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What’s Known on This Subject

Studies demonstrate that childmaltreatment frequently is associatedwith aggression in
children, but small samples and retrospective data limit the extent to which the impact
of neglect on later aggression can be compared with that of abuse.

What This Study Adds

This study adds a longitudinal perspective on the relative contributions of neglect and
abuse in early childhood to aggressive behavior 2 to 6 years after the maltreatment.

ABSTRACT

OBJECTIVE. The goal was to examine the association between early childhood neglect
(birth to age 2 years) and later childhood aggression at ages 4, 6, and 8 years,
compared with aggression’s associations with early childhood abuse and later abuse
and neglect.

METHODS.A prospective cohort of 1318 predominantly at-risk children, recruited from 4
US cities and 1 southern state, were monitored from birth to 8 years of age. Maltreat-
ment was determined through review of local child protective services records. A
hierarchical, linear model approach, a special case of general, linear, mixed modeling,
was used to predict aggressive behavior scores, as reported by the child’s primary
caregiver at ages 4, 6, and 8 years.

RESULTS.Only early neglect significantly predicted aggression scores. Early abuse, later
abuse, and later neglect were not significantly predictive in a controlled model with
all 4 predictors.

CONCLUSION. This longitudinal study suggests that child neglect in the first 2 years of life
may be a more-important precursor of childhood aggression than later neglect or
physical abuse at any age.

ACCORDING TO DATA from agencies reporting child abuse and neglect allegations
in the United States, nearly 900 000 children each year experience maltreat-

ment, and the overwhelming majority of these children experience it in the form of
neglect.1 Of concern is the suggestion that neglect in early childhood may be an
important predictor of later aggression.2–4 The linkage of neglect specifically with
aggressive behavior is disputed. Some researchers have been unable to distinguish
subtypes of maltreatment.5 Others have failed to find a significant association be-
tween neglect and juvenile antisocial behavior,6 although there have been reports
that have found this connection.7–9 Moreover, the classification of the type of
maltreatment often is based on retrospective self-reports.

Ecological theory guides research into the causes and consequences of child maltreatment by describing risk and
protective factors (according to the individual child’s experience) interacting with a series of increasingly broad social
domains, such as family, neighborhood, and community.10 The degree to which negative outcomes may be attributable
to maltreatment itself or to the circumstances and experiences associated with maltreatment, such as family structure and
low income, remains controversial.11 Similarly, risk factors for child maltreatment, such as maternal depression12,13 and
neighborhood characteristics,14 may themselves predict adverse child outcomes such as aggression.15,16

The purpose of the current study was to examine the relationships among child neglect, child abuse, and childhood
aggression over time. The longitudinal design of the study allowed separate examinations of the effects of early abuse, early
neglect, more-recent abuse, and more-recent neglect on later aggression in childhood, controlling for sociodemographic
factors known to be associated with both aggression and maltreatment. Child development theories that emphasize the
lasting impact of early childhood experiences such as disruption of parent-child attachment17 suggest that early maltreat-
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ment may be a stronger predictor of later aggression than
later maltreatment. Although there continues to be em-
phasis on child abuse in the lay and professional media, we
hypothesized that early neglect may be as strong a predic-
tor as early abuse.

METHODS

Sample
The present analysis uses data collected from the pri-
mary caregivers of children participating in Longitudinal
Studies of Child Abuse and Neglect (LONGSCAN), sup-
plemented with maltreatment data from state child pro-
tective services (CPS) central registries and local CPS
agencies. LONGSCAN is a consortium of 5 studies exam-
ining the antecedents and consequences of child mal-
treatment. A brief description of the 5 samples follows.

The LONGSCAN consortium consists of 4 US urban
sites, located in the Northwest, Southwest, Midwest, and
East, and 1 statewide site in the South. Although the
sites used different criteria for sample selection (de-
scribed below), all included children either known to
have been maltreated or at risk of maltreatment by
virtue of medical or socioeconomic risk factors. These
sites are linked through a coordinating center and an
agreement to share objectives, measures, data collection
strategies, and data management. The ability to compare
and pool data from these independent samples is a
strength of the LONGSCAN design. A more-detailed de-
scription of the objectives and design of LONGSCAN is
available elsewhere.18

The Northwest sample (n � 254) consisted of children
who were reported to CPS for maltreatment before 5
years of age and were judged to be at moderate/high risk
for future maltreatment on the basis of a state risk as-
sessment tool. The Southwest sample (n � 330) con-
sisted of children who had already been reported and
removed from the care of their biological parent(s) be-
cause of maltreatment. At the 4-year interview, these
children might or might not still have been residing in
foster care. The Midwest sample (n � 245) included 3
groups of children. Two of the groups consisted of chil-
dren reported to CPS; 1 of the reported groups was
referred to a therapeutic intervention program, and the
other received standard care. The third group consisted
of nonmaltreated neighborhood children, matched with
respect to age, ethnicity, and family socioeconomic sta-
tus. The East sample (n � 282) was recruited from
inner-city, pediatric clinics serving low-income families
and consisted of 3 groups, that is, (1) children diagnosed
as having failure to thrive in the first 2 years of life, (2)
children at risk for HIV infection, and (3) a nonmal-
treated comparison group with risk factors associated
with poverty.

The South sample (n � 243) was derived from an
earlier study in which a cohort of newborns at risk for
adverse health or developmental outcomes and a sys-
tematic sampling of matched control subjects were re-
cruited from area hospitals. At-risk determinants in-
cluded low birth weight, preterm birth, no prenatal care,
young maternal age, caregiver with alcohol or substance

abuse problems, and single caregiver with no family
support. At 4 years of age, a random sample of children
in this original cohort who had been reported to the state
central registry on child abuse and neglect and a 2:1
comparison group of unreported children, matched with
respect to gender, race, and income, were enrolled in
LONGSCAN.12

Procedures
At each data collection point, corresponding approxi-
mately to child ages 4, 6, and 8 years, the child’s primary
caregiver (the biological mother in the majority of cases)
completed a 2-hour, face-to-face interview with both
standardized and consortium-developed measures. At
age 4, developmental testing of the child was also con-
ducted. At ages 6 and 8, separate face-to-face interviews
were conducted with the caregiver and the child.
Trained project staff members conducted all face-to-face
interviews. Maltreatment data were based on local CPS
records abstracted with identical data collection tools by
coders at the 5 sites. Case record review data were en-
tered at each site by using a common data entry system
and then were processed at the LONGSCAN coordinat-
ing center. Instruments and protocols were approved by
the local institutional review boards at each of the 5 sites
and at the coordinating center.

Measures

Independent Variable: Maltreatment
The maltreatment status of each child was determined
by reviewing local CPS case records of child maltreat-
ment allegations approximately every 2 years, using a
project-developed coding sheet. The coding system used
to classify maltreatment across all LONGSCAN sites
is the Modified Maltreatment Classification Scheme
(MMCS).19 This system is based on the Maltreatment
Classification Scheme developed by Barnett et al.20 The
MMCS allows for definition of neglect, physical abuse,
sexual abuse, and emotional maltreatment with greater
precision. The coders at each local site were trained to
abstract local case records by LONGSCAN research staff
members from the Northwest site and the coordinating
center. Coders abstracted actual case records (blinded)
until they achieved �90% reliability in comparison with
the data abstracted by the trainers. As a result, all mal-
treatment reports were recoded across the 5 local LONG-
SCAN sites by using a single coding system with ade-
quate reliability.

In the MMCS, physical abuse occurs when a caregiver
or other responsible adult intentionally inflicts physical
injury (of any degree of severity or lasting consequence)
on a child for whom he or she is responsible. Injuries
occurring in the course of trying to force or to coerce the
child to engage in sexual activities (as opposed to injuries
inflicted in the course of sexual activity) would be con-
sidered physical abuse. Excluded from the physical abuse
category are culturally sanctioned physical alterations
such as circumcision and ear-piercing, as are threats
without physical contact.

Sexual abuse is defined as attempted or actual sexual
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contact or interaction of any form between the subject
and a caregiver or other responsible adult for purposes of
the adult’s sexual gratification or financial benefit, in-
cluding physical injuries that result directly from sexual
activity. Making no attempt to prevent exposure of the
child to the adult’s sexual activity also is considered
sexual abuse. Both the MMCS and the Maltreatment
Classification System define caregiver or other responsi-
ble adult as any family member or friend who has a
relationship with the child or is in a position of authority
over the child (eg, baby-sitter). Sexual abuse outside the
purview of CPS was not assessed.

Physical neglect is composed of 2 subtypes. The first
subtype, failure to provide, involves the failure of the
caregiver or responsible adult to meet the minimum
physical needs of the child. In the case of families in
poverty, physical neglect is scored if a child’s physical
needs are not met because the parents did not exert
minimal efforts to take advantage of available commu-
nity resources, such as food stamps or emergency shel-
ters. The second subtype, lack of supervision, occurs
when the caregiver or responsible adult does not take
sufficient, developmentally appropriate action to ensure
the child’s safety inside and outside the home setting.
Inadequate supervision of the child, supervision by an
unsuitable or unsafe temporary caretaker, and exposure
to an unsafe environment are examples of this subtype
of neglect.

By using the MMCS, maltreatment status was deter-
mined for 4 nonoverlapping time intervals, that is, from
birth to the child’s second birthday, from age 2 to the
fourth birthday, from age 4 to the sixth birthday, and
from age 6 to the eighth birthday. In the present study,
early neglect was coded if a referral (ie, a report) for any
type of neglect in the period from birth to age 2 was
found in the CPS records. Early abuse was coded if there
was a referral for any physical or sexual abuse in the
period from birth to age 2. Later neglect and later abuse
were coded if there was a referral within the 2-year
period immediately preceding each data collection point
(ie, on or near the fourth, sixth, and eighth birthdays).
The early abuse and early neglect indicators are time-
invariant, that is, the values are equivalent across all of
the next 3 time points. The later indicators, of course,
may be different for each period.

Neglect and abuse were not mutually exclusive cate-
gories. If a subject was reported for both abuse and
neglect in the same time period, then the reports were
coded “1” for each of the 2 types of maltreatment. In the
earliest time period (0–2 years), 198 subjects (15%) had
reports of both neglect and abuse. In the later time
periods, �14% of those between 2 and 4 years of age,
�8% of those between 4 and 6 years of age, and �5% of
those between 6 and 8 years of age had reports of both
abuse and neglect. Over the 8-year period, 387 (29%) of
the 1318 subjects had reports of both abuse types for at
least 1 of the 4 time periods.

All CPS reports, whether substantiated or not, were
considered indicators of maltreatment. Despite the pos-
sibility of false-positive cases, there is strong evidence
that many unsubstantiated reports do involve maltreat-

ment.21,22 For many academic and childhood psychoso-
cial outcomes, including aggression and delinquency,
the consequences of unsubstantiated and substantiated
reports do not differ.23,24 To the extent that definition of
our predictor as all maltreatment reports might intro-
duce cases where no maltreatment actually occurred
(false-positive cases), the use of this measure should
provide a conservative estimate of the influence of mal-
treatment on aggressive behavior.

Dependent Variable: Aggression
Evaluation of aggressive behavior, the dependent vari-
able, was based on the perceptions of the child’s primary
caregiver. The primary caregiver completed the Child
Behavior Checklist (CBCL), which is a widely used mea-
sure of child behavior problems for ages 4 to 18 that has
good reliability, stability, and predictive validity and has
been normalized with both nonclinical and clinical sam-
ples.25 The CBCL aggression subscale consists of 20 ques-
tions about behaviors such as arguing, cruelty to others,
destruction of property, disobedience, threatening peo-
ple, and fighting or physically attacking others. The pri-
mary caregiver was asked to rate the child on each
behavior (eg, “gets into many fights”), using a 3-point
scale coded 0 (not true), 1 (somewhat or sometimes
true), or 2 (very true or often true). Ratings were based
on current behaviors or those within the past 6 months.
Responses were then summed to form an aggression
score with a possible range of 0 to 40. We used caregiver-
reported CBCL aggression subscale scores from the age 4,
6, and 8 interviews as our outcome measure.

Control Variables

Caregiver Depression
The Center for Epidemiologic Studies Depression

Scale was used to measure self-reported depressive
symptoms experienced in the past week by the caregiver
at the age 4 and 6 interviews.26 The instrument consists
of 20 items assessing 6 major manifestations of depres-
sion, including depressed mood, feelings of hopelessness
and worthlessness, loss of appetite, and sleep distur-
bance. Responses are coded on a 4-point scale ranging
from 0 (rarely or none of the time) to 3 (most or all of
the time), resulting in a score with a possible range of 0
to 60. At age 8, the depression subscale of the Brief
Symptom Inventory27 was used to assess caregiver de-
pression. This subscale includes 6 items assessing depres-
sive symptoms over the past 7 days. Responses are coded
on a 5-point scale ranging from 0 (not at all distressed) to
4 (extremely distressed). Scores at all 3 time points were
centered with a mean of 0 and a SD of 1.

Demographic Factors
At each interview, caregivers completed questions on

demographic measures including marital status, years of
education, and family income. Family income was coded
by assigning to each subject a value representing the
midpoint of 1 of 11 categories, in $5000 increments
(from $0–4999 to $50 000 or more).
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Neighborhood Safety
At ages 4 and 8, the Neighborhood Short Form28 was

administered. One item (ie, “It’s dangerous in this neigh-
borhood”) was used in the present study. Responses
were coded on a scale of 1 (“very much like our neigh-
borhood”) to 4 (“not at all like our neighborhood”). At
age 6, the Neighborhood Risk Assessment was adminis-
tered.29 One item from this measure (ie, “It’s safe for my
child to play outside in our neighborhood”) was used.
Responses were coded on a scale of 1 (never true) to 5
(always true). For both measures, higher scores indi-
cated a safer neighborhood. Item scores at all 3 time
points were centered with a mean of 0 and a SD of 1.

Additional Control Variables
We also controlled for the child’s gender and race/

ethnicity. The current sample included 639 boys (48%)
and 679 girls (52%). Child race/ethnicity was dichoto-
mized as non-Hispanic white (n � 345; 26%) or other
(n � 973; 74%). Finally, because of potential differences
across the sites that were not accounted for by other
measures, we followed the procedure of previous stud-
ies30,31 and included dummy variables to control for site
(omitted category: Northwest).

Statistical Analyses
A general, linear, mixed model (GLMM) technique was
used for this study because, in the analysis of longitudi-
nal data, repeated observations for the same individual
are correlated. This correlation violates the assumption
of independence necessary for more-traditional, repeat-
ed-measures analyses and leads to bias in regression
parameters. Typically, ignoring the correlation of obser-
vations leads to smaller SEs and increases type I errors.32

GLMMs are more appropriate than other ordinary least-
squares methods for accommodating such correlations.
Also, mixed models such as GLMMs are able to accom-
modate missing data, unbalanced designs, and the inte-
gration of fixed and time-varying covariates,32–34 all of
which are issues in the current study.

Neglect and abuse were not mutually exclusive cate-
gories. If a subject child was reported for both abuse and
neglect in the same time period, then the reports were
coded for each. The random variables were coded as

dummy variables (neglect: N � 1; no neglect: N � 0;
abuse: A � 1; no abuse: A � 0). To control for the
possible additive effect of experiencing both types of
abuse, 2 interaction terms (early abuse � early neglect
and later abuse � later neglect) were added to the
model.

A hierarchical, linear model approach, a special case
of GLMM, was used here. All model parameters were
estimated by using the PROC MIXED procedure in SAS
for Windows 8.02 (SAS Institute, Cary, NC). The model
consisted of 12 predictors (child gender, child race/eth-
nicity, child age, caregiver martial status, caregiver de-
pression, caregiver years of education, family income,
neighborhood safety, early neglect, early abuse, later
abuse, and later neglect) plus 2 interaction terms (early
neglect � early abuse and later abuse � later neglect)
and 4 dummy codes representing the study sites (the
Northwest site was the reference category). The model
fitted was of the type Y � X��Z�, where � represents
the unknown parameters for the fixed effects of the
vector of covariate X, and Z� represents the random
component of the model. The random component in-
cluded a random intercept for subject, in addition to the
random error component. The variance-covariance for
the model was assumed to be block diagonal but un-
structured within a block defined by subject. Results
present the estimated fixed effects and their significance,
as is standard for such analyses.

RESULTS
Of the 1354 LONGSCAN subjects, 1318 had �1 inter-
view at age 4, 6, or 8 years. Of the 1318 subjects, 1129
had an interview at age 4, 1133 had an interview at age
6, and 1052 had an interview at age 8. Sixty percent of
the sample subjects had been reported to social services
for abuse, neglect, or abuse and neglect before age 4.
Between ages 4 and 6 years, 20.6% of the subjects were
reported for maltreatment; between ages 6 and 8 years,
17.2% of the subjects were reported. Sample demo-
graphic and descriptive factors are reported for each time
point in Table 1. The distribution of abuse and neglect
categories is presented in Table 2.

To compare the level of aggression in the current

TABLE 1 Comparison of Sociodemographic Characteristics of the Sample at Ages 4, 6, and 8 Years
(N � 1318)

Sample Characteristics Age 4 Age 6 Age 8

Child’s race/ethnicity, non-Hispanic white, % 26.8 25.9 25.5
Child’s gender, female, % 52.1 51.5 51.9
Caregiver’s marital status, single, % 66.9 67.8 65.4
Maltreatment reports, %a 60.2 20.6 17.2
Family income, median, $ 12 500 12 500 17 500
Caregiver’s education, mean � SD, y 11.7 � 2.07 11.7 � 2.17 11.9 � 2.14
Depression score, mean � SDb 12.5 � 10.8 12.0 � 10.6 0.3 � 0.5
Neighborhood safety score, mean � SDc 2.9 � 1.1 3.7 � 1.3 3.1 � 1.1
a Age 4 indicates 0 to 4 years; age 6, 4 to 6 years; age 8, 6 to 8 years.
b At ages 4 and 6, the Center for Epidemiologic Studies Depression Scale was used to assess caregiver depression (possible range: 0–60). At age
8, the Brief Symptom Inventory Depression Scale was used (possible range: 0–4).
c At ages 4 and 8, the Neighborhood Short Formwas administered (possible range: 0–4). At age 6, the Neighborhood Risk Assessment was used
(possible range: 0–5). In all cases, higher scores indicate safer neighborhoods.
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sample with that of children without a history of or risk
factors for maltreatment, a review of the literature was
conducted. No better normative data for aggression
scores than those reported by Achenbach25 for a non-
clinical population of children were found. For purposes
of comparison, CBCL aggression scores for the study
sample are reported for each of the 3 time points in Table
3. The normative data reported by Achenbach25 are also
shown. Although statistical comparisons were not pos-
sible, mean CBCL aggression subscale scores for the
study sample were higher than the mean scores for the
sample reported by Achenbach25 at 4 to 11 years of age.

With the use of maximum likelihood as our model
estimation method, the overall model fit was good (�2 �
858.49; P � .0001). Of the control and confounder vari-
ables, child gender, child age, caregiver depression, neigh-
borhood safety, and Midwest site were all significant pre-
dictors of aggression scores. Specifically, boys had higher
aggression scores than girls, younger children had higher
scores than older children, and more caregiver depressive
symptoms were associated with higher aggression scores.
Safer neighborhoods were associated with lower aggres-
sion scores, and the Midwest site had lower aggression
scores, compared with the Northwest site.

With respect to the maltreatment variables of interest,
only early neglect predicted aggression scores significantly
(t � 2.80; P � .01). Early abuse, later abuse, and later
neglect were not significantly predictive, and neither were
the interaction terms controlling for the potential additive
effect of having been reported for both abuse and neglect
(Table 4). Finally, we used a fully controlled model with
interactions terms for age at each interview (4, 6, and 8
years) � early neglect, to examine whether the impact of
early neglect was being driven by a specific visit effect;
there were no significant interactions.

DISCUSSION
Despite the fact that neglect is the single most frequent
type of maltreatment, it is less frequently the subject of
studies, compared with other maltreatment types.35 This

may be partly attributable to the mistaken belief that
physical or sexual abuse is more serious than neglect. As
a longitudinal study, LONGSCAN offers a rare opportu-
nity to observe the long-term effects of maltreatment
according to timing and type of maltreatment. As this
study demonstrates, neglect may have profound and
long-lasting effects on the child, particularly if that ne-
glect occurs early in the child’s development. It would be
premature, however, to conclude that the impact of
neglect on subsequent aggression is greater than that of
abuse, given the possibility that, even in this at-risk
sample with a high prevalence of maltreatment, some
false-negative cases may remain undetected and many
social and environmental risks that might contribute
directly to the development of aggression remain unac-
counted for in our study.

Our findings are consistent with our understanding of
the importance of exposure to maltreatment during the
early stages of child development. Dubowitz et al36 found
a significant relationship between psychological neglect
and both internalizing and externalizing behaviors at 3
years of age. Although early maltreatment has been
associated with a host of negative outcomes in later
childhood, including aggressive and delinquent behav-
ior11,37,38 and even adult criminal and antisocial behav-
ior,2,39 Thornberry et al9 failed to find an effect of mal-
treatment (including both neglect and abuse) occurring
only in early childhood on behavior in early adoles-
cence. They did, however, find an impact of childhood-
only neglect. As they stated, “Thus it appears that the
general impact of childhood-only maltreatment on early
adolescent outcomes . . . is produced primarily by child-
hood neglect, rather than childhood physical abuse.”9

Many future studies are suggested by this analysis.
Neglect does not often occur in isolation. Even in a
longitudinal study with �1300 subjects, testing the ef-
fects of combinations of neglect with other types of
maltreatment is challenging. In addition to aggression, it
is important to study other childhood social, emotional,
behavioral, cognitive, and health outcomes, to deter-
mine the possible distinct effects of different types of
maltreatment. Although this study examined primarily
risk factors, knowing the adverse consequences of ne-
glect should make it possible for future studies to exam-
ine protective factors as well. Such studies would need to
monitor subjects into adolescence and beyond, to deter-
mine the later outcomes of neglect. Perhaps most diffi-
cult would be studies of whether service interventions
could prevent children who were neglected in their early
years from becoming aggressive school-aged children.

Several limitations with respect to the generalizability

TABLE 2 Prevalence of Early and Later Abuse and Neglect
According to Time Period (N � 1323)

Type of
Maltreatment

Proportion, %

0–2 y 2–4 y 4–6 y 6–8 y

Early neglect 38.1
Early abuse 22.9
Later neglect 27.4 15.3 11.8
Later abuse 23.6 13.1 10.5

TABLE 3 Comparison of CBCL Aggression Subscale Raw Scores for Study Sample and Normative Sample

Score, Mean � SD

Age 4 Age 6 Age 8 Across
Time

Normative Sample
(Ages 4–11)a

Male 11.3� 7.5 11.4� 7.5 10.7� 7.3 11.2� 7.5 8.2� 5.8
Female 10.7� 6.9 10.2� 6.8 9.4� 7.1 10.1� 6.9 7.0� 5.2
a Data reported by Achenbach.25
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and interpretation of our results should be noted. First,
the subjects were not drawn from a representative prob-
ability sample. Therefore the findings cannot be gener-
alized to all US children from birth to 8 years of age.
However, this sample does represent a population of
children at elevated risk for or exposed to maltreatment,
allowing examination of the impact of neglect alone,
particularly early neglect, on subsequent aggressive be-
havior. Second, despite the high prevalence of maltreat-
ment in our sample, the possibility of false-negative
cases cannot be ruled out, and the effect that such an
omission might have on the findings is not known.
Third, site is a potential confounder because of study
recruitment strategies and possible geographic influ-
ences. We attempted to control for this influence by
including site in the model. The significant effect for the
Midwest site (relative to the Northwest site) is evidence
that site is associated with aggression scores in the cur-
rent study. Nevertheless, the significant effect of early
neglect was detected.

One potential confounder for which we were not able
to control was change in caregiver over time. In our
sample, 71% of subjects had the same caregiver across
the 8 years of the study reported here. Although there is
no reason to expect, a priori, that changes in caregiver
would be differentially related to neglect and later ag-
gression on one hand and abuse and later aggression on
the other, this possibility should be considered in future
work. Finally, caregiver reports of children’s behavior
may be influenced by the adult’s own psychological
functioning.40 However, in the case of depressed mater-
nal caregivers (who are disproportionately represented
in our sample), this is less likely for child externalizing
versus internalizing behaviors.41

Although this is a longitudinal study, the nature of the
selected statistical analysis technique does not allow us to
rule out the possibility that aggressive children elicit ne-
glectful parenting. However, it is a much more probable
scenario that child neglect in the early years elicits subse-
quent aggressive behaviors in school-aged children. De-
spite these limitations, this study clearly demonstrates that
researchers, service providers, and policymakers should
take early childhood neglect more seriously.

CONCLUSIONS
Youth violence is an important public health concern.42

Recent observations from 5 countries confirm the devel-

opmental trajectory from childhood physical aggression to
adolescent violent and nonviolent delinquency.43 Al-
though rates of juvenile violence in the United States have
decreased in recent years, the rates of violence among high
school students are still very high.44 The most-recent data
from the Youth Risk Behavior Surveillance System suggest
that one third of high-school students engage in physical
fights, 1 in 5 carries a weapon, and 1 in 20 misses school
time because of concerns about safety.42 Early aggressive
and delinquent behavior predicts youth violence, which in
turn strongly predicts adult criminal and antisocial behav-
ior.45 Therefore, solving the problem of early neglect has
the potential for immediate, intermediate, and long-term
benefits. Although many approaches to the prevention of
youth violence have been developed,46 the impact of ne-
glect on childhood aggression, and indirectly on youth
violence, has largely gone unstudied. This study demon-
strates the importance of exposure to and timing of neglect
in the development of early aggressive behaviors and sug-
gests that early neglect may be a more-important precursor
of youth violence than is physical abuse.
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