co-
morbid mental disorders.

METHODS

Sample
The Midlife Development in the United

States Survey (MIDUS) is a nationally repre-
sentative survey of 3032 persons aged 25
through 74 years in the noninstitutionalized
civilian population of the 48 coterminous
United States. It was carried out between Jan-
uary 1995 and January 1996, with an overall
response rate of 60.8%. The data were
weighted to adjust for differential probabili-
ties of selection and nonresponse. Details on
the design, field procedures, and sampling
weights are available elsewhere.7–9

Diagnostic Assessment
MIDUS diagnoses were based on the Com-

posite International Diagnostic Interview
Short Form (CIDI-SF) scales,10 a series of di-
agnostic-specific scales that were developed
from item-level analyses of a modified ver-
sion of the World Health Organization’s Com-
posite International Diagnostic Interview
(CIDI-WHO).11 The CIDI-SF scales were de-
signed to reproduce the full CIDI as exactly
as possible with only a small subset of the
original questions. CIDI-SF diagnoses at 12
months included in the MIDUS are major de-
pression, panic attacks, generalized anxiety
disorder, and alcohol and drug abuse disor-
ders. The CIDI-WHO was designed for use
by trained lay interviewers. WHO field tri-
als12 and National Comorbidity Survey clini-
cal reappraisal studies13-15 documented excel-
lent reliability and adequate validity for all of
these diagnoses.

To assess physical health problems, inter-
viewers presented each participant with a list
of physical disorders and asked whether the
participant had experienced, or been diag-
nosed by a physician with, any of the condi-
tions listed within the past year. The list in-
cluded migraine headaches, ulcer, and
recurring stomach problems. Only partici-
pants for whom information was available on
all variables (n=2407) were included in the
present analyses.

Self-Reported Childhood Physical Abuse
A history of self-reported childhood abuse

was assessed by responses to questions de-
rived from the Conflict Tactics Scale.16 Sub-
jects were asked whether their mother or fa-
ther often, sometimes, or rarely “kicked, bit,
or hit [them] with a fist; hit or tried to hit
[them] with something; beat [them] up;
choked [them]; burned [them] or scalded
[them].” Affirmative responses to any of the
items were grouped as indicating “any” physi-
cal abuse; respondents who answered “often”
were included in analyses as having experi-
enced “frequent” abuse.

Analytic strategy
First, independence-based F tests were

used to evaluate differences in demographic
characteristics, mental, and physical disorders
between individuals with no history of physi-

cal abuse (reference group), those with any
abuse, and those with frequent abuse. Binary
indicator variables were created for use in
multiple logistic regression analyses compar-
ing any abuse with no abuse and frequent
abuse with no abuse. Multiple logistic regres-
sion analyses were then used to investigate
the odds of each physical illness’ being associ-
ated with each level of abuse. All analyses
were then adjusted for differences in sociode-
mographic characteristics and comorbid men-
tal disorders.

RESULTS

Prevalence and Sociodemographic
Characteristics

Childhood physical abuse was reported by
381 (15.8%) of the 3032 respondents, with
74 (3.1%) reporting frequent abuse. Individu-
als who reported experiencing childhood
abuse were significantly younger, more likely
to be of minority racial status, and more
likely to have current mental disorders than
those who did not report abuse (Table 1). Fre-
quent abuse was associated with decreased
odds of being married. A higher percentage
of men than women reported any abuse, and
a higher percentage of women than men re-
ported frequent abuse.

Childhood Abuse and Physical Illness
Among Adults in the Community

Any childhood abuse was associated with a
significantly increased odds ratio (OR) for re-
curring stomach problems (OR=1.7; 95%
confidence interval [CI]=1.2, 2.4), and fre-
quent childhood abuse was associated with a
significantly increased likelihood of recurring
stomach problems (OR=3.5; 95% CI=1.9,
6.4), migraine (OR=2.7; 95% CI=1.2, 5.8),
and ulcer (OR=4.2; 95% CI=1.8, 10.0),
which remained statistically significant after
adjusting for sociodemographic characteristics
and mental disorders (Table 2).

DISCUSSION

Limitations of this study should be noted.
First, since the sample was a cross-sectional
population of adults, recall about events that
occurred during childhood may have suffered
from recall bias. Previous evidence suggests
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TABLE 2— Association Between Self-Reported Physical Abuse in Childhood and Odds
of Recurring Stomach Problems, Ulcers, and Migraine Headaches Among Adults

Recurring Stomach Migraine
Problems (n = 531) Ulcers (n = 114) Headaches (n = 270)

OR (95% CI) OR (95% CI) OR (95% CI)

Any abuse

Unadjusted 1.8* (1.4, 2.3) 1.5 (0.9, 2.5) 1.4 (1.0, 1.9)

Adjusteda 1.9* (1.4, 2.6) 1.5 (0.8, 2.8) 1.9* (1.4, 2.6)

Adjustedb 1.7* (1.2, 2.4) 1.4 (0.7, 2.7) 1.4 (0.9, 2.2)

Frequent abuse

Unadjusted 3.6* (2.3, 5.8) 5.5* (2.9, 10.5) 4.1* (2.4, 6.9)

Adjusteda 4.0* (2.2, 7.2) 5.0* (2.2, 11.6) 4.0* (2.0, 8.0)

Adjustedb 3.5* (1.9, 6.4) 4.2* (1.8, 10.0) 2.7* (1.2, 5.8)

Note. OR = odds ratio; CI = confidence interval.
aAdjusted for age, sex, marital status, race, and education.
bAdjusted for age, sex, marital status, race, education, panic attacks, generalized anxiety disorder, major depression, and
alcohol/substance use disorders.
*P < .05.

TABLE 1—Univariate Association Between Self-Reported Physical Abuse in Childhood, 
Sociodemographic Characteristics, and Mental and Physical Disorders Among Adults

No abuse Any abuse Statistics Frequent abuse Statistics

(n = 1817) (n = 381) F df P (n = 74) F df P

Age, y, mean (SD) 46.9 (13.2) 44.7 (12.1) 9.0 1, 2178 .003 44.9 (12.2) NS . . . . . .

Sex 8.1 1, 2196 .004 NS . . . . . .

Male, % 47.6 55.6 45.9

Female, % 52.4 44.4 54.1

Race 21.6 1, 2156 <.0001 NS . . . . . .

Minority status,% 10.7 18.4 17.6

Marital status NS . . . . . . 7.6 1, 1889 .006

Married, % 65.8 62.6 50.0

Mental and physical disorders, %

Major depression 12.6 16.8 5.1 1, 2196 .002 29.7 18.4 1, 1889 <.0001

Panic attacks 5.6 8.5 9.8 1, 2196 .002 12.2 8.2 1, 1889 <.0001

Generalized anxiety disorder 2.1 4.1 6.6 1, 2196 .011 5.4 4.4 1, 1889 .036

Alcohol/substance use disorders 2.1 3.9 8.0 1, 2196 .005 12.2 27.1 1, 1889 <.0001

Recurring stomach problems 17.5 25.2 20.2 1, 2180 <.0001 43.2 32.2 1, 1878 <.0001

Ulcers 3.8 4.3 2.4 1, 2186 .1 17.6 33.9 1, 1881 <.0001

Migraine headaches 9.7 10.7 3.3 1, 2188 .069 31.1 33.1 1, 1883 <.0001

Note. The reference group was individuals with no history of physical abuse.

that recall of childhood abuse may have
questionable reliability.17–18 Second, factors
not controlled for in this study, such as socio-
economic status during childhood, may inde-
pendently influence both odds of exposure to
childhood physical abuse and physical illness,
thereby confounding these results.19 Third,
data on physical illnesses were obtained only

by self-report; however, previous data have
shown adequate validity of self-reported in-
formation on chronic medical conditions.20

These data provide initial evidence of an
association between childhood physical abuse
and increased odds of gastrointestinal prob-
lems and migraine headaches among adults
in the general population. The mechanism of

the observed association is not known. Expe-
riences of childhood physical abuse may
lead to an increased tendency to somatize
emotional distress and to report physical ill-
nesses.21 It is also possible that the experience
of childhood abuse increases recognition of
underlying health problems.22 In other words,
physical abuse may increase awareness or
sensitize people to pains or physical discom-
fort that others might ignore. Alternatively,
childhood abuse may lead to changes in bio-
logical functioning that influence the develop-
ment of physical illness.23 One model that
could be offered as evidence for this pathway
is the increased gastric scarring among mice
exposed to stressful situations.24

It is also possible that physical abuse is an
indicator of wider psychosocial adversity in
childhood, which might include poverty, pa-
rental stress, and poor parenting.25 These
broad risk factors may be more important
than abuse per se as determinants of later
physical or mental disorders. The fact that a
variable for neglect, which could be included
in poor caretaking and abuse, was not in-
cluded in the Conflict Tactics Scale may result
in uncontrolled confounding and is another
limitation of this study.
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Consistent with previous evidence of an as-
sociation between childhood physical abuse
and poorer mental health in adulthood,1–5

these preliminary data suggest that childhood
physical abuse also increases the likelihood of
physical health problems later in life. Future
studies investigating these associations should
use prospective, longitudinal epidemiological
samples of youths and adults and should be
able to adjust for a multitude of antecedent
common risk factors. Such studies may help
improve our understanding of these links.
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Previous reports have shown that forced sex-
ual intercourse and other forms of gender-
based violence are a persistent public health
problem for refugee or internally displaced
women.1–6 (Internal displacement is defined
as forced relocation within a person’s country
of citizenship because of some catastrophic
event.) In some settings, the proportion of
refugee or internally displaced women re-
porting some type of gender-based violence
exceeds 60%.7,8 Sexual violence against refu-
gee or internally displaced women can cause
women to flee their homelands.9–14 Unfortu-
nately, these women are not always safe
from harm after their relocation or after re-
settlement.4,12,15–18 Investigation of sexual vio-
lence affecting these women, its incidence,
prevalence, and correlates is critical to the
development of effective treatment and pre-
vention strategies.

METHODS

Setting
This investigation was conducted in non-

governmental organization–operated repro-
ductive health clinics in the Barda, Yevlack,


