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Abstract

The purpose of this study was to examine the prevalence, predictors, and consequences of disagreement between prospective
caregiver and retrospective child reports of childhood physical and emotional maltreatment. The design was a secondary
analysis of data from the Avon Longitudinal Study of Parents and Children, a three-decade long UK-based birth cohort.
Prospective caregiver reports were in poor to fair agreement with retrospective child reports for physical and emotional mal-
treatment exposure, with caregivers tending to underreport exposure. Disagreement between reporters was associated with
increased risk of depressive symptoms and substance use severity, but decreased risk for mental health diagnoses. Screening
measures of childhood maltreatment exposure should take caution against using measures from different reporters inter-
changeably (i.e., from mother versus child). Disagreement in reports may indicate unmet need for mental health evaluation.
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Introduction

Childhood maltreatment is a strong predictor of poor health
outcomes during childhood and across the lifespan, increas-
ing disease risk by 2- to 6-fold [1-5]. Given the harm of
child maltreatment, many clinicians and researchers are
assessing child maltreatment exposure in clinical practice
and research, as a means to identify high-risk populations,
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identify immediate safety issues, reduce long-term health
risk, and understand the predictors and consequences of
these experiences.

However, a lack of reliable tools to measure the occur-
rence of maltreatment has remained a major barrier to
these efforts. Most often, researchers use self-reports,
relying on retrospective study designs, wherein adoles-
cents or adults report experiences from their childhood,
or prospective study designs, in which a caregiver reports
the child’s experiences over time. Most studies using self-
reports of childhood maltreatment exposure experiences
are retrospective in nature. Although there are also child-
report measures available, caregiver reporting is often
used in practice due to the developmental challenges of
measurement with young children. These reporting types
have limitations. Retrospective measures are susceptible
to memory and recall biases, including infantile amne-
sia (when adults cannot recollect childhood episodic
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memories [6-8]. Furthermore, fear of legal consequence,
denial, or shame, may skew prospective measures by par-
ents toward underreporting, especially when the reporter
has perpetrated the maltreatment or has a relationship with
the perpetrator [9, 10].

Studies gathering reports of child maltreatment from mul-
tiple sources often find disagreement between informants
[9, 11-14]. A recent meta-analysis of 16 different studies
found poor agreement between prospective reports from
various informants and retrospective self-reports, such that
only about half of those identified retrospectively as having
experienced maltreatment also had a concordant prospective
report [15]. Similar studies have also observed that adverse
health outcomes are more closely associated with retrospec-
tive versus prospective maltreatment reports [16—18].

Little is known about factors that drive child maltreatment
reporting disagreement and how might reporter disagree-
ment, in turn, shapes child health. Although there are known
demographic and family factors associated with differences
in maltreatment exposure (e.g., child sex, race, maternal
mental health status, parent history of abuse or neglect,
bonding), these factors have not been extensively studied
in relation to reporting agreement. Without these insights,
clinicians and researchers are unable to understand the ben-
efits and drawbacks of different measurement approaches
and identify the mechanisms through which different report-
ing types may contribute to adverse health outcomes. The
knowledge gap in our understanding of the predictors and
consequences of child maltreatment reporting disagreement
also creates clinical practice challenges for deciding who
should report maltreatment and what sources should be con-
sidered for reliable measurement and appropriate response.

To address these gaps, we investigated the prevalence,
predictors, and consequences of disagreement between
prospective and retrospective reports of child maltreatment
using data from the Avon Longitudinal Study of Parents and
Children (ALSPAC). First, we examined levels of agreement
on reports of physical maltreatment (PM) and emotional
maltreatment (EM) exposure by comparing: (1) prospective
reports from mothers compared to prospective reports from
her partner; and (2) prospective caregiver reports (combin-
ing mother and partner reports) compared to retrospective
child reports. We hypothesized that (1) mothers would report
maltreatment more frequently than their partners; and (2)
children would report maltreatment more frequently than
their caregivers. Second, we explored the predictors of disa-
greement between these two pairs of reporters. This aim was
exploratory and thus no hypotheses were specified. Third,
we examined the extent to which disagreement between
reporters was associated with child health outcomes in
young adulthood. We hypothesized that disagreement would
be associated with greater health risk. The ALSPAC sam-
ple is uniquely poised to examine these questions, given its
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30-year duration of follow-up, often with repeated measures
from multiple family members [19].

Methods

Sample

ALSPAC is a birth cohort from Avon, England that follows
pregnant mothers whose children had expected delivery
dates between April 1991 and December 1992 [19, 20].
Informed consent for the use of data collected was obtained
from participants following the recommendations of the
ALSPAC Ethics and Law Committee at the time (additional
details about the sample and methods are available in Sup-
plemental Materials).

We constructed two analytic samples from the data (Fig.
S1). Our primary analytic sample included reporter pairs
from both mother and partner with three or more completed
timepoints (Table S1) in which they responded to questions
regarding maltreatment behaviors (N=5799 pairs) [21]. Our
secondary analytic sample was restricted to pairs from the
primary sample who also had child-reported data for mal-
treatment questions as reported at age 22; this secondary
sample allowed us to examine the differences in reports of
maltreatment by caregivers (combined mother and partner
reports) and children (N=2373 pairs) [21]. See Table S2
for comparisons between our analytic subsamples and the
total sample.

Measures

We examined two types of maltreatment behaviors using
reports from mail-in questionnaires sent to mothers, part-
ners, and children. At seven different timepoints start-
ing at child aged 8 months and ending at 9 years, mothers
and partners reported on maltreatment exposure using an
ALSPAC-designed measure (Table S3 for details). Most
participants (>92%) completing the partner report iden-
tified as the child’s father at each reporting time for both
analytic samples (Table S4). We derived two variables to
classify children as exposed or unexposed to PM and EM,
respectively. Exposure to maltreatment was defined as at
least one affirmative response by the reporter to one item in
each maltreatment category, regardless of the perpetrator(s)
identified. Exposure to “caregiver” maltreatment behavior
was defined as maltreatment reported by either the mother
or partner, regardless of the perpetrator(s) identified.

At age 22, children reported their exposure to PM and
EM by an adult in the family before age 11 (see Table S3 for
questionnaire details). The questions were derived from the
psychometrically-validated Child Abuse Questionnaire and
Sexual Experiences Survey [22, 23]. Each item was rated
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on a 5-point frequency scale: never; rare; sometimes; often;
or very often. For our analyses, children were considered
exposed to maltreatment if their response was greater than
“never” for any of the items associated with PM and EM
(sensitivity analyses with other cut-points are described
later).

Predictors of Disagreement

Disagreement was defined as when the mother reported
exposure while her partner did not (or vice versa) and when
the caregivers reported exposure while child did not (or
vice versa). We examined 16 possible predictors of reporter
disagreement. The following demographic characteristics
were investigated, because they are risk factors of child
maltreatment exposure [24, 25]: child’s sex, child’s race,
and maternal factors (education level, marital status, age at
child’s birth, and number of previous pregnancies). We also
investigated familial factors as predictors of disagreement
given their association with child maltreatment exposure,
including maternal postnatal depression, caregivers’ expo-
sure to neglect and abuse as children, maternal mental health
history, and maternal and paternal bonding with child (see
Sect. "Results" of Supplemental Materials for variable cod-
ing and complete list of variables) [26—28].

Child Health Outcomes

Maltreatment has been associated with a wide range of
health outcomes. Thus, we broadly evaluated the conse-
quences of discordant reports, using data on both objective
and subjective health measures of the children collected at
two timepoints: (a) a self-report mail-in questionnaire at
22 years, and (b) a clinic-based assessment at age 24 years.
Health outcomes included self-reported lifetime presence
of 8 conditions (Sect. "Discussion" of Supplemental Mate-
rials), general health quality, as well as clinically assessed
body mass index and blood pressure. Mood/behavioral
outcomes included self-reported lifetime presence of four
conditions (Sect. "Discussion" of Supplemental Materi-
als), depressive symptoms at age 22, and clinically assessed
symptoms of depression, anxiety, and substance abuse at
the 24-year timepoint. By using data from both timepoints
we could better ascertain the implications related to reporter
discordance and maintain temporality in our exposure—out-
come association.

Primary Analyses

First, to examine the level of agreement across reports
of child maltreatment, we calculated two agreement

statistics: the kappa coefficient (k) of agreement and the
prevalence-adjusted bias-adjusted k (PABAK). « is often
used to assess the level of inter-rater reliability and is use-
ful in situations where there is no standard measure to
estimate validity [29]. However, some argue against using
the « coefficient, particularly when an outcome is rare, as
rare events can create the paradox of high concordance but
low x values [30, 31]. Because we expected maltreatment
to be underreported and thus rare in this population-based
sample, which could artificially decrease k, we also calcu-
lated the PABAK.?' PABAK, like k, provides an estimate
of inter-rater agreement, but it also adjusts for the preva-
lence of the outcome. k and PABAK values range from 0
(no agreement) to 1 (perfect agreement) and were inter-
preted as degrees of agreement, per standard interpretation
guidelines: (a) 0.01-0.20 (slight); (b) 0.21-0.40 (fair); (c)
0.41-0.60 (moderate); and (d) > 0.60 (substantial) [32].

Second, we examined demographic and familial pre-
dictors of disagreement between reports of child mal-
treatment. Disagreement was coded as a binary variable
capturing the pair discordance versus concordance for mal-
treatment presence (0 =reporter pair agreed on presence/
absence of maltreatment; 1 =reporter pair disagreed). We
used simple logistic regression to model the association
between demographic and familial factors as predictors
of disagreement between: (a) mother and partner reports
and (b) caregiver and child reports. No covariates were
included in these analyses, as this was the first study to test
these associations. Finally, we examined whether disagree-
ment between caregiver and child reports was associated
with child health outcomes using simple logistic and linear
regression. Because we examined bivariate associations
between disagreement and multiple, potentially correlated
child outcomes, we report both unadjusted and Bonfer-
roni adjusted p-values corrected for multiple testing. All
analyses were conducted using SAS®.

Given the results of prior studies suggesting there are
distinct pathways between prospective and retrospective
reporting with health outcomes, we also explored, for
comparison, associations between prospective caregiver-
reported and retrospective child-reported maltreatment
exposure and the health outcomes described above.

Sensitivity Analysis

To determine how results might change if different cut-
points were applied to define child-reported maltreatment
from the frequency rating scales, we re-analyzed the pri-
mary analyses using a more conservative definition of
child-reported exposure (maltreatment items occurring
“often” or “very often”) (Sect. "Methods" of Supplemen-
tal Materials).
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Results
Prevalence of Disagreement

The most common response combination from
mother—partner pairs was for agreement that their child
had not been exposed to PM (93.5%, N =5420) or EM
(84.3%, N=4891, Table 1). Pair-wise disagreement was
rarer: 3.1% of pairs (N =182) had PM reported by moth-
ers, but not partners; 2.6% of partners (N=151) reported
PM, but not mothers; 7.2% of pairs (N=418) had EM
reported by mothers, but not partners; and 5.7% of partners
(N =328) reported EM, but not mothers. While k coef-
ficients showed slight agreement between mothers and
partners for PM (k=0.19) and EM (x=0.23), the PABAK
values indicated substantial agreement by pairs on reports
of PM (PABAK =0.89) and EM (PABAK =0.74, Table 1).

Children retrospectively reported more maltreatment
than their caregivers (Table 2). Pair-wise disagreement was
more common when comparing children and their caregiv-
ers. In 20.4% of pairs (N =484) the child retrospectively

reported PM, but not the caregivers; 4.6% of caregivers
(N'=109) reported PM, but not the child; in 27.8% of pairs
(N=659), the child retrospectively reported EM, but not
the caregivers; and in 8.9% of pairs (N =210) the caregiv-
ers reported EM, but not the child. Compared to reports
between mother—partner pairs, caregivers—child pairs
had lower levels of agreement across both behaviors: PM
(x=0.05; PABAK=0.50); EM (x=0.08; PABAK =0.27,
Table 2).

Predictors of Disagreement

Given the high concordance of mother—partner reports, only
results related to predictors of caregiver—child disagreement
are presented. Of 16 variables tested, eight were associated
with disagreement between reporters for PM (Table 3).
Male sex [odds ratio (OR)=1.69, 95% CI=1.40-2.04],
certain maternal education levels lower than a college
degree (less than O-level: OR =1.46, 95% CI=1.07-1.99;
A-level: OR=1.48, 95% CI=1.13-1.93), maternal postnatal
depression (OR=1.69, 95% CI=1.20-2.37), caregiver his-
tory of childhood maltreatment (e.g., mother emotionally

Table 1 Prevalence and agreement between prospective mother and partner reports of their child’s exposure to physical and emotional maltreat-

ment behaviors (N=5799)

(a) Any physical maltreatment behaviors

Partner reported

No Yes
Mother reported
No 5420 151
93.5% 2.6%
Yes 182 46
3.1% 0.8%

(b) Any emotional maltreatment behaviors

Partner reported

No Yes
Mother reported
No 4891 328
84.3% 5.7%
Yes 418 162
7.2% 2.8%
(c) Agreement between reporters
Type of maltreatment behavior K PABAK*
Physical 0.19 0.89°
Emotional 0.23 0.74°

In panels a and b, cell entries are subsample size and the percentage of entire sample the cell represents. The diagonals show the raw-agreement

and the off-diagonals show the raw-disagreement

*Prevalence-adjusted bias-adjusted

"PABAK greater than 0.60 indicates substantial agreement beyond chance
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Table 2 Prevalence and agreement between prospective caregiver (combining mother and partner) reports and retrospective child reports on
child’s exposure to physical and emotional maltreatment behaviors (N=2373)

(a) Any physical maltreatment behaviors

Caregiver reported

No Yes
Child reported
No 1726 109
72.7% 4.6%
Yes 484 54
20.4% 2.3%
(b) Any emotional maltreatment behaviors
Caregiver reported
No Yes
Child reported
No 1333 210
56.2% 8.9%
Yes 659 171
27.8% 7.2%
(c) Agreement between reporters
Type of maltreatment behavior K PABAK*
Physical 0.05 0.50°
Emotional 0.08 0.27¢

In panels a and b, caregiver-reported maltreatment was considered “Yes” when maltreatment was reported by mother and/or partner

*Prevalence-adjusted bias-adjusted

PPABAK greater than 0.40 indicates moderate agreement beyond chance

‘PABAK greater than 0.20 and less than 0.40 indicates fair agreement beyond chance

neglected: OR =1.40, 95% CI=1.11-1.76; mother physi-
cally neglected: OR=2.40, 95% CI=1.21-4.75; mother
physically abused: OR =1.56, 95% CI=1.02-2.38; and part-
ner emotionally neglected: OR=1.42,95% CI=1.11-1.83),
and lower scores on maternal bonding measurements
(OR=1.53,95% CI=1.18-1.98) were significantly associ-
ated with reporter PM disagreement, with caregivers tend-
ing to underreport PM exposure (Fig. 1). All scores less
than the 4th quartile on maternal bonding measurements
predicted caregiver—child EM exposure disagreement (1st
quartile: OR=1.28, 95% CI=1.02-1.62; 2nd quartile:
OR=141, 95% CI=1.10-1.82; 3rd quartile: OR=1.28,
95% CI1=1.01-1.63).

Consequences of Disagreement

Caregiver—child report disagreement on the child’s expo-
sure to maltreatment was associated with a decreased risk
of several health outcomes. Both PM and EM reporter
disagreement was associated with a decreased risk of
child’s self-reported history of lifetime depression (PM:
OR =0.60, 95% CI=0.48-0.74; EM: OR =0.64, 95%

CI=0.52-0.79) and clinically-assessed generalized anxi-
ety disorder (PM: OR =0.59, 95% CI=0.42-0.84; EM:
OR=0.59, 95% CI=0.42-0.82, Table 4). Reporter dis-
agreement on EM exposure, but not PM exposure, was
associated with a statistically significant decreased risk
of other lifetime medical conditions (OR =0.67, 95%
CI=0.54-0.83).

In contrast, caregiver—child disagreement for both types
of maltreatment were significantly positively associated with
higher ratings on clinical assessments of alcohol abuse, can-
nabis abuse, nicotine dependence, and lifetime illicit drug
use (Table 4). Caregiver—child disagreement for both types
of maltreatment was associated with higher ratings of self-
reported current depressive symptoms (PM: $=2.03, 95%
CI=1.53-2.53; EM: $=1.89, 95% Cl=1.44-2.34). Car-
egiver—child disagreement on PM exposure was associated
with higher BMI, but disagreement on either maltreatment
type was otherwise not significantly associated with clini-
cally assessed BMI or blood pressure measures.

Retrospective, but not prospective, reports of PM and EM
exposure were significantly associated with increased risk of
most health outcomes (Fig. S3).
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Table 3 Predictors of
disagreement between
prospective caregiver reports
and retrospective child reports
on child’s exposure to physical
(PM) and emotional (EM)
maltreatment (N=2373)

@ Springer

Factors Disagreement in PM reporting Disagreement in EM reporting
OR p-value  95% CI OR p-value  95% CI

Child’s sex

Female Ref

Male 1.69 <0.01*  [1.40,2.04] 1.02  0.80 [0.86, 1.22]
Child’s race

White Ref

Non-white 132 0.35 [0.74, 2.35] 1.31 0.32 [0.77,2.24]
Maternal education

College degree or above Ref

A-level 1.48 <0.01 [1.13,1.93] .13 030 [0.89, 1.44]

O-level 1.17 024 [0.90, 1.53] .15 022 [0.92, 1.45]

Less than O-level 146  0.02 [1.07,1.99] 122 0.15 [0.93, 1.62]
Marital status

Married Ref

Never married 0.81 0.44 [0.48, 1.38] 1.00 1.00 [0.60, 1.66]

Widowed/divorced/separated 0.63 0.04 [0.40, 0.98] 0.89 0.60 [0.58, 1.37]
Maternal age

Ages>35 Ref

Ages 20-35 0.89 046 [0.65,1.22] 080 0.12 [0.60, 1.06]

Ages 15-19 248  0.05 [1.00,6.14] 232  0.07 [0.92, 5.82]
Previous pregnancies

0 Ref

1 1.00  0.97 [0.81,1.24] 097 0.77 [0.81,1.17]

2 0.85  0.30 [0.62, 1.16] 1.05 072 [0.80, 1.38]

3+ 144 0.13 [0.90, 2.30] 1.07  0.78 [0.68, 1.67]
Maternal postnatal depression®

No clinical significance Ref

Depressed 1.69 <0.01* [1.20,2.37] 094 0.70 [0.67,1.31]
Mother’s history of maltreatment®

Emotionally neglected as child 1.40 <0.01 [1.11, 1.76] 1.15 0.21 [0.93, 1.42]

Physically neglected as child 2.40 0.01 [1.21, 4.75] 1.06 0.86 [0.53, 2.14]

Physically abused as child 1.56  0.04 [1.02, 2.38] 1.47  0.06 [0.98,2.19]
Partner’s history of maltreatment®

Emotionally neglected as child 1.42 <0.01 [1.11, 1.83] 1.10 0.41 [0.87, 1.40]

Physically neglected as child 1.70  0.11 [0.88, 3.30] 1.10  0.77 [0.57,2.11]

Physically abused as child 1.52  0.05 [1.00, 2.32] 145  0.07 [0.97,2.16]
Maternal mental health history®

History of severe depression 1.21 0.31 [0.84, 1.76] 1.09 0.63 [0.77, 1.53]
Maternal bonding®

Quartile 4 Ref

Quartile 3 127 0.09 [0.96, 1.66] 1.28  0.04 [1.01, 1.63]

Quartile 2 1.30  0.07 [0.98, 1.73] 1.41 <0.01 [1.10, 1.82]

Quartile 1 1.53 <0.01 [1.18,1.98] 1.28  0.04 [1.02, 1.62]
Paternal bonding®

Quartile 4 Ref

Quartile 3 1.00  0.98 [0.76, 1.33] 1.06  0.65 [0.83, 1.36]

Quartile 2 1.09  0.61 [0.79, 1.50] 1.09 0.5 [0.82, 1.46]

Quartile 1 1.14 038 [0.85, 1.53] 1.05 0.72 [0.81, 1.37]

Bold values are significant at p<0.05

“These results remained statistically significant, after controlling for multiple testing using the Bonferroni

correction
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Table 3 (continued)

®Maternal depression at 8 months postpartum was evaluated based on total scores from the Edinburgh Post-
natal Depression Scale (EPDS); consistent with prior studies [41], scores greater than 12 was indicative of

significant depressive symptoms

“Referent for these analyses is no exposure to maltreatment (neglect, abuse)

dReferent for these analyses is no history. Maternal mental health history of alcoholism and drug addiction
are not included in this table due to low prevalence of these conditions in the sample (<5%)

“We transformed maternal and partner bonding scores into categories based on quartiles

Child's sex

Female A

Male

1

Maternal bond

High bonding 1

Very low bonding

1

Maternal postnatal depression \

Depressed

No clinical significance 1

Pair-Wise Disagreement Type

Caregiver-no/Child-yes
Caregiver-yes/Child-no

Emotionally neglected as child
No exposure to emotional neglect -
Physically neglected as child 4

No exposure to physical neglect
Physically abused as child 1

No exposure to physical abuse 1

Predictors of Caregiver-Child Disagreement

Mother's history of maltreatment \

Partner's history of maltreatment

Emotionally neglected as child

No exposure to emotional neglect -

T

40 30

10

Prevalence of Careglver-Chlld Dlsagreement Palr Type (%)

Fig. 1 Significant predictors of pair-wise disagreement between prospective caregiver reports and retrospective child reports on child’s exposure

to physical maltreatment (N=2373)

Sensitivity Analysis

Fewer maltreatment cases were identified when using a stricter
cut-point to define maltreatment (Table S5); PABAK measures
of agreement, but not k measures, improved (Table S6), and
associations between disagreement and child health outcomes
were generally the same but fewer results were statistically
significant when maltreatment frequency was high (often/very
often) (Fig. S2).

Discussion

This study examined the predictors of disagreement between
different reporters of child maltreatment exposure and
explored implications of reporter disagreement. Like other
studies [33-35], we found that parent and child reports often
disagree on maltreatment exposure; however, our results are
comparable to the literature only when understanding our
data based on PABAK values. Our « statistics were even
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Table 4 Estimated associations of child-caregiver disagreement for reports of physical (PM) and emotional (EM) maltreatment on medical,

mood, and behavioral health outcomes in the secondary sample (N =2373)

(A) Medical outcomes

Disagreement in PM reporting

Disagreement in EM reporting

OR p-value 95% CI OR p-value 95% CI
Lifetime history of asthma 0.82 0.06 [0.66, 1.01] 0.84 0.08 [0.69, 1.02]
Other lifetime medical condition 0.80 0.06 [0.63, 1.01] 0.67 0.0002° [0.54, 0.83]

B p-value 95% CI B p-value 95% C1
General health rating 0.13 0.001 [0.06, 0.21] 0.16 <0.0001* [0.09, 0.23]
BMIP 0.55 0.04 [0.01, 1.10] 0.24 0.32 [—0.24, 0.73]
Seated systolic blood prcssureb 1.29 0.05 [0.00, 2.57] 0.33 0.57 [—0.82, 1.48]
Standing systolic blood pressureb -1.92 0.11 [—4.27,0.43] —-0.63 0.55 [—2.70, 1.44]
Seated diastolic blood pressureb 0.50 0.26 [—0.38, 1.39] 0.11 0.78 [—0.68, 0.90]
Standing diastolic blood pressurﬁb —-1.10 0.19 [—2.75,0.54] —0.88 0.23 [—2.33,0.57]
(B) Mood and behavioral outcomes

Disagreement in PM reporting Disagreement in EM reporting

OR p-value 95% CI OR p-value 95% C1
Lifetime history of depression 0.60 <0.00012 [0.48, 0.74] 0.64 <0.0001* [0.52, 0.79]
Current mild depressive episodeb 0.46 <0.00012 [0.33, 0.64] 0.63 0.004 [0.46, 0.86]
Current moderate depressive episodeb 0.41 <0.0001* [0.28, 0.59] 0.60 0.005 [0.42, 0.86]
Current generalized anxiety disorder® 0.59 0.004 [0.42, 0.84] 0.59 0.002 [0.42, 0.82]

B p-value 95% CI B p-value 95% CI
Depressive symptom total score® 2.03 <0.00012 [1.53, 2.53] 1.89 <0.0001? [1.44, 2.34]
Alcohol abuse severity® 0.11 <0.0001* [0.06, 0.16] 0.10 <0.0001* [0.06, 0.15]
Cannabis abuse severity® 0.23 <0.0001* [0.15, 0.32] 0.12 0.002 [0.04, 0.20]
Nicotine dependence severityb 0.12 <0.0001* [0.07, 0.17] 0.10 <0.0001* [0.05, 0.14]
Lifetime illicit drug use® 0.40 <0.0001* [0.25, 0.56] 0.34 <0.0001* [0.19, 0.48]

OR can be interpreted as the increase (or decrease) in odds of the health outcome in the group with caregiver—child disagreement versus car-
egiver—child agreement in maltreatment reporting. Bold values are significant at p <0.05

CI confidence interval, OR odds ratio, BMI body mass index

*These results remained statistically significant, after controlling for multiple testing using the Bonferroni correction

®Outcome was evaluated at the clinic-based assessment at 24 years

dDepressive symptoms assessed with the Short Mood and Feelings Questionnaire (SMFQ), self-reported at 22 years

lower, thus indicating worse agreement, than a prior meta-
analysis (who reported k=0.19) [15]. In our sample, mal-
treatment exposure was rare; rare events contribute to the
reliability paradox described earlier, where x coefficient
show poor agreement, but the PABAK value indicated mod-
erate to substantial agreement between reporters. In these
instances, PABAK provides a clearer picture of agreement
between reporters. Our results may reflect a higher percent-
age of children never exposed to maltreatment, causing our k
value to be artificially decreased. Considering these findings,
future studies should include multiple methods for assess-
ing agreement (x and PABAK) to account for the possible
impacts of sample size and prevalence.
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We identified correlates of self- and parent-reported mal-
treatment experiences of children that predicted reporting
disagreement, and these associations provide actionable new
insights to improve maltreatment measurement and the iden-
tification of high-risk children. While prior studies suggest
maternal postnatal depression and caregivers’ own history of
maltreatment may increase risk of early-life child maltreat-
ment, our findings suggest these factors may also influence
reporting of maltreatment [36, 37]. Caregivers’ social desir-
ability or changes of societal definitions of maltreatment
over generations may explain these results, exacerbating
potential disagreement between multi-generational report-
ers. Future studies may adjust for possible underreporting by
caregivers of their child’s exposure to maltreatment based
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on these characteristics. Furthermore, screening measures
for childhood maltreatment, especially those with caregiver
reporters, may also want to evaluate these characteristics to
identify high-risk children. In future studies of child mal-
treatment, the role of disagreement in both retrospective and
prospective reports of children’s maltreatment experiences
should be considered.

Consistent with existing literature, we found that retro-
spective reports were more strongly associated with health
outcomes than prospective reports [16]. In our analysis, disa-
greement between reporters was associated with a decreased
risk of lifetime depression, anxiety, and poor general health.
A possible explanation for why disagreement was associ-
ated with decreased risk could be that caregivers may be
less likely to acknowledge health problems in their child,
thus decreasing the chances their child received healthcare
or a diagnosis when showing signs of distress. Another pos-
sible explanation is that the typical age of onset for common
mental health disorders is after age 22 to 24 when health
outcomes were assessed in the ALSPAC study, and as such,
studying the mental health consequences of maltreatment
reporting disagreement may require longer-term follow-up
[38]. Disagreement in maltreatment reports was more com-
mon in our analysis among male children, who are less likely
to exhibit internalizing symptoms in response to trauma than
their female counterparts and more likely to express exter-
nalizing symptoms and substance use behaviors [39].

Although disagreement in reporting was associated with
decreased risk for certain mental health diagnoses and over-
all poor health, we also observed that disagreement was
associated with higher self-reported and clinically assessed
health problems, including elevated self-reported depressive
symptoms, substance use severity, and BMI. Given the asso-
ciation of disagreement to depression symptoms, but not a
depression or anxiety diagnosis, disagreement may be a risk
factor for unmet mental health need or future mental health
risk. Findings may also reflect sex differences in behavioral
symptoms among children who experience maltreatment
[39].

Limitations

Several limitations should be considered when interpret-
ing these results. First, our study examines maltreatment
exposure before age 11, thus our results may not be gener-
alizable to maltreatment occurring in later childhood and
adolescence. Second, differences in maltreatment survey
depth could have biased our results towards increased disa-
greement. Although mothers and partners identified the per-
petrator of maltreatment, our definition of agreement was
not based on the identity of the perpetrator. Therefore, a
mother and partner pair could be coded as in agreement on
the child’s exposure to maltreatment but have disagreement

on who was responsible. Likewise, disagreement between
caregiver—child pairs could be due to the child being mal-
treated by another adult in the family, although perpetrators
of the maltreatment are most often a child’s parent [40].
Finally, there are several types of bias including memory,
recall, and reporting bias that may affect how ALSPAC par-
ticipants responded to surveys. Future studies should focus
on the way maltreatment is screened and how the identity of
the perpetrator of maltreatment influences multi-informant
disagreement.

Summary

Our study found that retrospective child reports and prospec-
tive caregiver reports of child maltreatment often disagree,
and caution should be taken in using these reports inter-
changeably. We identified predictors of disagreement in
reporting including child male sex, maternal education levels
lower than a college degree, maternal postnatal depression,
caregiver history of childhood maltreatment, and impaired
maternal bonding. Further research is needed to understand
what factors drive disagreement and how to optimize child
maltreatment assessment in clinical practice accounting for
the perspectives of both caregivers and children themselves.
Disagreement between reporters may be important to con-
sider when exploring the mechanisms underlying the con-
nection between child maltreatment, poor health outcomes,
and type of report, as well as possible unmet need for mental
health evaluation.
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