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Accurate assessment of adverse life events (ALEs; e.g., 
maltreatment, violence exposure, and death of loved ones) 
is critical to identifying exposed children, understanding 
why children experience maladjustment following ALEs, 
and connecting these children to services. For young chil-
dren (i.e., approximately < 8 y.o.), assessment often relies on 
caregivers because of these children’s developmental level. 
For example, young children may not remember ALEs that 
occurred to them in the distant or even recent past, or may 
not have the language skills to know what types of events 
are being assessed for (e.g., Bartlett, 2020; Ogle et al., 
2008). Given the importance of relying on caregiver report 
for the assessment of ALEs in young children, it is neces-
sary to evaluate and understand the factors that may influ-
ence caregiver reporting behaviors.

An important consideration in this assessment context is 
understanding how differences in assessment format may 
influence a caregiver’s endorsement of ALEs (Oh et al., 
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Abstract
Although caregiver reports of adverse life events (ALEs) in young children yield notable discrepancies for face-to-face 
interview vs. paper-and-pencil questionnaire assessments, the factors contributing to these differences are not well under-
stood. The present study addressed this knowledge gap by examining multiple factor domains for caregivers (e.g., care-
givers’ assessment beliefs, mental health, demographics) that might play a role in these discrepancies. Participants were 
57 caregivers (Mage = 33.72; 96.5% biological mothers; 61.4% Black/African American) of pre-school and school-age 
children who completed an interview and questionnaire ALE assessment, as well as measures of mental health challenges 
and research participation beliefs (e.g., positive experience, privacy, research rights). Concordance between formats at the 
participant level was mostly in the moderate range. Results suggested that participants were more likely to believe they 
could exercise their research rights (e.g., know they could terminate the assessment at any time) during the interview 
format relative to questionnaire format. Caregiver mental health, race-congruence with the interviewer, and participation 
beliefs were not significantly associated with total agreement. However, participants from lower federal poverty levels 
tended to demonstrate lower agreement between formats, compared to participants from higher federal poverty levels. 
Taken together, these findings highlight the need for dual approaches to assess ALEs in children when relying on care-
giver report, as well as to ensure the aspects of the ALE administration procedure (including before and after the ALE 
assessment) are similar across assessment formats. This may be especially important when working with families from 
low-income backgrounds to improve detection of ALEs in young children.

Keywords  Childhood adversity · Trauma · Stress · Children · Assessment · Methodology

Accepted: 5 January 2026
© The Author(s) 2026

Improving the Assessment of Childhood Adversity: Factors Influencing 
Questionnaire and Interview Method Concordance

Austen McGuire1 · George M. Slavich2 · Neal Kingston3,4 · Damion Grasso5 · Yo Jackson6

1 3

https://doi.org/10.1007/s40653-026-00817-2
http://crossmark.crossref.org/dialog/?doi=10.1007/s40653-026-00817-2&domain=pdf&date_stamp=2026-2-24


Journal of Child & Adolescent Trauma

2018). For caregivers reporting on young children’s ALEs, 
the two most utilized assessment modalities are (a) face-
to-face interviews and (b) paper-and-pencil questionnaires 
(e.g., Eklund et al., 2018; Oh et al., 2018). There are several 
notable differences between interviews and questionnaires 
and each method has its proposed strengths and weak-
nesses, resulting in the widespread use of both formats. 
For example, interview approaches are thought to permit 
researchers greater opportunities to capture detailed infor-
mation and build rapport through in-depth conversations on 
ALEs (e.g., Harkness & Monroe, 2016). However, this can 
come with important trade-offs, as interviews can be time 
consuming and require greater resources to implement and 
analyze in research. In contrast, paper-and-pencil question-
naires may be shorter and less burdensome to reporters and 
researchers compared to interviews, which can be important 
in research studies with limited budgets or when working 
with challenging to reach populations (e.g., youth in foster 
care; Milne & Collin-Vézina, 2015; Oh et al., 2018). Yet, 
the information obtained from questionnaires may be lim-
ited in scope because of their brevity. Unsurprisingly, sev-
eral studies have documented significant differences in ALE 
endorsement between these assessment formats when rely-
ing on caregiver report, with agreement and concordance 
estimates ranging greatly from low to high (e.g., Allen et 
al., 2012; McGuire et al., 2024a). However, the factors 
explaining these differences are not well understood, as 
minimal research has evaluated why discrepant reporting 
might occur. Understanding why such discrepancies occur 
can help provide guidance to the field on improving ALE 
measurement and potentially address weaknesses inherent 
within each measurement format.

In one of a very limited number of studies available with 
young children, Glackin and colleagues (2019) surveyed 
low-income caregivers of preschool age children to exam-
ine the role of caregiver characteristics in explaining these 
discrepancies. The authors found that caregiver psychopa-
thology (e.g., distress) and low education were associated 
with lower concordance between assessment methods when 
asking about children’s ALE exposure (e.g., sudden loss 
of a loved one). Relatedly, Wagner and colleagues (2006) 
found that caregivers’ anxiety symptoms, but not depres-
sive symptoms or cognitive vulnerability, were associated 
with overreporting of ALE severity scores on a question-
naire relative to an interview, but none of these factors were 
associated with differences in endorsement of ALE types 
between these measures. Aside from the studies by Glackin 
et al. and Wagner et al., most research on ALE assessment 
formats discrepancies has come from adults reporting about 
their own ALEs, often looking at the individual factors of 
the reporter in relation to agreement. For example, studies 
on adults have revealed an association between adult mental 

health challenges (e.g., distress, posttraumatic stress symp-
toms) and format discrepancies when reporting on ALEs 
(e.g., Van Geizan et al., 2005).

However, there are several factors in the adult self-report 
literature of ALEs that have yet to be examined when rely-
ing on adult (i.e., caregiver) report of a child’s ALE expo-
sure. One domain is caregiver beliefs of assessment formats. 
For example, evidence from the adult literature suggests 
that privacy or confidentiality beliefs may relate to ALE 
reporting differences between interview and questionnaire 
formats. Specifically, questionnaires are sometimes thought 
to provide more anonymity and privacy compared to inter-
views (e.g., Decker et al., 2011; DiLillo et al., 2006). For 
example, Kubiak and colleagues (2012) compared response 
rates for ALEs between an interview and anonymous survey 
in a sample of predominately Black female adults, finding 
that physical and sexual assault rates were approximately 
twice as high in the anonymous questionnaire compared to 
the face-to-face interview. However, contrasting evidence 
has also been published suggesting interview and question-
naire formats produce similar levels of perceived confiden-
tiality. For example, Reddy and colleagues (2006) examined 
adult participants’ willingness to report on sensitive topics 
(e.g., substance use, abuse) using a questionnaire, phone 
interview, face-to-face interview, and automated phone 
approach, finding similar perceived confidentiality between 
the in-person questionnaire and interview. Beyond confi-
dentiality, research has also demonstrated that perceived 
positive experiences and costs/benefits may also relate to 
differences in reporting in the context of a research study 
(DePrince & Chu, 2008; Jaffe et al., 2015; Legerski & Bun-
nell, 2010).

Present Study

Collectively, there has been minimal research examining 
potential factors underlying agreement between assess-
ment approaches for caregiver reporters of children’s ALEs. 
However, research on this issue is critical to improving 
evidence-based assessment practices of ALEs for children, 
as well as to better serve children and families exposed to 
ALEs. Further, while the adult literature can provide auxil-
iary evidence for how adults might respond when reporting 
about their child’s ALEs, evidence suggests that the appli-
cation of this literature is limited. For example, Lewinsohn 
et al. (2003) compared reports from adults on interview 
and questionnaire approaches for ALEs occurring to the 
self and close others (e.g., spouse/partner, close relative, or 
close friend), finding that approximately 20% of reported 
events that occurred to other close individuals were reported 
on both the questionnaire and interview formats. The level 
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of agreement between formats for events occurring to the 
close individuals was much less compared to the amount 
of agreement when reporting about themselves, suggesting 
that reporting behaviors between formats may vary depend-
ing on who is being reported on, even for other close family 
members.

To address these knowledge gaps, the current study 
examined several caregiver specific factors identified in the 
adult and child ALE assessment literature that may contrib-
ute to lack of agreement between face-to-face interviews 
and paper-pencil questionnaires. This included examin-
ing caregiver assessment belief differences between ALE 
formats, as well as examining psychological concerns 
and individual level demographics. This was achieved by 
administering caregivers a similar and comprehensive ALE 
assessment that inquired about 50 different types of ALEs 
in both interview and questionnaire formats. Based on the 
adult self-report literature, it was hypothesized that con-
fidentiality/privacy beliefs and mental health symptoms 
would demonstrate a relation with agreement, such that 
caregivers who had greater differences in their confidential-
ity/privacy belief scores and higher reported mental health 
symptoms would demonstrate lower agreement in the ALE 
reporting between measures. Given the limited and mixed 
literature in this domain, there were no specific hypotheses 
regarding the direction of this relation as it relates to over or 
under reporting on a certain ALE assessment format.

Method

Participants

Participants were 57 caregivers of preschool and school-age 
children, recruited from a large midwestern county in the 
United States. Participants were connected to the research 
project through local agencies and organizations serving 
families from predominately low-income backgrounds (e.g., 
local food support services and Head Start). The following 
eligibility criteria were utilized to ensure caregivers could 
reliability and ethically participate in the study: (a) have a 
child 3–9 years of age, (b) be the legal guardian of the child, 
(c) caregiver’s and child’s primary language is English, and 
(d) have no self-reported developmental or autism spectrum 
disorder diagnosis for the child or caregiver. Sixty caregivers 
who enrolled in the study. Three caregivers were excluded 
from data analysis for not completing the second time point. 
Caregivers’ mean age was 33.72 years (SD = 6.97) and most 
identified as biological mothers (96.5%). Children were on 
average 6.11 years old (SD = 1.60, range: 3–9), and there 
was a slight majority of male children (57.9%). Most care-
givers (61.4%) and their child (59.6%) identified as Black 

or African American, followed by white (caregiver = 29.8%, 
child = 26.3%) and then multiracial (caregiver = 3.5%, 
child = 10.5%) or Asian for caregivers (3.5%). According to 
the U.S. Department of Health and Human Services (2021) 
federal poverty guidelines using yearly family income and 
individuals in the household, over half (54.3%) of families 
who participated were below the federal poverty level.

Measures

Demographics  Caregivers completed a demographics form 
that included information on their and their child’s age, sex, 
family income, living situation, race, and ethnicity.

ALE Assessment Beliefs  Caregivers completed a modified 
version of the Reactions to Research Participation Ques-
tionnaire for Parents (RRPQ-P; Kassam-Adams & New-
man, 2002, 2005) to assess for beliefs about completing 
the ALE assessments. The RRPQ-P measures views about 
participating in research with four subscales (12 items 
total; 3 items each subscale): Positive Appraisals, Negative 
Appraisals, Consent/Privacy Issues, and Understanding of 
Consent Form. These subscales form two composite scales 
for Total Positive Appraisal (Positive Appraisals, Negative 
Appraisals) and Trust/Information (Consent/Privacy Issues, 
Understanding of Consent Form). Caregivers responded 
to each item using a five-point Likert scale from 1 (“No: I 
strongly disagree”) to 5 (“Yes: I strongly agree”). The pres-
ent study used two similar but modified versions (interview 
and questionnaire versions) of the measure. Each measure 
used the same questions and same question structure. How-
ever, at each assessment session, the words were modified to 
ask specifically about the administered ALE assessment at 
each assessment session (e.g., for a ALE interview Consent/
Privacy question - “The things I said today in the interview 
will stay private;” for a ALE questionnaire Consent/Privacy 
question - “The things I said today in the questionnaire will 
stay private”). The RRPQ-P has demonstrated satisfactory 
reliability and validity in studies involving caregivers with 
children exposed to ALEs (Kassam-Adams & Newman, 
2002). Internal consistency measurements using Cronbach’s 
alpha (α) and McDonald’s Omega (ω) for the current study 
were below satisfactory for some but not all subscales: Nega-
tive Appraisals- interview (α = 0.46, ω = 0.62), questionnaire 
(α = 0.56, ω = 0.57); Positive Appraisals- interview (α = 0.59, 
ω = 0.70), questionnaire (α = 0.64, ω = 0.71); Consent/Pri-
vacy Issues- interview (α = 0.65, ω = 0.72), questionnaire 
(α = 0.70, ω = 0.73); Understanding of Consent Form- inter-
view (α = 0.75, ω = 0.80), questionnaire (α = 0.83, ω = 0.86). 
Because of the low internal reliability measurements for 
the Negative Appraisals subscale across both format types, 
this individual subscale was not evaluated independently in 
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then proceeded through the remaining types of events not 
initially discussed until all 50 events were assessed. Of note, 
all interviews were conducted with the same interviewer, 
who identified as a white, non-Hispanic, cisgender male and 
was a mental health professional with experience serving 
ALE exposed populations.

Procedures

All procedures were approved by the institutional review 
board of the first author’s institution. There were two time 
points in the current study, which used a repeated-measures 
within-subjects design. Following participant recruitment 
and screening, participants were scheduled for the first data 
collection session at an accessible community location (e.g., 
local community event space). At the first session, partici-
pants completed consent procedures and then were adminis-
tered a battery of study questionnaires via an online survey 
with a laptop computer, which for the current study con-
sisted of the demographics and BSI measures. Next, par-
ticipants were administered the first ALE assessment type. 
To ensure counterbalancing, participants were randomly 
assigned at sign up to begin with either the interview or 
questionnaire (n = 29 began with the questionnaire, n = 28 
began with the interview). Immediately after completing 
the ALE assessment, participants completed the RRPQ-P 
that corresponded with that version of the ALE assessment. 
Last, the participants completed a debriefing process with a 
member of the research team and were then scheduled for 
their second data collection session. Because of concerns 
about influence on reporting behaviors and the current study 
being part of a larger research, participants were not told 
that part of the study was examining their responses to the 
ALE assessment.

The second data collection occurred 7 to 21 days after 
the first data collection session, which was an appropriate 
timeframe to reduce the possibility of reporting fatigue or 
memory recall bias (e.g., Thabrew et al., 2012). The sec-
ond data collection followed a similar procedure to the first 
data collection. Participants again engaged in a consent 
form review process with a member of the research team, 
followed by completion of the second form of the ALE 
assessment. Again, immediately following the ALE assess-
ment, participants completed the corresponding version of 
the RRPQ-P. At the end of the second session, participants 
completed a second debriefing session with a member of the 
research team and were provided financial compensation 
for their participation. Of note, all data collection occurred 
during the COVID-19 pandemic. Thus, all research study 
personnel and participants wore facemasks during all data 
collection activities.

the analyses. Internal consistency measurements were sat-
isfactory for the composite scales: Total Positive Apprais-
als- Interview (α = 0.73, ω = 0.73), questionnaire (α = 0.73, 
ω = 0.74); Trust/Information- Interview (α = 0.81, ω = 0.83), 
questionnaire (α = 0.85, ω = 0.86).

Caregiver Mental Health  To examine caregivers’ mental 
health symptoms, the Brief Symptom Inventory (BSI; Dero-
gatis, 1993) was administered at the first time point of the 
study. The BSI is a 53 item self-report measure of sympto-
mology across several different domains of mental health 
concerns. The current study used the Global Severity Index 
(GSI) composite score. Participants responded using a five-
point Likert scale from 0 (“Not at all”) to 5 (“Extremely”) 
based on their symptoms over the last seven days. The BSI 
has demonstrated satisfactory psychometric properties in 
adults (e.g., Boulet & Boss, 1991; Hoe & Brekke, 2009). 
The composite GSI scale demonstrated satisfactory internal 
consistency in this study (α = 0.96, ω = 0.96).

Child’s ALE Exposure  Child’s lifetime ALE exposure his-
tory was obtained using modified versions of the PAIR 
Intergenerational Trauma Measure (PAIRIT), which was 
an assessment instrument created for the PAIR project 
through combining multiple ALE assessments to ensure 
a comprehensive analysis of all types of ALEs (for more 
information, please see Huffhines et al. [2021] or McGuire 
et al. [2024a]). The PAIRIT assesses for 50 different types 
of ALEs, such as exposure to direct and indirect violence, 
illness, natural disasters, and household dysfunction. Care-
giver were asked to indicate yes (1) or no (0) whether their 
child experienced each event. The PAIRIT also assessed for 
ALE characteristics (e.g., age of onset, frequency). How-
ever, due to sample size and endorsement among the 50 
different types of events, only type and polyvictimization 
of exposure was used in the current study. There were two 
forms of the PAIRIT- an interview and questionnaire for-
mat. Each format included the same 50 ALE types using a 
similar question structure. For the questionnaire, all ques-
tions were administered in the same set order using a paper-
pencil packet. Participants were monitored by research staff 
during completion of the questionnaire and permitted to ask 
the research staff questions if needed as they completed the 
packet. The interview format used a semi-structured design 
at the beginning of the interview, which is commonly used 
in ALE exposure interviews (Harkness & Monroe, 2016). 
That is, caregivers were first asked to provide a list of events 
the child had experienced. The interviewer then started with 
these events by asking for follow up information using an 
open-ended prompt (e.g., “Please tell me as much informa-
tion as you can about this event”). Following completion 
of the caregiver’s open-ended list of events, the interviewer 
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Results

ALE Exposure

The descriptive information for the primary variables of 
interest and participants is in Table 1. On average, caregiv-
ers reported exposure to multiple types of ALEs for their 
child, as indicated by a mean polyvictimization score for the 
interview of M = 9.42 (SD = 4.49) and for the questionnaire 
of M = 8.61 (SD = 5.62). Greater than 94% of children were 
reported to have been exposed to two or more types of ALEs 
based on either the interview or questionnaire format. There 
was a non-significant difference in polyvictimization scores 
between assessment formats, t(56) = 1.35, p =.18. The per-
centages of endorsement to all 50 types of events for both 
the interview and questionnaire measures are presented in 
Supplementary Table S1. To check for possible order effects 
between the questionnaire and interview, scores were com-
pared for the polyvictimization total score according to the 
starting format. All paired sample t-tests were non-signifi-
cant (i.e., all ts < 0.79, all ps > 0.43). Concordance estimates 
using Cohen’s kappa ranged from − 0.03 to 1.00 per partici-
pant for the 50 types of events. There was 1 participant in the 
poor range (i.e., κ < 0.00), 11 participants in the slight to fair 
range (κ = 0.00–0.40.00.40), 37 participants in the moder-
ate to substantial range (κ = 0.40–0.80.40.80), and 8 partici-
pants in the almost perfect to perfect range (κ = 0.81 − 1.00).

Research Participation Beliefs

The descriptive information for ALE format belief mea-
sures for both the interview and questionnaire assessment 
formats is presented in Table  2. Overall, composite and 
subscale scores on the RRPQ-P were similar between the 
interview and questionnaire format. This included simi-
lar reports (i.e., non-significant difference scores) for the 
Total Positive Appraisal and Trust/Information composite 
scales, as well as on the Positive Appraisals and Consent/
Privacy Issues subscales. The only exception was for the 
Understanding the Consent Form subscale, which demon-
strated a significant mean difference between the formats, 
t(56) = 1.97, p =.05. This suggested that participants tended 
to have stronger beliefs in their ability to exercise their 
research rights when completing the interview compared to 
the questionnaire. A post-hoc analysis used paired sample 
t-tests with each individual item of this subscale suggested 
that the difference was largely driven by RRPQ-P item 11 (“I 
knew I could stop the [interview/questionnaire] at any time 
today”), t(56) = 2.25, p =.03. This indicated that participants 
tended to have a better understanding of their ability to stop 
the interview, compared to stopping the questionnaire. All 

Data Analysis

All analyses were conducted in R Software- Version 4.3.0 (R 
Core Team, 2023). Descriptive information for participants 
and the main variables of interest were generated. Difference 
scores between each assessment format were calculated for 
the assessment format belief variables by subtracting the 
questionnaire values from the interview values (e.g., sub-
tracting the mean positive appraisal score of the question-
naire RRPQ-P from the mean positive appraisal score for 
the interview RRPQ-P). This allowed for the examination of 
overall differences in beliefs between each assessment for-
mat. Additionally, a total agreement score for the 50 differ-
ent types of ALEs was calculated by summing together the 
number of similar responses for all 50 ALE types between 
the questionnaire and interview (i.e., if the item related to 
exposure to community violence was endorsed on both 
the interview and questionnaire format, or not endorsed on 
both the interview and questionnaire, the participant would 
receive a 1 for that ALE). Additionally, for each participant, 
an unweighted Cohen’s kappa coefficient was generated 
based on the 50 ALE types between each assessment format 
to examine reporting concordance (Cohen, 1968; Tang et 
al., 2015). The correlations between the primary variables 
in the current study were also generated.

Next, a series of paired-samples t-tests were calculated to 
examine differences in reporting between the interview and 
questionnaire regarding ALE sum polyvictimization scores. 
Moreover, paired-samples t-tests were used to compare the 
mean values for the composite and subscales of the RRPQ-
P for each assessment approach to evaluate differences in 
beliefs between each assessment format. The t-statistics 
were examined for significance at p <.05. Lastly, a series 
of multiple linear regression models were generated using 
ordinary least squares to examine factors that may contrib-
ute to agreement between the questionnaire and interview 
ALE assessments. The sum agreement score was used as 
an outcome variable in the two examined models. For each 
model, caregiver’s race congruency with the interviewer 
(0 = interview congruent [i.e., white)] and 1 = non-congru-
ent), federal poverty level, and BSI-GSI raw score were 
included in each model as predictors. In addition to these 
three variables, one of the two RRPQ-P composite scales 
(i.e., Total Positive Appraisal and Trust/Information) was 
also included in the model. An a-priori power analysis indi-
cated that a sample size of 57 for a multiple linear regres-
sion model with four predictors would be able to determine 
a medium size effect with a power level of 0.60 or a large 
size effect with a power level of 0.95. The regression models 
were evaluated for regression coefficient significance using 
p <.05 and both the R2 and Adjusted R2.
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Table 2  Adverse life event (ALE) assessment beliefs
ALE Assessment Belief Variables Interview Format Questionnaire Format Format Comparisons

Mean (SD) Median Range Mean (SD) Median Range Mean Difference¢ t-test§ Cohen’sd
RRPQ-P Composite Scales
  Total Positive Appraisal 4.47 (0.61) 4.67 2.33–5.00 4.34 (0.47) 4.33 3.33–5.00 0.11 1.73 − 0.23
  Trust/Information 4.56 (0.50) 4.67 3.50–5.00 4.47 (0.61) 4.67 2.33–5.00 0.08 1.09 − 0.14
RRPQ-P Subscales
  Positive Appraisals 4.38 (0.55) 4.33 2.67–5.00 4.28 (0.59) 4.33 2.67–5.00 0.11 1.30 − 0.17
  Consent/Privacy Issues 4.60 (0.55) 5.00 2.33–5.00 4.61 (0.57) 5.00 2.33–5.00 − 0.02 − 0.21 0.03
  Understanding of Consent Form 4.52 (0.60) 5.00 3.00–5.00 4.33 (0.78) 4.33 1.00–5.00 0.19 1.97* − 0.26
Total N = 57. * = p <.05. § = paired samples t-test analyses. ¢= Mean differences were calculated by subtracting the questionnaire values from 
the interview values. ALE = Adverse life event. M = mean, SD = standard deviation

Child Demographics Mean(SD)or % Median Range Possible Range
Child Age (years) 6.11 (1.60) 6.35 3–9 3–9
Child Sex (% female) 42.1%
Child Race
  NA/AN 0.0%
  Asian 3.5%
  Black/African American 59.6%
  NH/OPI 0.0%
  White 26.3%
  Mixed Race/Multiracial 10.5%
  Child % Hispanic/Latino 7.0%
Caregiver Demographics Mean (SD) or % Median Range Possible Range
  Caregiver Age 33.72 (6.97) 32.00 22–61 18.00+
Caregiver Relationship
  Biological Mother 96.5%
  Biological Father 1.8%
  Grandmother 1.8%
Caregiver Race
  NA/AN 0.0%
  Asian 3.5%
  Black/African American 61.4%
  NH/OPI 1.8%
  White 29.8%
  Mixed Race/Multiracial 3.5%
  Caregiver % Hispanic/Latino 3.5%
Family FPL
  50% below FPL 36.8%
  50% to 100% of FPL 17.5%
  100% to 150% of FPL 12.3%
  150% to 200% of FPL 8.8%
  Above 200% of FPL 24.6%
Caregiver Mental Health Mean (SD) or % Median Range Possible Range
  BSI- Global Symptom Index (GSI) 1.52 (0.51) 1.36 1.00–3.11.00.11 1.00–5.00

Table 1  Participant demographics

FPL = Federal Poverty Level. NA/AN = Native American/Alaska Native. NH/OPI = Native Hawaiian or Other Pacific Islander. SD = Standard 
deviation
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children. The primary findings were that participants were 
more likely to believe they could exercise their research 
rights during the interview format relative to the question-
naire format. Caregiver mental health, race congruence with 
the interviewer, and participation beliefs were not signifi-
cantly associated with total agreement, but participants from 
lower federal poverty levels tended to demonstrate lower 
agreement between formats, compared to participants from 
higher income levels.

General Agreement between ALE Assessment 
Formats

Overall, the majority of participants demonstrated similar 
reports between the interview and questionnaire assessment 
ALE methods (i.e., Cohen’s kappa coefficients > 0.40 and no 
significant difference in ALE polyvictimization total score 
between interview and questionnaire). However, similar to 
prior studies (e.g., Glackin et al., 2019; Wagner et al., 2006), 
concordance varied greatly from very poor to perfect among 
participants in the present study. The present data expanded 
on this prior research by demonstrating that this is the case 
across a more comprehensive inventory of ALEs than has 
been included in other similar studies (e.g., Wagner et al., 
2006). For example, this included differences in reporting 
among events that are likely to be experienced by families 
from low-income levels and be more chronic rather than 
single instance events (e.g., significant reduction in living 
standards, forced to leave home due to financial concerns).

Beliefs about ALE Assessment Formats Relating to 
Agreement

The primary purpose of the present study was to deter-
mine what factors might help explain agreement between 
interview and questionnaire formats. One domain that had 
yet to be examined in relation to caregiver report of young 
children’s ALEs was caregivers’ beliefs about the assess-
ment formats. As it relates to the current study’s hypothesis 
regarding confidentiality and privacy being associated with 
agreement between formats, this hypothesis was not sup-
ported. This was observed through non-significant relations 
with ALE agreement in the regression models, as well as 
no observed relations in the correlations and t-test analy-
ses. This was also the case for the belief variables related to 
positive experiences in the regression model.

While participation beliefs did not appear to be strongly 
associated with level of agreement between the ALE assess-
ment methods, some differences did emerge regarding 
general beliefs about completing each format type. This 
was observed with the overall format mean score compari-
sons related to caregiver beliefs for the Understanding the 

the other items on this scale demonstrated either marginally 
or non-significant differences between formats. 

Correlations among Study Variables

The correlations among the primary variables are presented 
in Table 3. All the composite and subscales of the RRPQ-
P across formats were significantly correlated, except for 
the correlation between the Interview RRPQ-P- Consent 
and Questionnaire RRPQ-P- Total Positive Appraisal vari-
ables. FPL Status was also significantly, negatively corre-
lated with caregiver mental health symptoms (i.e., BSI-GSI) 
and exposure to ALEs on the interview and questionnaire 
assessments, and it was significantly, positively correlated 
with concordance between the assessment formats. Care-
giver mental health was significantly, positively correlated 
with exposure to ALEs (for both interview and question-
naire scores), and it was also significantly, negatively cor-
related with the Positive Appraisal composite scale for both 
the interview and questionnaire format beliefs.

Multiple Linear Regression Model Analyses

The multiple linear regression model outcomes are pre-
sented in Table  4. For both models, caregiver race con-
gruence and BSI-GSI scores did not significantly predict 
agreement between interview and questionnaire formats, nor 
did the RRPQ-P Total Positive Appraisal difference score in 
Model 1 or the RRPQ-P Trust/Information differences score 
in Model 2. However, federal poverty level status was sig-
nificantly positively associated with total agreement in both 
models (Model 1: B[SE] = 1.01 [0.33], p <.01); Model 2: 
B[SE] = 0.98 [0.33], p <.01), suggesting that caregivers from 
higher poverty levels, relative to lower poverty levels, tend 
to have greater agreement between formats regarding type 
of ALE exposure.

Discussion

Literature on caregiver report of young children’s ALE 
exposure has revealed discrepancies between interviews 
and questionnaire assessment formats (e.g., Allen et al., 
2012; McGuire et al., 2024). However, there has been little 
research focused on identifying factors that might explain 
why these discrepancies occur. The present study addressed 
this research gap by examining multiple caregiver fac-
tor domains (e.g., caregivers’ assessment beliefs, mental 
health, demographics) in relation to agreement in reports 
of type of ALE exposure between face-to-face interviews 
and paper-and-pencil questionnaires for caregivers of young 
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findings contrast with some previous literature suggesting 
that general and anxiety specific mental health challenges 
may contribute to caregiver reporting differences between 
an interview and questionnaire ALE assessment (e.g., Wag-
ner et al., 2006; Glackin et al., 2019). Post-hoc analyses 
with the depression and anxiety subscales of the BSI in the 
regression models (as opposed to the BSI-GSI composite 
scale) demonstrated non-significant associations as well. 
One explanation that may explain some of the differences 
between Glackin and colleagues’ findings and the current 
study for overall mental health could be related to the types 
of ALEs examined. Glackin and colleagues found report-
ing differences related to caregiver mental health in relation 
to specific forms of ALE, including sudden loss of a loved 
one. The present study examined a broader list of events and 
agreement between all forms of ALEs. Thus, it may be the 
case that caregiver mental health challenges are uniquely 
related to reporting differences among certain types of 
ALEs.

In contrast to some prior research with adults reporting 
about their own ALE exposure (e.g., Glackin et al., 2019), 
caregiver and interviewer race congruence did not appear to 
be related to reporting differences between the ALE assess-
ment formats. However, another important pattern observed 
in the current study was the relation between federal poverty 
level status and ALE reporting agreement, which suggested 
that those individuals from lower poverty levels tended to 
demonstrate less concordance for reporting on ALEs com-
pared to higher levels. One explanation for this finding may 
be related to overall rates of ALE exposure. As a result of 
systematic injustices and persistent barriers to services, 
families with financial difficulties are often at-risk for expo-
sure to more ALEs, compared to middle- and upper-class 
families (Slopen et al., 2016; Walsh et al., 2019). This also 
appeared to be the case in the current study, as being higher 
or above the federal poverty level was negatively corre-
lated with exposure to more types of ALEs. Thus, it may 
be that caregivers from low-income households had diffi-
culty remembering a larger and more diverse set of ALEs 
their children experienced between formats. It is also worth 
noting that many items on the current study’s ALE assess-
ment were related to financial difficulties (e.g., forced to 
leave home, reduction in standard of living). However, this 
is only one possible explanation for this finding. Follow up 
research is needed in this area that further evaluates which 
types of ALEs were more likely to be reported differently 
and why. For example, this might include research to explore 
whether there is purposeful omission of certain items as a 
result of factors such as social disability or less investment 
in contributing to research, which have been documented 
in low-income populations (e.g., Tourangeau & Yan, 2007). 
It is also important to note that federal poverty level also 

Consent Form subscale of the RRPQ-P. This finding sug-
gested that there was on average more understanding of 
participants’ ability to exercise their rights during comple-
tion of the interview compared to the questionnaire. This 
difference in consent form and participant rights beliefs was 
reported in the current study, despite participants receiving 
the same consent procedures prior to each ALE assessment 
at each data collection session. One reason for this find-
ing may be that participants felt more comfortable asking 
clarification questions or being willing to stop the assess-
ment if they wanted during the interview since they were 
already engaged in conversation with the interviewer dur-
ing this assessment format. This contrasts with completing 
the questionnaire, which was largely independent (although 
participants could ask questions and stop if needed). As 
compared to questionnaires, interviews are thought to allow 
interviewees and the interviewers greater opportunity to 
clarify concerns and ask questions, as well as build rapport, 
which in turn may relate to willingness to express interest 
in stopping or not answering a question (e.g., Harkness & 
Monroe, 2016).

Caregiver Characteristics Relating to ALE 
Assessment Method Agreement

In addition to caregiver beliefs, several other individual 
level caregiver factors were examined in relation to report-
ing differences. Overall, emotional and behavioral concerns 
did not appear to be associated with differences in reporting 
behaviors between the questionnaire and interview formats, 
which was in contrast with the study’s hypothesis. These 

Table 4  Models examining differences between the interview and 
questionnaire format
Models Tested Total ALE Type Agreement
Model 1 Beta Coefficients (SE)
 Poverty Level 1.01 (0.33)**
 Caregiver Race Congruence 1.02 (0.98)
 BSI-GSI − 0.52 (0.89)
 RRPQ Total Positive Appraisal Diff 0.24 (1.01)
R2 0.17
Adjusted R2 0.11
Model 2 Beta Coefficients (SE)
 Poverty Level 0.98 (0.33)**
 Caregiver Race Congruence 0.98 (0.99)
 BSI-GSI − 0.53 (0.89)
 RRPQ Trust/Information Diff − 0.10 (0.78)
R2 0.17
Adjusted R2 0.11
Total N = 57. **= p ≤.01. Outcome variable for both models was 
Total ALE Type Agreement. SE = Standard error. ALE = Adverse life 
event. Diff. = Difference score. BSI-GSI = Brief Symptom Inventory- 
Global Severity Index. For Caregiver Race Congruence- 0 = Congru-
ent with interviewer (i.e., white), 1 = Not congruent with interviewer
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between methods, which has been shown to influence adult 
reporting behaviors on sensitive topics, such as one’s own 
exposure to ALEs; Wilson et al., 2002).

Future Research and Clinical Recommendations

The present data provide evidence in support of several 
research and clinical recommendations when working with 
children and families exposed to ALEs. First, the findings 
regarding differences in reporting between formats echoes 
calls in the literature to use dual assessment approaches to 
ALE exposure in children to address format limitations and 
thus potentially increase assessment accuracy (e.g., Glackin 
et al., 2019; McGuire et al., 2024b). The present data and 
literature at large appear to suggest that one assessment 
method or source may provide an incomplete picture of 
children’s ALE history. This may be especially true for chil-
dren and families from low-income and racial/ethnic minor-
ity populations, who may be exposed to more types of ALEs 
and experience significant barriers to access services that 
address the negative consequences of ALE exposure. Thus, 
using complementary assessment formats may help ensure 
all types of events are captured.

Further, using two formats would also allow for addi-
tional testing of differences between formats and why such 
differences may emerge, which is an understudied area in 
ALE assessment as it relates to caregivers serving as report-
ers. One unique approach to the present study was associated 
with the design of the interview and questionnaire format, 
such that each version of the ALE assessment followed a 
similar question and answer structure. This contrasts with 
prior studies on caregivers’ report of their child’s ALE expo-
sure, which have tended to rely on different measures for the 
interview and questionnaire format (e.g., Allen et al., 2012; 
Glackin et al., 2019; Wagner et al., 2006). Although an intu-
itive recommendation, it is recommended that future devel-
opment of ALE assessments for use in research and clinical 
work use interview and questionnaire formats that mirror 
each other. This study’s findings related to general lack of 
differences in caregiver beliefs about each assessment and 
the general lack of association between assessment beliefs 
on reporting differences further emphasize this recommen-
dation. Designing ALE assessments in this way may help 
reduce discrepancy in reporting between formats by reduc-
ing the chance of caregivers’ experiences/beliefs (e.g., pri-
vacy concerns) negatively influencing concordance.

The only notable difference observed in the present study 
was in participants’ views of their research rights, which 
tended to show that participants more strongly agreed with 
their rights as research participants while completing the 
interview compared to the questionnaire (e.g., ability to take 
breaks, refuse to answer questions). Based on this finding, 

demonstrated a significant correlation with concordance in 
the correlation analyses. This may also suggest that while 
overall “scores” or ALE variables are similar between 
assessments for families from low-income backgrounds, the 
types of events that go into generating these scores may be 
different based on the assessment format used. This speaks 
to the importance of properly assessing families from low-
income backgrounds to ensure an accurate picture of ALE 
exposure is captured, as such assessments may be especially 
critical to ensuring appropriate service delivery.

Limitations

The present study has several limitations. First, the study’s 
small sample size limited the types of analyses that could 
be conducted and was associated with low power to detect 
medium-to-small effects in the regression models and group 
comparisons. This may have also been associated with low 
internal consistency and thus low measure reliability, as 
internal reliability estimates for some of the RRPQ-P sub-
scales were below an acceptable range. However, it is impor-
tant to note that the composite scales were in the acceptable 
range. Second, the study did not provide an assessment of 
posttraumatic stress symptoms, which have been found 
in prior research on caregiver report and the general adult 
assessment literature to influence ALE reporting behaviors 
(e.g., Glackin et al., 2019). Third, the use of facemasks due 
to the COVID-19 pandemic may have influenced report-
ing behaviors, as previous research in other related assess-
ment fields has found initial evidence that facemasks can 
influence reporting of sensitive or distressing topics (e.g., 
Biermann et al., 2021). Additionally, a limitation is that the 
study did not include questions directly assessing maltreat-
ment exposure. Questions were included on removal from 
the home for these types of experiences, but direct experi-
ences to these ALEs was not. Given previously documented 
methodological, cultural, and other systemic factors asso-
ciated with disclosure of maltreatment specific experiences 
(e.g., Alaggia et al., 2019), this may have influenced con-
cordance and differences in reporting between the formats. 
Relatedly, while the ALE assessments were comprehensive, 
they did assess for 50 different types of ALEs. The length 
of these assessments may have negatively impacted report-
ing, as longer assessments/questionnaires may be related 
to lower response rates (e.g., Rolstad et al., 2011). Another 
limitation is that all interviews were conducted by the same 
interviewer. Although this approach may have reduced 
common-method variance, this did not allow for the current 
study to explore possible interviewer influences on caregiver 
reporting beyond broad interview-interviewee race congru-
ence (e.g., inability to evaluate possible gender differences 
between interview-interviewee may related to agreement 
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interactions between caregiver factors that may relate to 
agreement. For example, it may have been the case that 
there were important moderating influences between men-
tal health factors and caregiver beliefs, such as how certain 
mental health challenges may be exacerbated by whether 
the caregiver feels comfort or privacy while completing 
an ALE assessment. Another area of research in caregiver 
reporting differences might be to explore in greater depth 
how type or class of ALE relates to the observed relations 
in the current study. For example, Glackin and colleagues 
(2019) and McGuire and colleagues (2024a) found differ-
ences in amount of concordance among caregivers’ reporting 
between interview and questionnaire ALE forms depending 
on the type or class of ALE. It may be the case that caregiver 
factors, such as mental health and privacy beliefs, become 
more pronounced depending on the type of ALE examined 
(e.g., relational vs. non-relational ALEs between the child 
and caregiver). Moreover, given the findings on beliefs of 
the consent form and research rights, future research in 
this field should also seek to examine the influence of con-
text or settings on reporting discrepancies. For example, 
this might include examining how best to review consent 
forms with participants before conducting a study on ALE 
assessment. Overall, future research should seek to not just 
examine caregiver factors in isolation, but also consider 
how these variables might interact with other one another, 
as well as child and broader assessment characteristics of 
ALEs. Future research with larger heterogeneous samples 
of caregivers could build on the current study’s research by 
evaluating such combinations of factors.

Conclusions

Taken together, the present study provides an important step 
forward in understanding why discrepancies may emerge 
between assessment formats when relying on caregivers to 
provide information on their child’s ALEs. This was the first 
study to explore caregivers’ beliefs related to completing an 
interview and questionnaire version of an ALE assessment. 
Future research is needed to further explore these variables, 
as well as their interaction with other known contributors 
to lack of concordance (e.g., caregiver mental health), to 
understand under what circumstances differences in report-
ing may emerge. The findings further emphasize the impor-
tance of using multiple methods or sources of information to 
ensure a comprehensive and accurate account of children’s 
ALE exposure history is obtained in both research and clini-
cal practice.

Supplementary Information  The online version contains 
supplementary material available at ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​1​​0​0​7​​/​s​4​​0​6​5​3​-​0​
2​6​-​0​0​8​1​7​-​2.

it is recommended that the mirroring in questionnaire and 
interview format administration extend beyond the measure 
itself to include similar consent form and administration 
methods for both formats. That is, researchers and clini-
cians follow the same procedures when administering both 
an interview and questionnaire. As it relates to questionnaire 
formats, researchers and clinicians may need to build in ver-
bal check-ins with individuals or scheduled breaks, similar 
to what might naturally occur when completing an interview. 
Doing so may reduce levels of distress a participant experi-
ences, as well as reduce overall anxiety related concerns. In 
turn, this may positively influence reporting behaviors and 
increase concordance between assessment formats (Glackin 
et al., 2019). These approaches may be especially important 
when working with patients or participants from racial/eth-
nic minorities and financially challenged populations, given 
documented concerns of misinformation related to research 
participation among these populations (e.g., Quinn et al., 
2012).

It is important to recognize that such recommendations 
related to using two assessment formats in a single study 
often require more resources for researchers and more effort 
from participants. However, accurate ALE assessment is a 
necessary consideration, especially when researchers are 
examining ALE exposure in relation to children’s function-
ing or another variable. It is recommended that researchers 
plan for such approaches prior to study development. For 
example, these types of approaches can be written into grant 
proposals, helping to ensure that researchers will have the 
necessary financial and personnel resources to administer 
two types of ALE assessments. There also exist a number of 
well-conducted review articles in the literature that exam-
ine and compare the logistical considerations of various 
ALE assessment tools, so that researchers can select a dual 
assessment method that may fit best the needs of their study 
(e.g., Eklund et al., 2018; Oh et al., 2018). Based on the 
findings from the current study, it does not appear that care-
givers experience much burden from needing to complete 
two similar but different ALE assessments, as the majority 
of caregivers had positive appraisals of both formats, which 
did not change based on whether the assessment was admin-
istered first or second. This partially aligns with findings 
from the child report literature, such that youth report mini-
mal negative reactions to completing detailed assessments 
of their ALE exposure, despite hypothesized concerns about 
overburdening or “retraumatizing” them (e.g., Knight et al., 
2000: Zajac et al., 2011).

In addition to these methodological recommendations, 
there are also some important recommendations for future 
research to further understand differences in caregiver 
reports of their child’s ALEs according to assessment for-
mat. One primary recommendation is to explore possible 
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